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PRESIDENTIAL ADDRESS? 


Two years ago at our last annual meeting 
we celebrated the passing of one hundred’ 
years since the founding of The American 
Psychiatric Association. We looked back and 
reviewed past achievements. We were all 
justly proud of our Association, the oldest 
national medical society in the United States. 
Today at the first annual meeting in our 
second century of existence, let us look for- 
ward and consider what should bė the future 
development of psychiatry. 

There are certain things which I believe 


‘we should agree upon as the basis for future 


. development. The first of these is the estab- 
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lishment of a simple credo to which we can 
all subscribe, and which we can present as 
a simple statement of the fundamentals of 
psychiatry. We recognize that there are many 
differences of opinion in psychiatry. A cer- 
tain amount of disagreement is a sign of 
healthy growth. Although we have some 
fairly fundamental differences among our- 


selves, I believe that we can agree upon a- 


simple statement of the fundamentals of 
psychiatry. This should be presented to the 
medical profession and to the general public 
as a basis upon which we ask for outside 
support. 

Psychiatry is a specialty of medicine; as 
such it is concerned primarily with the prob- 
lem of mental health and mental disease. 
Like other branches of medicine it has 
started by recognizing serious disorders; has 
attempted to find their causes; has developed 
more or less successful methods of treat- 
ment; has then turned to disease prevention, 
and has finally advanced to the concept of 
robust health as a goal for which all medi- 
cine must work. 

The mere absence of clear-cut mental dis- 
order in people is not enough. We want 
the optimum of mental health for everyone. 
As psychiatry has progressed it has not only 
infiltrated every other field in medicine, but 
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has entered upon the study of the fundarr.en- 
tal bases of man’s behavior. It has recog- 
nized that man is.a social being, and has 
therefore spread into such fields as cultaral 
anthropology, sociology, political science, law 
and religion. Psychiatry has much to learn ~ 
from all of these fields, and in turn can 
contribute to them much that will be helpful. 

Many schools of religious education Lave 
courses in psychiatric work. Our most Dro- 
gressive courts make use of psvchiatrists both 
to examine those charged with crime pricr to 


‘trial to determine their mental responsibdity, ` 


and to study those convicted to develop 
constructive methods of dealing with them. 
The latest works in cultural anthropo-ogy 
are replete with psychiatric material. We 
find, therefore, considerable acceptance of 
our fundamental psychiatric concepts by 
these many other fields of study. 

At the moment we have popular accep- 
tance of psychiatry and keen interest ir it; 
in fact, one might almost say that psychatry 
is oversold, and is in the embarrassing posi- 
tion of being called upon to perform mirecles 
which unfortunately can occur only in some 
of the absurd formulations in popular mov- 
ing pictures and novels. It is peraaps well 
to call public attention to the fact that we 
have not yet solved the problem of mental 
disease; that we have made only a very 
modest beginning, but that within certain 
limits we can accomplish a great deal. There 
is danger that by expecting too much cf us 
the public may react and decide that because 
psychiatry cannot prevent and cure all men- 
tal disorders, it therefore has no value and 
should be discarded. 

Remember that following World War I 
there was a similar flood of popular interest 
in psychiatry, and a rather general assump- 
tion that psychiatry could now solve all 
human problems. When, as was to be ex- 
pected, psychiatry failed to measure up to 
this impossible standard, much antagonism 
arose, and many claimed that psychiatry had 
little or nothing to offer. Let us, therefore, 
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go ahead making no exaggerated claims for 
psychiatry, but presenting the facts as simply 
and clearly as possible. 

I think we can start with the fundamental 
assumption that man is an organism; that 
he can be studied by all of the methods 
employed in studying other organisms, and 
that much about his behavior can be under- 
stood by such studies. It is true, of course, 
that there are other methods of approach, 
and that this is not the only method of 
study. Man can only be understood as a 
social baing living in relationship to his 
fellowmen, and in a culture which has a 
good deal to do with his attitudes and be- 
havior. However, as psychiatrists we are 
concerned with man both as an individual 
and as & member of society. We are spe- 
cifically concerned with the mental health 


of the individual, and we'can postulate that . 


one of the most essential requirements for 
a healthy society is that it be composed of 


‘mentally healthy individuals. Our problem 


is primarily man’s ability to live in harmony 
with his <ellowman. 

We believe that there is a science of hu- 
man behavior; that it is possible to under- 
stand tke causes oi good and bad adjust- 
ment; that within limits personality can 
be altered; that it is possible to discover 
the causes of mental disease, mental defects 
and maladjustment, and then to either largely 
prevent or successfully treat them. We know 
that the structure of personality is laid down 
during the first few years of life, and we are 
only beginning to understand how it is 
possible to develop more healthy personali- 
ties by a more healthy life during infancy. 

Good mental health depends on sttch vari- 
ables as one’s heredity, diet, friends and 
enemies. It is influenced by both the physical 
and the emotional climate in which one lives. 
At times we have seized upon a single fac- 
tor and attributed all responsibility to it. 
It is necessary to realize how extremely 
complicated are the human organism and 
human behavior, and that only a study of 
the multiplicity of factors involved can give 
us any trie understanding of our problems. 
We know that a large percentage of our 
attitudes and behavior is determined by the 
group in which we live. Prejudice and 
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bigoted attitudes are influenced by the group 
with which we identify ourselves. 

Good physical health is desirable and pro- 
motes good mental health, although it is 
possible for an ideal state of mental adjust-4 
ment to be attained by persons who suffer 
from physical handicaps or serious disease. 
Aside from this important factor of physical 
health, the child’s mental health depends 
primarily on his relationship with his family 
and playmates. In general, he should be 
able to compete on equal terms with the 
majority of his associates, otherwise he may 
require special help and assistance to bridge 
this gap. Thus it is seen that certain con- 
ditions promote good mental health, whereas 
other conditions might cause serious malad- 
justment unless overcome by special care 
and treatment. l 

A child should not feel himself too differ- 
ent from those about him. If possible he 
should be able to achieve superiority in some 
particular field. This will depend of course 
upon his own capacities and desires, but it 
is possible for almost every person to find 
something which he can do unusually well, 
and which consequently yields him a healthy 
emotional satisfaction. 

We must recognize what we are trying 
to accomplish by child training. We are all 
too prone to think of the child as an irritating 
incident in our lives, and to feel that if we 
can prevent him from annoying and dis- 
turbing us we have thereby achieved a satis- 
factory solution. Much poor mental health 
and maladjustment during childhood and 
later results from this attitude. Our purpose 
in training the child should rather be to help 
him develop normally and to prepare him 
to deal with life at what is called an adult 
level. In the process of developing through 
childhood and adolescence, the human being 
of necessity will experience much conflict 


` and turmoil. He will require help and gui- 


dance, and will often be a burden and a 
source of worry to those responsible for 
him.. To the parent, the teacher and society 
in general he may be an upsetting, disturb- 
ing, troublesome person. It should be em- 
phasized that since the healthy normal child 
is full of interest, energy and curiosity, his 
tendency to get into trouble is often the 
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sign of a healthy personality. We should 
be concerned rather with the child who is 
too submissive, who is inadequate, who never 
causes trouble. Such symptoms are fre- 


“quently signs of a serious maladjustment. 


It is important, therefore, that parents, 
teachers and others who guide the individual 
during his development be intelligent, under- 
standing and sympathetic. 

It is most important that the child develop 
and retain an inner feeling of self respect. 
No person who has had this feeling killed 
within him will be a desirable member of 
the society which we wish to have in the 
future. Many political and religious philos- 
ophies seek to break the will of the indi- 
vidual, and force his compliance with doc- 
trines which permit a few select persons to 
dominate and exploit him. This is neither 
the kind of society which we wish to see 
organized, nor the type of society in which 
the individual will achieve the maximum 
amount of mental health. 

The culture in which we live has a con- 
ventional code, much of which is incorrect. 
Instead of acquainting the individual with 
realities, with the problems, difficulties and 
ways of dealing with the facts of life, our 
conventional pattern avoids unpleasant truths 
or even denies their existence. Our society 
has often sheltered the child under the mis- 
guided notion that the longer he can be pre- 
vented from knowing the unpleasant truths 
in the world the better for him and for so- 
ciety. It has even gone so far at times as to 
prevent him from ever finding out the harsh 
facts. We, as psychiatrists, have at times 
been guilty of under-estimating the ability 
of the average child to tolerate severe strain 
and stress, and we have failed to recognize 
that exposure to strains, if properly con- 
trolled, may aid in the development of a 
better integrated and more stable personality. 

The way in which young children have 
been able to tolerate bombings and other 
hardships, should cause us to re-evaluate 
our concepts. The way the eighteen and 
nineteen year old boys have gone through 
the hardships and fighting at the front, indi- 
cates that they have more capacity for ad- 
justment to difficulties than was realized. 
We know now that the longer we delay 
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meeting difficult problems the harder it is 
to deal with them. If certain situations are 
handled easily and naturally during child- 
hood, the individual adjusts to them without 
much difficulty. If kept from the knowledge 
of these situations until he has grown up, 
and if forced then to deal with them, the . 
struggle may be too much for him. The 
problem is not how we can shelter children, 
but how we can develop robust personalities 
so that they themselves can deal with the 
difficulties and dangers of life as they grow 
up. 

We hear continually about the need of 
security. This concept holds much danger, 
since there is no such thing as complete 
security in this world. Although in the early 
developmental years it is important to give 
a feeling of security to the child, trom then 
on he must be taught not the mistaken no- 
tion that he is secure but how to live in an 
insecure world. We should aim to develop 
personalities capable of dealing with all situa- 
tions and able to bear stress and strain, 
rather than to create a social organization 
which relieves individuals of all necessity 
for strength of character and ‘feeling of 
responsibility. 

Unfortunately at the present time the idea 
is growing that the Government is respon- 
sible for everything, and that we have no 
responsibility either for our own condition 
or for that of our fellowman. Such a philos- 
ophy will inevitably lead to z type of collec- 
tivism in which a limited few will dominate 
the behavior and thinking of the many. This 
trend is neither new nor progressive. Ac- 
tually it is a regressive tendency; a return 
to a more primitive and archaic social .or- 
ganization, which will inevitably lead to the 
same injustice, tyranny and suffering which 
have existed recently in Germany and Italy. 
In spite of this many persons of the so-called 
intelligentsia wish to develop this type of 
organization, and cannot see what the con- 
sequences will be. 

Psychiatry has much to offer the world 
at this time. It can point out that the 
present suspicion and sensitivity among na- 
tions is in many ways comparable to that 
among individuals; that building up the 
mental health of individuals is the best way 
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to build up national health, and that psy- 
chiatry can be of assistance in this. 

There are those who say that Germany 
and Japan are hopelessly militaristic, but 
there are some nations which have been 
extremely militaristic in the past but have 
changed. The old Norsemen were as pro- 
nounced an example of militarism as ever 
existed, but in only a few hundred years 
Denmark, Sweden and Norway have de- 
velcped a non-militaristic type of culture 
which ranks among the highest of any of the 
cultural patterns in the world. 

It is possible to alter cultural patterns and 
often very rapidly. Our own country is a 
classical example of this. We have had 
several rapid reversals in our attitude re- 
garding 2acificism. Also, there has been a 
marked change in the cultural attitude 
concerning women smoking. Thirty years 
ago women did not smoke in public and any 
woman coing so immediately stamped her- 
self as cf questionable reputation. Today 
cigarette smoking has become so much a 
‘feminine characteristic it is reported that 
in some colleges certain fraternities have 


forbidden the smoking of anything but cigars - 


or pipes, - because they feel that cigarette 
smoking is effeminate. This is also true with 
regard to women’s drinking and wearing 
male attire. It has become so common for 
women to wear male clothing that it would 
probably be difficult to enforce any of the 
laws which are still on our statute books 
regarding the subject. On the other hand 
the attitude against the wearing of women’s 
attire by men has persisted unchanged. 

In any attempt to build a culture in which 
man can get along with his fellowman and 
in which war will not be acceptable, certain 
concepts are fundamental. These, as I have 
stated before, are that any nation or culture 
is a collection of individuals, and depends 
upon the mental health and mental attitudes 
of these individuals for a healthy cultural 
pattern; that our first problem is suitable 
education of children, and that we must 
teach children to think clearly and logically, 
to face reality and to try to deal honestly 
and frankly with their problems. The late 
Edward Filene once considered establishing 
an endowment to teach people how to think 
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clearly and accurately. He stated that he 
felt that this was one of the most important 
things to be done, but that he did not quite 
see a feasible way of accomplishing it. He 
also stated that he felt that there would be 
so much resistance on the part of certain 
groups in organized big business and organ- 
ized religion, that it was an almost impossible 
task. 

Today the child is usually shielded from 
unpleasant truths. Neurotic parents perpet- 
uate their own inadequacies and their own 
inability to face the world in the lives of 
their children, and do not teach them to 
face facts squarely. Our modern culture 
has, tried to bring up children without their 
ever having witnessed a birth or a death. 

We have to a considerable degree, a cul- 
tural schizophrenia which tries to avoid the 
unpleasant problems of the world by denying 
their existence. At the present moment 
when the threat of the atom bomb is such 
that even the complete annihilation of the 
world is a possibility, there is a very con- 
siderable percentage of individuals who in- 
sist that it is childish to be concerned. 

In general, we have a common basis for 
understanding the development of the child. 
Tension from outside forces should not be 
removed completely, nor on the other hand 
should there be too much. There should 
be the exact amount for each child which will 
most fully develop his personality. Like 
other psychiatric questions this problem is 
individual. The amount of stress that will 
harm one child and cause him to regress, 
will merely stimulate another child to better 
efforts and improve his personality. Thus 
one of the difficulties of mental hygiene is 
that we cannot write a book of simple pre- 
cise rules from which parents and teachers 
may discover what is the specific treatment 
for any particular symptom the child shows. 
Furthermore, we emphasize that the outward 
behavior of the child is often not what it 
appears to be; a child who is over-aggressive 
may be compensating for lack of aggression, 
while a child who is extremely meek may be 
bottling up all sorts of hostile tendencies 
which he dimly realizes are too dangerous 
to be allowed expression.. Therefore, we have 
to ask ourselves in each case “what does 


1946] 


this behavior mean for this individual child? 
In view of this child’s personality and past 
experiences, what course of treatment will 
„best help him to work through his problem 
and achieve a healthy well-balanced per- 
sonality ?” 

Since ‘the problem of mental health and 
mental disease is so enormous and largely 
unsolved, what can we do in a practical 
way about it? A foundation for psychiatry 
should be organized similar to those already 
existing for tuberculosis, infantile paralysis 


and cancer. Such a foundation would serve ` 


two fundamental purposes. It would secure 
funds for research and teaching, and it would 
educate the general-public concerning the 
problems of mental health and mental disease. 

A glance at what has been accomplished 
in dealing with the problem of tuberculosis 
shows what can be done for psychiatry. 
Large sums have been available for carrying 
out research and better methods of treatment. 
Special attention has been paid to prevention. 
The general public is now enlightened about 
tuberculosis so that the old stigma has largely 
disappeared. A person who thinks he may 
have incipient tuberculosis consults a physi- 
cian in order to find out his condition, and 
to carry out whatever treatment may be 
necessary. Everyone realizes the importance 
of early diagnosis and treatment. Consider- 
ing the greater magnitude of the problem of 
mental disease, and the relatively lesser ex- 
„ tent of knowledge about it, we can see what 
” could be accomplished by a psychiatric 
foundation. 

Approximately 600,000 persons suffer from 
serious types of mental disorders; they oc- 
cupy only one half of the hospital beds in 
the country. At the very least 8,000,000 
persons, or 6 percent of the population, 
suffer from some sort of mental disease or 
defect. It is estimated that 10,000,000 of 
our population will require hospitalization 
for mental disorder at some time during their 
lives, Five percent of those examined under 
x Selective Service were rejected for psychi- 
atric causes. We spend cver a quarter of a 
billion dollars each year on institutions for 
mental disease. A most conservative esti- 
mate is that mental disease is costing us a 
billion dollars a year through the cost of 
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maintaining mental institutions and the loss 
of wages of those who are hospitalized, the 
decreased wages of those suffering from 
milder disorders, and many other incidental 
items. If we consider also many of our most 
serious social problems, which involve the 
need for psychiatry, the cost would be in- 
finitely greater. The amount of suffering 
involved is great, and as the late Dr. William 
Mayo once said mental disease is responsible 
for more suffering than any other type of 
disease. 

We know comparatively little about our 
most serious types of mental disorders, either 
as regards their cause, their prevention or 
their treatment. We have made great prog- 
ress in the past fifty years, but there are still 
enormous gaps in our knowledge. There is 
only one answer to this—research and more 
research. Research requires two things, 
highly trained competent personnel and 
money. To produce the highly trained com- 
petent personnel requires money. There is 
a great dearth of qualified research workers 
in the field of psychiatry, and there is a 
tremendous shortage of funds with which to 
carry out the researches which can be shown 
to be worthwhile. The public is not educated 
to make use of the knowledge which we 
already have, and in many instances is not 


‘only ignorant but seriously misinformed on 


psychiatric matters. 

I suggest that we establish a Psychiatric 
Foundation for the purpose of accomplish- 
ing these desired results. Our able executive 
assistant, Mr. Austin Davies, has not been 
content to rest on the basis of the placque 
presented to him by this Associaticn at the 
Centennial Meeting, expressing our appre- 
ciation of his good work in the past, but 
has been working on plans for setting up 
such a foundation. He has interviewed many 
of the leaders of such work throughout the 
country, and has familiarized himself with 


_ the technique employed and the difficulties 


encountered by other foundations. This 
material he has ready to put to use when- 
ever we give him the signal to go ahead. 

I feel that this foundation should be estab- 
lished immediately. It will interest and edu- 
cate the public in the problems of mental 
health and mental disease; it will awaken a 
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popular response which will give us a large 
group of intelligent and interested persons 
standing back of any proper legislation or 
well-planned program; it will give us the 
funds for training the necessary personnel; 
it will lso make available large sums for 
carrying out needed research. It is hard to 
realize why prejudice exists against research. 
To many it signifies an asthenic, stoop- 
shouldered, near-sighted scientist retiring 
into his ivory tower and working on some 
thoroughly impractical and unimportant de- 
tail. We must educate the public about what 
research in psychiatry is and what it may 
accomplish. We rieed to point to the large 
corporations in this country which spend 
millions on research every year and find 
that it pays them rich dividends. 

During the war this: Government found 
that research was the only way to solve the 
great problems which confronted it, and 
spent two billion dollars using the most com- 
petent minds available to solve one of these 
problems (the atomic bomb). The same 
formula should be applied to the problem 
of mental disease. The difficult and impor- 
tant prcblem of mental health calls for the 
mobilization of the finest minds available in 
organizing and carrying out a far-reaching 
research program, 

Two billion dollars represents the actual 
amount now being paid for mental disease 
` every two years. Shall we continue to pay 
two billion dollars every two years for men- 
tal disease, or shall we take two billion 
dollars and see if we cannot find out enough 
about mental disease to greatly reduce its 
costs? The answer is so simple and obvious 
that it hardly seems necessary to say any- 
thing more. If we but look at the results 
achieved in tuberculosis by an adequate pro- 
gram, we should have no doubt as to what 
is possible in dealing with mental disease. 

The future of psychiatry will depend more 
than anything else upon our ability to train 
leaders in this field. There is probably no 
more important task than the development 
of a plan for systematically picking out the 
potential leaders in psychiatry and providing 
the finest type of training for them. 

I suggest that we should use some of the 
money from the Foundation for setting up 


fellowships for such future leaders, following 

to a considerable extent the plan .of the 

Westinghouse science fellowships which have 

been worked out very carefully. However, , 
in such a selection we should pay much 

greater attention to the personality of the 

individual and not merely train some brilliant 

but maladjusted individual so that as a 

representative of psychiatry he will exemplify 

the truth that many persons of the highest: 
intelligence may be inadequate, maladjusted 

and still living at an infantile level. 

I believe that we can work out methods 
for making such a selection. It should con- 
sist of a careful life history of the individual; 
the use of all of the standard type of intelli- 
gence and aptitude tests, and a careful evalua- 
tion of his work so far in the medical field, 
and finally a personal interview by a small 
board composed of about five of our leading 
psychiatrists, men who would be noted not 
only for their technical knowledge of psy- 
chiatry, but for their outstanding qualities 
of leadership and their own well-balanced 
personalities. We should select from three 
to five such individuals each year ; their train- 
ing period should be for at least five years, 
and no one plan of training should apply to 
all of them. The varying interests in the 


-different fields of psychiatry will make dif- 


ferent types of training necessary. Such fel- 
lowships should be from year to year, and if 
at any time an individual does not live up 
to the promise of the earlier estimates he may 
be dropped as far as further financial aid is 
concerned. If five years from now we were 
to have a steady stream of only five such 
individuals given to us, they would pro- 
foundly affect the development of psychiatry. 
Furthermore the methods worked out for 
selection and training in this field might be 
used as models in other fields of science. 
When we investigate the amount of re- 
search being carried on in psychiatry, we find 
that the results are not at all favorable as 
compared with other fields of medicine. Ac- 
cording to Dr. Parran, Surgeon General of, 
the U. S. Public Health Service, “today 
all public and private agencies are spending 
something like 25¢ per year for research 
for each estimated case of mental disease, 
or perhaps $1.00 for each totally disabled 
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case, as compared for example with $100 
per case for poliomyelitis, a disease which 
is far less prevalent, yet for every dollar 
public agencies allow to psychiatric research 


‘they spend well over $100 for mental hospital 


cases alone.” 

During the past fifty years we have made 
enormous strides in our understanding of 
the causes and treatment of mental disorders. 
We have learned something of the effect of 
heredity. A disease like general paresis is 
now known to be due te syphilitic infection 
of the brain. We have methods of treatment 
now which restore approximately one-third 
of these cases, whereas forty years ago prac- 


- tically all of them died; moreover, we un- 


derstand methods of prevention, although 
they are not applied as they should be because 
of false conventional standards. We also 


know how persons are emotionally condi- 


tioned, how they may become hopeless in- 
valids just as badly crippled by psychological 
factors as by infantile paralysis, and we know 
something about how to treat and prevent 
all of this. There are, however, enormous 
gaps in our knowledge. We know compara- 
tively little about our most serious types of 
mental disorders. In spite of years of study 
and many ingenious theories, it is only fair 
to state that we do not know the cause of 
schizophrenia or of manic-depressive psy- 
chosis. . 
Geriatrics is a most important and rapidly 
developing field. Since more persons are 
living to advanced age, there is a great in- 
crease of psychoses due to cerebral arterio- 
sclerosis and senile dementia. We must have, 
therefore, more fundamental research on 


` these important problems. But this research, 


like all research, will cost a great deal of 
money; we do not have this money. The 
only answer to this problem appears to be 
a foundation which will secure the necessary 
funds. I feel that we should have no hesi- 
tation in putting all the facts before the 
public. We. should point out that our facili- 


x ties for the care of the mentally sick are 


inadequately financed, and that as a result, 
our mental hospitals are poorly staffed, and 
the type of care given in many of them is 
not up to the standards which this Associa- 
tion insists should be a minimum. We should 
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tell the public quite frankly that much is 
unsatisfactory, many problems are unsolved, 
and the only hope of grappling successfully 
with the mental health problem is by public 
appropriations for our mental hospitals, more 
humane commitment laws, and an entire 
change in attitudes toward mental sickness. 
We must insist that people everywhere take 
the same attitude toward mertal illness that 
they have toward physical illress. 

One of the first problems facing us is the 
size of our organization. We now have about 
4,000 members, and we anticipate that the 
number of psychiatrists will increase greatly 
during the next five years. Lf we continue 
on our present basis for five nore years we 
can expect to have a‘minimum of 5,000 
members. Our Association, which twenty- 
five years ago was so small that all the 
members could meet together in one joint 
session, has now become so large and un- 


` unwieldly that its very size poses new prob- 


lems, particularly with regard to the annual 
meeting. 

Do we wish all doctors working in psy- 
chiatry to be members of. our Association, 
or do we wish to raise the requirements 
for admission, and actually decrease our total 
membership? There are certain advantages 
in a smaller membership, but it is my feeling 
that we should continue as an Association 
that represents all of psychiatry, that we 
should welcome all psychiatrists to member- 
ship, and hence, that we should continue to 
increase our membership. There is great 


‘need for an Association which represents 


all psychiatrists, and I think it can be said 
that we are the only such Association in 
existence. However, there is also a proper 
place for other associations which bring in 
the ancillary disciplines, such as psychology 
and psychiatric social service. 

It has been suggested that we should 
develop a type of associate membership by 
which clinical psychologists, psychiatric so- 
cial workers, psychiatric nurses, .occupa- 
tional therapists and other groups who work 
with psychiatric patients might join us. 
There is considerable merit in this idea, and 
I believe that we should give: it careful 
consideration. However, clinical psycholo- 
gists are admitted to the American Psy- 
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chopathclogical Association, and psychiatric 
social workers to the American Orthopsychi- 
atric Association, and both of these societies 
are open to other affiliated workers. For us 
to attempt to be all comprehensive and repre- 
sentative would multiply our size and our 


problems, would change. the fundamental - 


character of our own organization, and would 
enter us into direct competition with other 
societies. l 

A second problem is the period of tenure 
of cur elective and appointive officers. It is 
only too true that a president completes his 
term about the time that he becomes familiar 
with the workings of the Association. After 
that, of course, he does serve on the Council 
for a period of three years, but it still does 
not give the Association. any continuous 
head. Cmne suggestion by our president- 
elect is taat a separate officer be designated 
to preside over the Council instead of haying 
the president do this. » 

I feel that eventually we need a full-time 
psychiatrist in our central office. It has been 
sugzested that we have a full-time director 
or medical director. A variation of this pro- 
posal is that we appoint a full-time medical 
secretary. I feei that the latter. title is more 
appropriate; having both a medical direc- 
tor and a president would create a great 
deal of confusion as to just who is the head 
of the Association, at least in the mind of 
the public, if not among our own members. 
The title of medical secretary would indi- 
cate more correctly the scope of his duties. 

I belizve that as soon as possible the 
AMERICAN JOURNAL OF PSYCHIATRY should 
become a monthly magazine. This cannot 
be ‘lone without added expense and a com- 
plete reorganization of the editorial structure. 
Dr. Farrar has done a fine job as editor of 
the Journat. He has given a tremendous 
amount of his time and has worked under 
unusually difficult circumstances because of 
the war. I do not believe that he or any 
other member can carry the full editorial 
burden of a monthly magazine. The only 
solution is to have a full-time editorial assis- 
tant who will carry out routine administra- 
tive details of the JouRNAL, the assembling 
of material, the editorial correction of articles 
and proofs, and arranging the general lay- 
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out of the magazine. He should be a well- 
trained scientific writer familiar with medical 
and psychiatric terminology, and capable of 
handling all problems except questions which 
the editorial board would wish to decide. 
He should probably be attached to the central 
office. With the increased advertising reve- 
nue of a monthly journal, the cost would 
not be so much greater than that of a bi- 
monthly journal; however, I feel that our 
members would be willing to pay the addi- 
tional cost of a monthly journal since it 
would bring more and fuller reports of psy- 
chiatric studies and events. 

An alternative plan is to return to the 
custom which existed about thirty years ago 
of publishing all of the papers of the annual 
meeting in a single bound edition. This plan 
is used by the Association for Research in 
Nervous and Mental Disease. The advan- 
tage of this plan is that the papers would all 
come out together within six months after 
the annual meeting, so that the. majority of 
the papers would reach the members sooner 
than they do now. There would presumably 
be no advertising in such volumes. The 
JouURNAL would then be open to articles sub- 
mitted regularly and would not depend upon 
the annual meeting for its scientific articles. 

There is one important difficulty in this 
plan. Since we now hold a number of ses- 
sions each day instead of one joint session 
as formerly, there would be approximately 
three times as much scientific material for 
publication as compared with thirty years 
ago. At least three volumes would be re- 
quired to contain all of the scientific papers 
of an annual meeting. Estimating our cost 
on the-same basis as the Association for 
Research in Nervous and Mental Disease 
does, we would have to increase our dues 
ten to fifteen dollars a year to cover the 
additional publishing expense. 

One problem of organization which has 
never been settled satisfactorily is that of 
sections. At the present time the Council 
has authority to establish various sections, 
but their purposes, privileges and limita- 


‘tions are not described. We now have four 


sections: convulsive disorders, forensic psy- 
chiatry, psychoanalysis and psychopathology 
of childhood. In general the Council has 
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opposed setting up new sections. As now 
constituted these sections enjoy some degree 
of autonomy, but their functions are ill- 
defined, and their officers and members do 
not know just what is expected of them. 

A few years ago sections enjoyed com- 
plete autonomy in organizing programs. As 
a result these programs were set up inde- 
pendently and. with no coordination with 
the chairman of the Program Committee. 
Consequently some members read papers 
before two or three sections, as well as 
another paper at one of the general meet- 
ings. This situation was discussed before 
the Council, which decided that .each sec- 
tion should submit its program to the Pro- 
gram Committee, which as final authority 
might make deletions or additions. 

The plan for the program has accordingly 
been worked out in a fairly satisfactory 
manner. There is still no clearly-defined 
statement as to the purpose of each section, 
what it is expected to do, and what it is 
expected not to do. Some sections have 
tried to draft rules to cover their proceed- 
ings, but it is questionable whether these 
rules have any real force. The Council has 
promulgated almost no regulations govern- 
ing requirements for membership in special 
sections. Some sections have even appointed 
committees to make special studies. This 
year one committee appointed by the chair- 
man of a section, sent a report to the AMERI- 
CAN JOURNAL OF PsycHIATRY and insisted 
on its publication. The constitution states 
that all committees shall be appointed by the 
President, therefore under the constitution 
no committee appointed by a section chair- 
man has any official status. And in any 
event, no committee report is to be pub- 
lished without approval of the Council. 

Some persons feel that sections as they 
now exist should be abolished, while others 
feel that they should be given greater inde- 
pendence with authority to study whatever 
problems they choose. Since committees are 
already organized for such study, the estab- 
lishment of a second group within a sec- 

tion to study the same matter should be 
= avoided, if possible, as a needless duplica- 
tion of effort. To mention a case in point, 
we have a Committee on Legal Aspects of 
Psychiatry, and a Section on Forensic Psy- 
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chiatry. During the past year the Section 
on Forensic Psychiatry has appointed one 
or more committees, which have been making 
studies and preparing reports, and all of this 
has been done independently, and without 
regard for the Committee on Legal Aspects 
of Psychiatry. | 

I would be the last one to prevent groups 
from studying problems and making reports 
to the Asscciation. In fact the more the 
better. However, it is a different matter 
and undesirable to have within the frame- 
work of our organization separate committees 
covering the same subject witnout submitting 
reports to the Council, and without the 
President or the Council even being aware 
of their existence. I do not wish to criticize 
the authors of such studies. Our Associa- 
tion needs more leaven, and should not 
hamper individual achievement with organi- 
zational procedure. I am not in favor of 
red tape. I believe that rules exist to help 
us carry out our purposes better. When 
they fail to do so they should be modified. 
Let us interpret them liberally. The spirit 
and not the letter of the rules should pre- 
vail. Nevertheless, even witk this provision, 
I think that the present rules are hopelessly 
confused, and I invite constructive sugges- 
tions for improving them. 

If we are to continue sections as foci for 


“special research, many additional topics are 


sufficiently important to be the bases of sec- 
tions. To mention a few: military psychia- 


try, alcohol, shock therapy, psychosomatic 


medicine, and group therapy. On the other 
hand, if the only purpose of sections is tc 
draw up a program for the annual meeting, 
they might well be eliminated; the Program 
Committee could then either itsel? organize 
a session on a particular topic or appoint a 
sub-committee of interested persons to do so. 
Under the present plan of organization of 
the Program Committee, definite responsi- 
bility for the program of zach section is 
already assigned to a committee member. 

It is my opinion after careful considera- 
tion, that sections as now constituted serve 
no useful purpose, and that the Program 
Committée could properly take over their 
work. I repeat that I refer to sections “as 
now constituted.” Now is the time for those 
who wish sections to have more autonomy 
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and responsibility, and to develop in new 
directions, to present concrete proposals to 
this end. 

With the increase in size of our Asso- 
ciation, we cannot continue the older plan 
of a single session throughout the four days. 
Given the necessity for several sessions, we 
are agreed that some sessions should focus 
their attention on special topics. The only 
question is whether we should have some 


sort of section organization which would. 


take mor2 responsibility for organizing such 
sessions. I recommend that we not only 
continue our present sections, but that we 
develop more sections. Leaders of these 
sections should be carefully chosen, and sec- 
tions should be used for the development of 
younger men, giving them certain adminis- 
trative duties and responsibilities, and allow- 
ing them to use some degree of initiative. 
We should try to give as many members as 
possible some sort of duty or responsibility 
-in the Association. The member who has 
gone for years without serving on a com- 
mittee, without ever actively participating 
in the actairs of the Association, will not 
develop the same interest in the Association 


-and loyalty to it as one who has taken part. ` 


With the increasing size of the Association 
it becomes more and more difficult to pro- 
vide such activities for the members. In 
addition, the very size of the Association 
means that the President and the Council 
are not personally acquainted with a large 
number cf the members. By development of 
sections we can solve-some of these problems. 

Another problem concerns the affiliated 
societies. As organized at present they have 
a loose relationship to our Association. Each 
one is allowed to send a representative to 
Council meetings. Although this represen- 
tative mzy not vote, he may participate in 
discussions. His expenses to Council meet- 
ings musz be borne by the affiliated societies. 
Many of these affiliated societies have mem- 
bers whe do not belong to The American 
Psychiatric Association and who are not 


eligible for membership. Under such circum- - 


stances they cannot have any more integral 
relationship. I believe that the affiliated so- 
cieties should continue without any changes. 

We should also consider whether our As- 
sociation should be broken up into geographi- 
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cal sections with local meetings and some 
degree of autonomy. Because of the increas- 
ing size of our Association this suggestion 
should be most carefully considered. 

Our Association should establish certain 
minimum psychiatric standards, and should 
bring them constantly to the attention of all 
interested parties. These standards should 
be available as the official opinion of this 
Association, to back up demands for changes 
and improvements in all fields of psychiatry. 
It is important that we realize that standards 
are never final, and that with changing con- 
ditions and increased knowledge the stand- 
ards for teaching psychiatry, the standards 
for care in mental hospitals, and even our 
classification of mental diseases must undergo 
continual modification. The most urgent re- 


` quirements have been: 


First: to agree upon a minimum stand- 
ard of teaching psychiatry in our medical 
schools. This matter is well in hand, due 


largely to our Committee on Psychiatry in 


Medical Education. 

Second: to set up standards for state 
hospitals, outpatient psychiatric clinics and 
child guidance clinics. This has been done 


recently by our Committee on Psychiatric 


Standards and Policies, and a large number 
of their reports on this subject have been 
circulated throughout the country. 

Third: to draw up a standard classifica- 
tion of mental disease. This, likewise, has 
been done. Recently, however, the Army 
made up a new classification of mental dis- 
orders with important differences from the 
standard classifications now used throughout 
the country. The Navy has also created a 
new classification which is more like that 
of the Army than our present classification. 
The same is true of the U. S. Public Health 
Service. The Veterans Administration is 
contemplating the adoption of a modification 
of the Army classification, and will probably 
carry out for the next six months a dual 
system of diagnosis, using both the present 
standard nomenclature-and the new Army. 
classification.. At the end of six months it 
expects to decide whether to adopt some ` 
modification of the Army classification or to 
continue the present standard nomenclature. 
Such a change in classification would affect 


+- 
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profoundly all the vital statistics of the 
country. 

It is my recommendation that we make 
a very careful study of this whole problem, 
and that we all become familiar with these 
newer classifications. I would urge that they 
all be published together, either in the Jour- 
NAL or in a mimeographed form, and sent 
to all members of the Association. With 
full knowledge of these different nomencla- 
tures we could then decide whether or not 
to alter our present nomenclature in any 
manner. 

Fourth: we should set up an ideal commit- 
ment law. Our Committee on Standards and 


. Policies has given us a general outline which 


is excellent as far as it goes. I believe that 
we should continue to work so that we may 
have an actual law drawn up which can be 
given to any state legislature as suitable for 
incorporating into the statutes. While a 
few minor changes will, of course, be neces- 
sary, for different states, I believe that we 
can eventually work out such an ideal com- 
mitment law. This should be publicized as 
much as possible, and we should take a 
positive stand in this matter. 

We must insist on the medical approach 
to this problem. Our patients are sick per- 
sons. It should be possible to arrange for 
their admission to hospitals with a minimum 
of red tape. Unfortunately, the public is 
obsessed with the idea that large numbers 
of persons who are not mentally sick are 
being railroaded to mental hospitals by de- 
signing relatives and friends who seek to 
“put them away,” and that only a strenuous 
fight against commitment can save them from 
unjust imprisonment in a mental institution. 

I have been in psychiatry for over thirty 
years. At the Boston Psychopathic Hospital, 
where I worked for fourteen and a half 
years, we committed over 1,000 patients every 
year to the state hospitals. At Bellevue 
Hospital in New York City, where I was 
for five and a half years, we committed 
about 8,000 patients annually to state hos- 
pitals. In all of this time I have seen only 
two attempts at railroading, and neither of 
them was successful. 

Experience shows that the real problem 
of commitment (and I am sure that all of 
you who have had experience in this matter 
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will agree with me), is to gain the consent 
of relatives and friends for tke commitment 
of persons who require institutional care. 
Our judges all lean.over backwards in the 
matter of commitment, and juries, which are 
necessary and desirable in a democracy such 
as ours, commonly turn a considerable num- 
ber of mentally sick patients loose in the 
community. Many tragedies have occurred 
because of this. The idea that the average 
lay jury can decide the delicate question of 
mental illness is, on the face of it, an ab- 
surdity. I would like to draw a comparison 
between contagious diseases such as small- 
pox and psychiatric disorders. If a patient 
has smallpox a doctor from the Public Health 
Service is called in and makes a diagnosis. 
He immediately orders that the patient be 
removed to a hospital for contagious diseases 
to assure proper care and treatment and to 
protect society. Nobody questions this pro- 
cedure, and as far as I know, no one has 
advocated that a jury should be impaneled 
to pass on the diagnosis and decide whether 
or not the patient has smallpox. The average 
layman confronted with this situation would 
probably say, “I know nothing abcut small- 
pox; that is a problem for doctors. A doctor 
is the only person competent to decide and 
diagnose.” When it comes to mental dis- 
orders, however, we find a diferent attitude. 
The ordinary layman is prepared to stake 
his judgment against that of the physician. 
Many times I have listened to unqualified 
medical consultants and even lawyers set 
themselves up as experts in mental cases, 
and claim that their opinion should receive 
consideration equal to that of the expert 
psychiatrist. The very nature of mental 
disease is such that many patients are sus- 
picious, feel that they are being treated un- 
fairly, and that plots against them exist. 
Many of the laity are honestly misled by the 
plausible statements of such patients, and do 
not realize that they cannct be taken at 
face value. 

In the justifiable attempt to safeguard the 
rights of the individual and prevent improper 
commitment, our present laws hedge com- 
mitment procedures with so many restric- 
tions that they fail to accomplish what should 
be the real purpose of any commitment law, 
namely to secure mentally sick persons the 
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proper care and treatment with the mini- 
mum harm to the patient, and to make cer- 
tain that persons who are not mentally sick 
are not improperly committed. 

Most of our commitment laws as drawn 
up are aimed at the second provision and 
do not accomplish the first. Can one con- 
ċeive of any worse treatment for a men- 
tally sick person already upset emotionally, 
possibly suspicious and feeling that persons 
are against him, than to be arrested on a 
warrant by a policeman or sheriff, locked 
up in a ‘ail with common criminals, brought 
before a judge who says, “You are charged 
with insanity; how do you plead—guilty or 
not guilty P”; being tried in a court room 
with a jury 'and all the procedures of any 
criminal trial, and then being told that the 
judge and jury find him insane, and having 
a sheriff transport him in handcuffs to a 
mertal hospital? 

_ Not long ago in California a wife decided 
that her husband was mentally sick. He 
was depressed and had delusions that per- 


sons were trying to kill him. Following. 


the regular legal procedure she swore out a 
warrant, the sheriff arrested the patient, and 
he was taken to the county jail, there to 
await a hearing before the judge. That night 
he hanged himself in the jail. To those 
sticklers for legal procedure and defense of 
the legal rights of the patient, I would point 
out that his legal rights were well preserved. 
He was arrested on a warrant by a sheriff; 
he was not sent to a hospital without due 
process of law and a chance to appear before 
the judge. Perhaps if he had, he might be 
alive today. The point I wish to make is 
that the public is so obsessed with the legal 
poirt of view and the alleged infallibility 
of legal procedure that they insist on pro- 
tecting the so-called legal rights of the patient 
without thinking of one his medical rights 
are. I would like to formulate the medical 
rights ot zhe mentally-sick person as follows: 

He shauld be entitled to immediate exami- 
nation by competent psychiatrists and im- 
mediate admission to a psychiatric hospital 
or ward, where he can receive suitable treat- 
ment. No one would think of keeping a 
physically sick person detained in jail pend- 
ing a determination of his medical condition 
by ron-medical persons. It is equally absurd 


to do the same for the mentally sick person. 
Again I repeat, that mental sickness is a 
medical problem to be handled by the medi- 
cal professicn. There should be the mini- 


mum of legal procedures, and these should 


not prevent mentally sick persons from re- 
ceiving immediate treatment, and should not 
be of such a nature as to increase the pa- 
tient’s mental sickness or even jeopardize 
his life or the lives of others. 

At number of our states have simple pro- 
cedures by which a patient can be brought 
to a psychiatric hospital for temporary care 
and observation. ‘Where these laws exist, 
and I speak from personal experience with 
regard to Massachusetts and New York, 
they‘ work quite successfully and there is 
little difficulty in carrying them out. I be- 
lieve that a final solution to this whole situa- 
tion will depend upon the development of 
more psychiatric wards in general hospitals, 
not simply places for the now fashionable 
psychosomatic medicine cases, but wards for 
all types of mental disorders from the most 
serious to the mildest. 

In this connection I wish to express ap- 
proval of the plan formulated by the Veterans 
Administration for building their new hos- 
pitals. The Veterans Administration has set 


- up as a standard that in a general hospital 


p 


of 1000 beds, 100 beds or 10 percent shall be- 


for acute psychiatric patients; 100 beds or 
ro percent shall be for psychoneurotic pa- 
tients including some psychosomatic cases, 
and 100 beds or ro percent shall be for neu- 
rological cases. Under such an organization 
neuropsychiatry has 30 percent or 300 beds 
in a 1000 bed general hospital, and three 
main services are maintained: medicine, sur- 
gery and neuropsychiatry. This is a most 
progressive measure, and our Association 
should give some expression of approval to 
such an important and desirable plan. 
The overlapping of psychiatry into so 
many different fields makes it difficult to 
say where the province of psychiatry begins 
and where it ends. Ideally, psychiatry should 
be represented in all the clinical fields of 
medicine, and we see a steadily growing 
tendency to do this. In many of our best 
teaching hospitals and clinics there is a close 


liaison between. psychiatry and pediatrics. 


Often a psychiatric service ‘exists as an in- 
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tegral part of the pediatric service. With 
the developments in psychosomatic medicine 
more of this is occurring in general medicine. 
It will be only a matter of time before this 
` will take place in all fields of medicine. Some 
see in this a dissolution of psychiatry as a 


separate branch, and an infiltration into all ¢ 


other clinical branches. To a certain ex- 
tent this may be so, but in spite of setting 
up good psychiatric services in all the other 
clinical fields, we will still have a large 
group of cases that are primarily psychiatric, 
and must be taken on to a psychiatric service. 

Outside the medical profession many close 
relationships exist between psychiatry and 
other fields, and the importance of psychiatry 
is recognized. In the nursing profession all 
of our best hospitals require undergraduate 
training in psychiatry, usually a minimum of 
two months. Student nurses as a group 
are eager to have such training, and are uni- 
formly satisfied with having such experience. 
It is probable that three months rather than 
two months should be the period for student 
nurses to spend in psychiatry. 

Social service is another field which is 
closely allied with psychiatry. In all of our 
good schools of social service, psychiatry is 
taught to all students, whether or not they 
are specializing in psychiatric social work. 
A more intensive course and field training 
in specialized psychiatric social work is given 
to students specializing in this field. 

Our relationships to the psychiatric nurse, 
and the psychiatric social worker, have been 
handled by committees of this Association, 
who have worked to such good advantage 
that there is little friction or difference of 
opinion as to the province, responsibilities 
and limitations of each field. The same can- 
not be said of our relationship to psychology. 
Here there is much overlapping of function, 
and considerable disagreement as to the exact 
field and where limitations should exist. 

For the past two years we have had a 
committee working on this problem, and 
I am happy to ‘say that the psychologists 
have had a committee of some of their very 
best members who have worked most cordi- 
ally with our committee in trying to arrive 
at a solution. I doubt if one can lay down 
too rigid regulations in this matter. A great 
deal must be left in a somewhat intangible 
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state ; there must be a healthier give-and-take 
on both sides, and a willingness to work 
the matter out gradually. 

It is in the field of psychotherapy that our 
greatest problem arises. We have persons 
who are trained to do work in psychotherapy 
coming from the fields of nursing, social 
service, occupational therapy, clinical psy- 
chology and lay psychoanalysis. In the field 
of teaching there is also some overlapping. 
Just where does personnel counselling leave 
off and treatment of incipient or actual psy- 
choneurosis begin? There is enough material 
to keep all groups busy. There is at least 
one thing the psychiatrist does not have to 
worry about: since he always has more cases 


than he can possibly handle he will un- 


doubtedly have to avail himself constantly 
of help from all these different fields. 

In the field of criminology we also have 
our problems. The Féderal Government 
and a number of our state governments, 
have set up what are really psychiatric 
clinics, first for the examination of prisoners 
before trial in order to determine whether 
or not they are responsible; second for the 
examination of convicted criminais prior to 
sentence in order that the judge may impose... 
a proper sentence; and third for the deter- 
mination of the prisoner’s condition and 
personality makeup to decide whether oz 
not he should be considered for parole. Very 
few of these clinics have a psychiatrist in 
charge, and yet the decisions made are those 
which a psychiatrist is most competent to 
make. Unfortunately we do not have enough 
well-trained psychiatrists with suitable ex- 


perience in this work to head up all these 


different clinics. We should, therefore, see 
that more of our good young psychiatrists 
receive training in this field, and insist that 
ultimately such clinics should be under the 
control of psychiatrists. 

Psychiatry has made many contributions 
to the study of crime, and during the present 
war these have ‘been still further increased. 
Studies show that people cannot be divided 
into good and bad, and that men do not . 
necessarily become criminals because thev 
are bad. A great deal of anti-social behavior 
is based on unconscious mechanisms work- 
ing within the patient. A study of sex delin- 
quency in girls shows that the delinquency 
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seldom occurs because the girl is over-sexed, 
a fact well known to students of the prob- 
lem! However, published statements to this 
effect would be received with incredulity and 
criticism by the majority of our population. 

Scmetirnes a few individuals can be re- 
sponsible for cultural changes. A single in- 
dividual is able to ‘mobilize group opinion 
and alter radically society’s attitude on cer- 
tain questions. It is unfortunately true that 
it is infinitely easier to affect public attitudes 
in an unhealthy way than it is to build up 
healthy attitudes. People are looking ior 
some simple panacea for their personal prob- 
lems and for all the ills of society. There 
is no simple, easy solution, and only pro- 
longed herd work will bring the desired 
result. Brt it is much more pleasant to listen 
to the promises of the rabble-rouser, who 
offers a solution to all problems and who 
feeds the vanity of his followers by giving 
them false ideas of their own importance 
and teating down the ideas of others. Some 
of these individuals are merely extremely 
clever cynical opportunists, who realize that 
they are only advancing their own selfish 
interests. There are others, however, who 
have a paranoid conviction of their own 
importance: and of their own ability to solve 
the problems of the universe. Psychiatry 
can help us to the understanding of these 
individuals. 

We have recently witnessed the develop- 
ment of a new field in medicine, at least 
new in name, psychosomatic medicine. Psy- 
chosomatic medicine has become very popu- 
lar and now is almost a fad. It is fashionable. 
The same things which psychiatrists have 
been saying for the past twenty or thirty 
years, and which went unheeded by a great 
group of the medical profession, are now 
uncritically accepted by many. 

Psychosomatic medicine emphasizes the 
relation cf mental states to bodily ills. We 
hear almost nothing of somatopsychic medi- 
cine, which is an equally important part, 
namely the effect of physical states on mental 
conditions. Psychosomatic medicine is re- 
ceiving wide acceptance in our general hos- 
pitals, and there is no resistance to accepting 
a patient if he is a psychosomatic patient 
and not just psychic. It perhaps illustrates 
the contertion of the semantist that words 


may hide meanings and that the naming of 


‘things is all important. The danger is that 


the general hospital will accept a few of the 
milder types of mental disorders under the 
term psychosomatic, but will refuse other 
psychiatric cases, and that we will get an 
artificial line of cleavage which will be bad 
for psychiatry. 

There is already a movement by some to 
relegate serious mental disorders back to the 
isolated hospital in the country, the so-called 

“asylum,” and to keep only this small mar- 
ginal group of psychiatric patients in contact 
with the rest of medicine. We should fight 
strenuously to have the general hospital 
accept all types of psychiatric cases: the 
alcoholic, the severely psychotic and all the 
various types of mental disorders. Only in 
this way will psychiatry remain in the fold 
of medicine, and will medicine and psychia- 
try progress as they should. 

It is imporiant to note that the American 
Hospital Association has recommended that 
alcoholics should be cared for in general 
hospitals, and that general hospitals should 
set aside 3 percent of their beds for such 
cases. The Veterans Administration, by set- 
ting up 30 percent of its beds for neuropsy- 
chiatric cases, has set a fine example, and 
the influence of this will certainly be felt 
throughout the country. However, the Vet- 
erans Administration still persists in a moral 
attitude towards alcoholism, and has not yet 
come to accept alcoholism among veterans 
as a sickness, the treatment of which should 
require its attention. I predict that alcohol- 
ism will become a more serious problem, 
and I feel that the Veterans Administra- 
tion should make plans at once for dealing 
with it. 

It is estimated. that the people of the 
United States spend over seven billion dollars 
a year for alcoholic beverages. In addition, 
excessive drinking, together with disease, 
crime and poverty resulting directly from 
the use of alcohol, costs this nation about 
seven hundred and fifty million dollars a 
year. Conservative estimates indicate that 
there are 750,000 chronic alcoholics in this 
country. We, as psychiatrists, should agi- 
tate for better care of the alcoholic. Many 
of them die in jail because society is not 
yet willing to provide hospital care for them, 
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and the only place to put them is in the 
jail. Since our cities, counties, states and 
the Federal Government all receive large 
amounts of revenue from the alcoholic bev- 
erage industries, I recommend that we advo- 
cate that 10 percent of all revenue so received 
be devoted to a long-time research of the 
problem of alcohol addiction and alcoholic 
mental disorders. A part of-this sum might 
be used for following the Yale plan now 
established at New Haven and creating an 
information center, and also establishing 
actual treatment and hospital facilities. The 
alcoholic beverage industries should also be 
requested to cut their advertising budget 
Io percent and to donate such monies for 
research and treatment of alcoholic con- 
ditions. If such a program were carried out 
we would have the facilities for organizing 
a long-time research and for treatment fa- 
cilities for alcoholics. The recent Connecti- 
cut law providing for a study of the subject 
and utilizing 9g percent of all state taxes 
received from the alcoholic beverage indus- 
try is a model law that might well be adopted 
by other states. 

In most states, hospital insurance policies 
do not include psychiatric care. When we 
are told by internists that over 50 percent 
of general medical cases are primarily psy- 
chiatric, the absurdity of such a situation is 
apparent. When does a case become psy- 
chiatric? What if a case is part psychiatric 
and part medical or surgical? It is my 
understanding that in Delaware the Blue 
Cross has accepted mental disease on the 
same basis as other sickness, and that the 
cost of patients at the Delaware State Hos- 
pital is paid under the terms of the Blue 
Cross exactly as if they went into any gen- 
eral hospital. This is the only logical way 
to deal with the problem, We should fight 
to have hospital insurance cover psychiatric 
care in exactly the same way it covers any 
other kind of medical care. Mental illness 
is a form of disease. Psychiatry is a branch 
of medicine. We must keep this relationship 
- constantly before the public. General hospi- 
tals should, therefore, be encouraged to de- 
velop psychiatric wards and to make the 
admission of psychiatric patients as easy 
and as simple as possible. Psychiatric pa- 
tients will always be willing to come in ona 
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voluntary basis if a hospital is well run and 
if proper public relations are developed. 

It is my experience that as soon as. the 
public knows that good psycaiatric facilities 
are provided there are plenty of suitable 
patients. In a well-run hospital it is possible 
to have admitted on a voluntary basis a large 
percentage of the serious mental disorders, 
including cases of schizophrenia and manic- 
depressive psychosis, and various organic 
conditions including many cases of general 
paresis. Families will seek early care when 
the stigma and disgrace of commitment is 
abrogated. How many families have said, 
“Well doctor, we knew that he needed psy- 
chiatric care but we could not bring ourselves 
to take him into court and nave him com- 
mitted!” I know of no stronger indictment 
of our present system of commitment than 
the fact that it prevents early treatment in 
many cases at a time when such treatment 
might be successful. The families unhappily 
resort to commitment after the condition has 
become fixed and chronic. 

Recently we have seen a whole series of 
attacks on our state hospitals in newspapers 
and magazines. Like most of such attacks 
there has been a basis for the claims that 
there were many unsatisfactory conditions 
in our state hospitals. It is = little distress- 
ing to many of us, however, to find that 
things which we have all been saying for 
years are suddenly produced by outsiders as 
startling new discoveries and as evidence 
of something wrong. It it also important to . 
point out that these investigations of state 
hospitals have been made az a time when 
the state hospitals were suffering from con- 
ditions imposed by the war. 

Suppose we analyze some of these claims. 
There is first the statement that our men- 
tally sick are inadequately housed. Every 
psychiatrist knows this and Las been saying 
so for years. Overcrowding of from 20 to 
30 percent is common in many of our state 
hospitals. Because of war conditions there 
has been no opportunity to build during the 
past five years. In many states there are 
mental hospitals that are fire-traps con- 
demned by the fire marshal. We have been 
saying all this for years. We have been 
pleading for more money to build adequate 
state hospitals. 
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Second: it is stated that our hospitals are 
ander-staffed. Again our answer is that we 
have been saying this for years. We have 
been ask:ng for more physicians, nurses and 
attendants. We have pointed out that acci- 
dents and abuse invariably increase where 
there is inadequate personnel. 

Third: it is pointed out that in many 
states the salaries are inadequate as com- 
pared with other types of state positions. The 
hours of work are much longer and working 
conditions are unsatisfactory. You have all 
heard such statements made many times by 
our members. This is nothing new. We 
have been protesting against such conditions 
for a lorg time. We should protest paying 
prison guards more than hospital attendants. 

‘Fourth: we are told that at times abuse 
of patients occurs and that not all of our 
employees are motivated by the highest 
ideals. Here we should point out that for 
the past five years our state hospitals have 
been operating under war conditions. Many 
of our kest doctors, nurses and attendants 
have been taken into the Armed Forces. 
Under such conditions our state hospitals 
have been working under enormous handi- 
caps anc it is not surprising that at times 
abuses have crept in. 

During the war I have had the opportunity 
of visiting a number of the psychiatric hos- 
pitals ard wards in the Army and Navy 
hospitals. I have been impressed by the 
large number of competent psychiatrists on 
duty, the liberal provisions for nurses and 
attendancs, the excellent food furnished and, 
in the rehabilitation hospitals such as those 
of the Army Air Force, the very large per- 
sonnel engaged in occupational and recrea- 
tional therapy, and an amount of space and 
equipment such as has never been seen 
before even in our best psychiatric hospitals. 
A large number of these doctors were from 
our state hospital services, and are prepared 
to return to our state hospitals if they are 
given suitable working conditions and ade- 
quate salaries. 

The answer to all this is very simple. It is 
essentially a matter of obtaining sufficient 
appropriation to establish conditions which 
will attract competent personnel. The fault 
is primarily that of the apathetic public which 
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does not want to be bothered with the prob- 
lem, but is willing to allow political cor- 
ruption to waste more than enough money 
to put hospitals in good condition. In an- 
swer to those who protest that we cannot 
afford to spend more than 250 million dollars 
a year on our state hospitals, let me point 
out that we are spending more than 7 billion 
dollars annually on alcoholic beverages alone. 

I suggest that we should siphon off some 
of the money that we are wasting in paying 
unnecessary and corrupt Federal, state and. 
municipal employees, should do away with 
unnecessary building standards, feather- 
bedding, excess profits and such conditions, 
and should use some of this money for the 
benefit of our mentally sick. I see no reason 
why we should quietly allow such a wastage 
of money. We must insist and continue to 
insist that there is great need for this money 
in caring for the mentally sick, and we must 
demand that it be so used. 

It is a ccmmon attitude among psychia- 
trists to blame the rest of the medical pro- 
fession and the public generally for not un- 
derstanding the problems of psychiatry and 
for not backing up’ worthwhile psychiatric 
projects. It is their fault or is it ours? An 
interesting discussion of this point by Dr. 
Robert F. Griggs of the National Research 
Council appears in “Science” for March. I 
quote in part as follows: 


Now at the threshold of the postwar world, we 
must ask ourselves what kinds of professional ser- 
vices will be rendered by the group which we 
loosely call kiologists. Clearly enough we have 
not done very much in the war. The most striking 
feature of the whole war effort from the point of 
view of biologists is the fact that we were not 
enabled to render anything like the services which 
were needed and which we are anxious to give 
towards the war effort. Why was this so? 

The essence of professional service is that it 
should provide what clients need—not necessarily 
what they want. Clients are acutely conscious that 
they need help, but they seldom have any clear 
conception of what they need from any of the 
professions. That is one’s primary reason for call- 
ing a doctor. All that is required of a patient is 
that awareness of need prompt him to consult 
a doctor. A competent physician will do the rest. 

Here is the first of our problems. We must 
educate the public, of which the Army is part, to 
realize what it needs from us. The Army had 
need of a vast amount of service from our sciences, 
but it wanted very little. 
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That is always the way with the Army or, for 
that matter, with any organization. More than a 
year before the “bazooka” appeared in North 
Africa a friend told me that his organization was 
developing a portable weapon carried by two men 
that would do the damage of a cannon which had 
to be mounted on an automobile truck. “But,” 
said he, “the Army will have none of it.” We 
all know the outcome. When the Army was finally 
convinced and took it up they were inordinately 
proud of it. Perfecting the weapon required per- 
haps less work than “selling” it to the Army. 
Educating the Army to its own need is a major 
part of war service. 

We scientists do not generally appreciate that 
this is a perfectly expectable characteristic of human 
nature. You will recall the well-known occasion 
when George Westinghouse tried to sell air brakes 
to Vanderbilt, and the railroad magnate dismissed 
him with the remark that he “had no time to 
bother with damn fools.’ We who number so 
many teachers among us ought to know that 
education is a slow, difficult process which requires 
an expert staff, a systematic curriculum and care- 
ful organization throughout. .... 

I am reliably informed that $500,000 was spent 
for development work on a fungus project which 
could have been done by mycologists for $20,000 
but the government agency in charge did not know 
where to turn for assistance. If one were to try to 


allocate blame for this waste he would Fave to 
charge it not to the Goverrment, but to the 
patriotic mycologists who though anxious o help 
did not know that a professionel organization was 
necessary to render effective assistance. J: there 
had been a competent war committe in mycolozy, 
alert and able to give the time required to e:tabLsh 
the necessary contacts and conidence in the cem- 
petence of their “profession,” the mycologists would, 
as they should, have made a tremendous con-ri- 
bution to the war and would have secured a recoz- 
nition of the importance of ther science, whick is 
still a long way off..... 

As an illustration of the amount of persistent 
education that was necessary to bring tha: abzut 
it is interesting to recall that om the first interv ew 
(of plant pathologists) WPB replied, “Oh res, 
we recognize that you must have insecticides and 
we will give you all the blu- vitriol yoa need. 
But of course every ounce of copper will >e used 
in weapons”—-blissfully ignorant that blue vitricd is 
sulphate of copper. 


Applying all this to psychiatry, I would 
say that it is our responsibility to see tzat 
the public is adequately informed ən the 
problem of mental disease and the ony pos- 
sible way to do this is to establish a ssychi- 
atric foundation. : 
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Dr. Karl Murdock Bowen 1S President 


of The American Psychiatric Association. 
Due to the exigencies of the war and the 
action of tne Office of Defense Transporta- 
tion, no meeting of the Association was 
held last year, and therefore Dr. Bowman 
holds the position of president for a two 
year period, a length of service which is 
unique. 

A great deal of work devolves upon the 
president of this organization and, because 
of the time extension of the encumbency and 
the uncertainties that have existed, this work 

has been doubled. Preparations for a meet- 
-= Ing in June, 1945, had to be carried on until 
it became evident that it could not be held. 
Then it appeared that it would be possible 
to hold a meeting in the fall, for which 
preparations had to be instituted and again 
this meeting was found inadvisable. But 
no complaints of overwork or signs of upset 
were evidenced by our president. 


The election to the office of president of. 


The American Psychiatric Association is one 
of the highest honors that can be bestowed 
upon a psychiatrist by his fellows. One may, 
therefore, well ask what sort of a person it 
is who has been so honored. 

In physical appearance Karl Bowman is a 
typical American male. He is of average 
height, he does not have a moving picture 
profile. he is not distinguished by sartorial 
elegance, he has a very pleasant smile, he 
tells good stories, he has a humorous glitter 
in his eye on such occasions, but there is 
certainly no esoteric electric hypnotic gaze. 
He is the sort of person with whom one 
likes to go off on a jaunt, either for an 
evening or a week. He is amusing, stimulat- 
ing and companionable. If he has one physi- 
cal feature that is not average it is the reten- 
tion of a full head of hair, not wavy, not 
particularly remarkable except for its preser- 
vation. Cerzainly this is not the cartoonist 
Loe of a psychiatrist. 
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Dr. Bowmen was not a child prodigy. 
Born in 1888 in Topeka, Kansas, he received 
his A. B. degree from Washburn College, 
Topeka, in 1909, and his M.D. from the 
University of California Medical School in 
1913. Following his graduation from medi- 
cal school he interned at the Children’s Hos- 
pital, Los Angeles, the Seton Hospital and 
the Roosevelt Hospital in New York, and 
in I915 became associated with Bloomingdale 
Hospital as assistant physician. 

One may well ask what it is about Karl 
Bowman that has caused him to rise to lead- 
ership in his profession. That is the question 
that the writer of this biography will at- 
tempt to answer. The writer is not a pro- 
fessional biographer, in fact, he is not much 
of a writer of any sort, and so, with the 
reader’s permission, he will drop out of liter- 
ary form and try to tell about his friend 
Bowman, using the vernacular and the per- 
sonal pronoun in the first person. 

I first became acquainted with Karl Bow- 
man when the wheel of fortune threw us 
together as rocmmates in Savenay, France, 
in the spring of 1919. He worked hard but 
when the work hour was over he knew how 
to relax. He was gay, he was a good com- 
panion at the cerd table, on walks, at dances. 
After we turned in at night conversation 
continued and psychiatry was by no means 
left off the agenda. I learned quickly that 
he was dependable, self-assured, a good 
teamworker, not unduly sensitive, not afraid 
of responsibility and altogether the sort of 
person one likes to be with both in work 
and play. I learned that he was proud of 
his American roots but never vain-glorious 
or expectant of special consideration. He 
is a descendant of Isaac Allerton, a signer 
of the Mayflower Compact and of Nathaniel 
Bowman who came to America in Winthrop’s 
Fleet in 1630. I also learned that he had 
worked hard to help defray some of the 
expenses of his education and that he had no 
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great desire to accumulate wealth—that he 
asked of life an opportunity to work hard, 
to pursue his interests and to contribute in 
his chosen field to his capacity. He was 
very devoted to the field of psychiatry and 
thought Bloomingdale Hospital was a great 
institution, in fact, debates which sometimes 
became acrimonious arose between us as to 
the relative values of Bloomingdale Hospital 
and the Boston Psychopathic Hospital. It 
became evident that he was enthusiastic about 
the thing in which he was immersed. He 
was proud of his college, of his medical 
school, of his hospitals. He enjoyed his war 
experience. He had spent a considerable 
period during the war in England with 
Bernard Hart from whom he learned a great 
deal. I found that he had a marked ability 
to explain clearly knowledge he had acquired. 
This capacity for clear exposition has been 
one of his great assets in teaching. 

He published four articles dealing with his 
war experiences, one of which won him the 
Wellcome Prize. 

With the conclusion of his military ex- 
periences he returned to Bloomingdale Hos- 
pital and became absorbed in metabolic 
studies of psychotic patients. However, his 
stay at Bloomingdale was not as long as he 
had anticipated because in 1921 he was in- 
vited by Dr. C. Macfie Campbell to come to 
the Boston Psychopathic Hospital as his first 
assistant, with the title of chief medical 
officer, and to take a teaching position at the 
Harvard Medical School. Thus our paths 
crossed again, and for the next I5 years 
we worked in close association and I am 
happy to say in close harmony. I believe 
he had to retract somewhat his belief in the 
superiority of Bloomingdale over the Psy- 
chopathic, but perhaps he can rationalize 
‘this on the basis of his contribution to the 
latter institution. At any rate, one can say 
with assurance that he was always loyal to 
Bloomingdale and always sincerely grateful 
for the opportunities that it afforded him. 

During the 15 years that he remained in 
Boston his interests reached out in many 
directions, his investigations developed into 
a number of fields in medicine and in psy- 
chiatry. He taught medical students at Bos- 
ton University School of Medicine and 
Harvard Medical School and attained the 


HARRY C. SOLOMON l IQ 


rank of assistant professor of psychiatry in 
each school. He developed a course in clinical. 
psychiatry for Simmons College School of 
Social Work and taught at the School of 
Social Work of Smith College. As previ- 
ously mentioned, he was a clear expositor, 
talking easily, with a pleasant voice but with- 


` out affectation or rhetorical flourishes. He 


was popular with the students. Even the 
I5 years in Boston did not taint his Westera 
accent, and so he was able to go to New 
York and California without offending the 
ears of people in these areas. 

His interests carried him from the labore- 
tory into clinical studies and into community 
relations. His interest in mental hygiene led 
to the publication of a book entitled “Per- 
sonal Problems of Men and Women” which 
was published in four countries—the United 
States, England, Denmark and Sweden. 

In the period of his service at the Bostcn 
Psychopathic Hospital he published more 
than 30 articles, the first group being related 
to chemical and metabolic studies, the latter 
ones to the broader issues of mental hygiene 
and psychiatry. 

He proved to be an excellent chief medi- 
cal officer, was a good subordinate to a chief 
who expected hard work, clear thinking and 
devotion to patients in the hospital. Lr. 
Bowman was a good organizer and director - 
of the medical staff; always ready to joke 
and to have good personal relations at a 
social level with his juniors, he nevertheless 
made them toe the mark in their professioral 
work. This dual capacity of being a good 
fellow but a stern taskmaster won him both 
the affection and respect of a large number 
of young men and women who served under 
him. 

Perhaps his most successful work during 
his Boston period was the rearing of four 
boys. Although his methodology in super- 
vising these active youngsters was not alwavs 
consistent with his lecturing on how to ra:se 
children, the results have proven the wisdom 
of his procedures. 

If the upbringing of his children was the 
most important endeavor of his Boston pe- 
riod, undoubtedly the most outstanding ac- 
complishment of his earlier period was his 
marriage to Eliza Abbott Stearns on. August 
18, 1916. Mrs. Bowman, known to most 
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of her associates as Betty, has contributed 
very largely to Dr. Bowman’s success. An 
understanding wife is indeed 4 helpmate, 
and Mrs. Bowman has given every evidence 


` of understanding her husband. 


~ 


The long period of training from his grad- 


uaticn from medical school in 1913 to’ the ~ 


conclusior. of his services at the Boston 
Psychopathic Hospital in 1935 prepared him 
to take on the arduous duties of. the direc- 
tor of the division of psychiatry at Bellevue 
Hospital and professor of psychiatry at New 
York Untversity College of Medicine. He 
filled these two positions from 1936 to I94I. 
His positions in New York required the 
utmost in organizing ability, tact and diplo- 
macy. The reorganization of the psychiatric 
service at Bellevue, its relations with the 
courts and the revamping of the teaching 
at the medical school were in themselves 
major tasks which had to be done in a 
period of considerable political pressure. De- 
spite the pressure of administrative func- 
tioning, he was able to find time to stimulate 
and take part in medical research, and some 
40 articles bearing his name as an author 
were published during this period. 

In 1947 he returned to his old medical 
school of the University of California as 
professor of psychiatry and the director of 
the Langiey Porter Clinic. The Langley 
Porter Clinic is a model psychiatric hospital 
and was organized by Dr. Bowman and 
managed m all aspects by him since its 
opening. The hospital is a joint undertaking 
of the stat2 and the medical school, and it 
unquestionably required a great deal “of 
finesse to work out the details of a bi-headed 
control, all of which had to be done in the 
very difficult war period, with a shortage of 
personnel cf all categories. 

More remarkable than his ability to get 
the organization so well in hand during this 
trying period is the fact that the end was 
apparently accomplished without disturbance 
of his equenimity or change in his person- 
ality. It was my good fortune not only to 
see him at work during this period, but 
to make two trips with him, one in Novem- 
ber and December of 1944, the other in 
June and July of 1945. On each ‘occasion 
we lived and worked in a group for two 


KARL MURDOCK BOWMAN 


[July 


weeks. He was still the same Karl Bowman, 
stable, unruffled, incisive, jolly. 

Like the lion who has once tasted blood, 
Dr. Bowman, after his experience in the 
first World War, was continuously inter- 
ested in military problems. With the be- 
ginning of mobilization in 1940 he became 
extremely active. He was a Lt. Commander 
in the U. S. Naval Reserve from 1935, 
but was not called into active service because 
of his teaching and hospital responsibilities. 
However, his advice and counsel were sought 
continuously by both Army and Navy. He 
was a committee member of the National 
Research Council; he was most active in the 
development of induction examinations; he 
served in many capacities with Selective 
Service. A large part of his time seems to 
have been spent in the air flying between 
San Francisco, Washington, Seattle and 
other places throughout the country. Even 
with all these activities, not the least of 
which was working for the benefit of The 
American Psychiatric Association, his pen 
was not idle and his researches in psychiatry 
were not dulled. Some 15 more studies were 
published in this latter period. 

It would be superfluous to note the various 
honors and distinctions that have come to 


< Dr. Bowman over the years. Some of these 


are noted in Who’s Who, but it may be 
mentioned that he is a member of Sigma 
Xi, Phi Delta Theta, Alpha Omega Alpha, 
that he is the recipient of a Selective Service 
medal, that he is the psychiatric consultant 
for the American Red Cross and for the 
Veterans Administration. 

I would prophesy that when the gavel 
falls at the 1946 meeting of The American 
Psychiatric Association one will see a quiet, 
unruffled presiding officer who, without un- 
due flourishes, will immediately command 
the attention of the entire audience. I will 
further prophesy that when he is called 
upon to present his Presidential Address he 
will command complete silence among the 
audience, that his words of wisdom will 
flow easily and readily, that they will be 
clear and understood: without difficulty and 
that the majority of the listeners will give 
the highest of all praise—the remark that 
“that is what I have been thinking for a 
long time.” 


` PSYCHOTHERAPEUTIC ASPECTS OF SYMPTOMATIC TREATMENT 


MAJOR JEROME D. FRANK 
Army of the United States 


Treatment of emotional disorders directed 
towards the relief of symptoms rather than 
towards removal of their causes may have 
implications beyond amelioration of the 
symptoms. Properly handled it may have 
effects on the patient’s attitudes towards his 
illness and towards his physician which are 
of considerable psychotherapeutic value. The 
purpose of this paper is to consider certain 
psychotherapeutic effects of symptomatic 
treatment observed in army psychiatric 
casualties. Although the observations are 
based solely on soldiers, it is believed that 


they have general applicability to the ex-. 


tent that the same factors operate in all pa- 
tients with functional complaints. 

Palliative treatment of functional disease 
is very widespread in army practice. Per- 
haps the most significant reason is that 
emphasis is on returning the patient to duty 
as rapidly as possible, rather than on funda- 
mentally modifying his pathological attitudes. 
The army hospital is under pressure to keep 
at maximum the percentage of patients re- 
turned to duty. Relapses after leaving the 
hospital do not affect this percentage, nor 
do they haunt the physician’s conscience, 
because a patient discharged from the hos- 
pital is usually lost from sight. As a result 
the incentive is great to ameliorate a patient’s 
symptoms in any way possible and return 
‘him to duty, even if the emotional stresses 
which caused his condition might shortly 
produce a relapse. Another reason for the 
widespread use of symptomatic treatment is 
that the army doctor ordinarily has no time 
to conduct intensive psychotherapy. If it 
appears that the patient cannot be returned 
to duty without this, he is usually rightly 
regarded as too great a burden on the Army 
and is released from the service. 

A further cause for the popularity of 


symptomatic therapy in army practice is 


that it seems to be rewarded with a relatively 
high degree of success. The chief reason 
is probably that emotional disturbances com- 
ing to the attention of the army psychiatrist 


tend to be more superficial than those seen 
by his civilian counterpart. The army psy- 
chiatrist sees many soldiers with mild ten- 
sion headaches or heartburn, for example, 
who, if they developed similar symptoms 
in civilian life would probably treat them- 
selves under the guidance of the corner 
druggist. Such cases might be expected to 


. respond more favorably to symptomatic mea- 


sures than the more severe psychoneurotics 
of civilian practice. | 

In the Army certain. unfavorable features 
of the doctor-patient relationship which may 
be favorably influenced by symptomatic 
treatment are thrown into sharp relief. For 
reasons to be discussed, soldiers often ap- 
proach the medical officer with a considerable 
degree of distrust and expectation of rebuff, 
especially if their bodily disturbances are 
emotionally determined. They tend to feel 
that the medical officer is not really inter- 
ested, assumes that they are “goldbricking,” 
and will make no real effort to cure them. 
Similar attitudes may be seen in many civil- 
ian patients in outpatient departments and 
public wards. Observations of the effects 
of symptomatic remedies in undermining 
these harmful attitudes in army patients 
should therefore also be relevant to civilian 
ones. 

The most common psychic and ‘somatic 
disturbances of soldiers as of civilians are 
fatigue, anxiety, insomnia, restlessness, 
weight loss, and a wide assortment of bodily 
symptoms chiefly referrable to the head, gas- 
tro-intestinal, cardio-vascular and musculo- 
skeletal systems. The chief symptomatic 
treatments used have been sedation; some- 
times carried to the point of prolonged nar- 
cosis, subcoma insulin treatment, various 
forms of physiotherapy, and certain drugs 
with more or less specific effects. Such are 
aspirin and similar compounds for aches and 
pains, antispasmodics, alkalis and gels to 
relieve gastro-intestinal complaints, benze- 
drine to combat fatigue and depression, 
ergotamine tartrate to dampen sympathetic 
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overactivity(7), and atropine, which some- 
times has a specific effect on weakness due 
to relative hypoglycemia(1). | 

The pitfalls of symptomatic therapy in 
psychiatric disorders are well known and 
need. merely be mentioned. Perhaps the 
most serious danger is that of making. the 
patient so comfortable that he loses the in- 
centive for changing his attitudes or solv- 
ing the conflicts which are the sources of 
his sympicms. A little emotional distress 
or bodily discomfort may act as a useful 
spur to the patient to come to grips with 
his problems. He may come to rely on 
medication to relieve his uneasiness, thus 
indefinitely postponing any progress to gen- 
uine cure. This possibility is especially strong 
with sedation, to which unstable individuals 
may readily become addicted. Symptomatic 
treatment, furthermore, may tend to focus 
the attenticn of both patient and physician 
too sharply on the symptoms, to the neglect 
of underlving issues. Therapeutic contacts, 
particularly the brief ones characteristic of 
an army setting, may become unduly occu- 
_ pied with how the stomachache or headache 
is today to the neglect of more important 
matters. Cccasionally, the use of sympto- 
matic. therapy may have a subtly disturbing 
effect on che patient’s confidence in the 
physician. If the latter appears too interested 
in the patient’s bodily complaints, he may 
appear to the patient to have fallen into a 
trap; to have “taken the bait” of the symp- 
tom and thereby to have overlooked the 
real problem which it concealed. This type 
of reaction, which may occur at an uncon- 
scious level, results usually in loss of faith 
in the physician and the end of his usefulness. 
It is more likely to arise in the complex 
psychoneuroses of civilian practice than in 
the relatively simple ones seen in the Army. 
Finally, symptomatic treatment may confuse 
the patient by seeming to imply a contradic- 
tion. One patient expressed this by saying: 
“You say my illness is all in my mind and 
then you give me pills for it.” This difficulty 
can usually be circumvented by stressing the 
fact that bodily disturbances on an emotional 
basis may still be perfectly genuine. 

The beneficial psychological effects of 
symptomatic treatment may conveniently be 
considered under four headings: (1) direct 


tore 
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attack on the basic psychopathological proc- 
ess, (2) facilization of approach to the un- 
derlying disturbance through alleviation of 
symptoms which tend to impede this, (3) 
diminution of emotional disturbances result- 
ing secondarily from the symptoms, and (4) . 
favorable modification of the patient’s atti- 
tudes towards the physician. 

In certain psychiatric disorders, symptoms 
are at the same time etiological agents, so 
that symptomatic treatment is in itself a 
curative measure. This is most apparent in 
combat reactions, in which exhaustion and 
anxiety arising from battle experiences are 
both manifestations and causes of the symp- 
tomatology. In these cases treatment of 
exhaustion and fear by heavy sedation as 
soon as possible after the traumatic episode 
tends to halt disintegration of the ego and 
to interrupt neurotic symptom formation, at 
the same time giving healthy adjustment 
mechanisms an opportunity to reassert them- 
selves(2, 6, 7,G). The treatment of “simple” 
depressions by benzedrine, or of involutional 
depressions with convulsive. therapy, though 
purely symptomatic in that no attempt is 
made to treat underlying dynamics, may also 
be curative. 

Symptomatic treatment may be of con- 
siderable value in facilitating approach to 
dynamic issues when this is blocked by the - 
symptoms. In some patients with battle re- 
actions, for example, attempts to think of 
combat experiences ofteh give rise to in- 
tense anxiety with marked overactivity of 
the sympathetic nervous system. This reac- 
tion may be so distressing as powerfully to 
discourage such attempts. In some of these 
cases diminishing the autonomic response with 
mild sedation(€) or ergotamine(7) may en- 
hance the patient’s ability to face and- work 
through his upsetting memories, thus greatly 
facilitating psychotherapy. Fatigue often is 
accompanied by withdrawal tendencies and 
unwillingness to make the necessary effort 
required to meet one’s problems. This is 
combated by measures which counteract fa- 
tigue, such as subcoma insulin, which tends 
to increase the zeneral sense of bodily well- 
being(3), and atropine, which corrects hy- 
poglycemic fatigue(1). As a result these 
treatments may be useful adjuncts to more 
far-reaching psychotherapy. 
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Symptoms may give rise to emotional reac- 
tions which complicate the treatment problem. 
In such cases palliative remedies by dimin- 
ishing the symptoms help to eradicate the 
pathological emotional responses secondary 
to them. A sick person is always frightened 
to some extent(10). This anxiety, spring- 
ing chiefly from fear of permanent dis- 
ability or death, may be just as strongly 
aroused by functional disturbance as by 
organic disease. To the patient a stomach 


ache is equally menacing whether due to 


an ulcer or merely to emotional malfunc- 
tioning. This fact is frequently overlooked in 
army practice bécause the physician is not 
looking for it and because in his usually brief 


contact with the patient it is not forced on - 


his attention. Anxiety arising from symp- 
toms is apt to be espécially marked among 
soldiers for several reasons. Being in a 
period of vigorous young manhood they 
have not become accustomed to dealing with 
bodily infirmities. In addition, since most 
of them have not yet made a mark in life, 
the possible effects of physical disability on 
future goals may be of great concern. Illness 
to a young individual is not only a present 


discomfort but a threat to future attainment. 


The menace is the greater because a smaller 
disability suffices to prevent a man from 
gaining a certain position than would be 
necessary to dislodge him from it after it 
had been attained. A handicap which might 
not prevent a man from continuing an occu- 
pation in which he is well established might 
well prevent him from making the effort 
necessary to learn and become successful in 
that occupation.t Finally, anxiety and other 
disturbing emotions to which symptoms may 
give rise are heightened in soldiers by cer- 
tain aspects of the doctor-patient relationship 
discussed more fully below. 

Bodily symptoms and the emotional 
reactions to which they lead tend to be 
reciprocally related. The more severe the 
symptoms the greater tends to be the emo- 
tional disturbance accompanying them. This 
disturbance by further disrupting normal 
body mechanisms in turn increases the symp- 


1 Anxiety due to threat of future disability ap- 
peared to be especially keen in ambitious Negro 
soldiers, probably because they tended to have a 
smaller margin of security than whites(s). 
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toms. Thus cardiac palpitation due to ar-xiety 
may create a fear of heart disease, increasirg 
the palpitation. 

Symptomatic therapy helps to break this 
vicious circle. For example, symptcmatic 
relief of postprandial epigastric distress may 
remove the fear of ulcer with consequent 
improvement in stomach function. Diminu- 
tion of back pain through physiotherasy by 
lessening the fear of permanent crippling 
may promote general muscular relaxation, 
causing further decline of the pain. Of all 
psychosomatic symptoms afflicting army ps- 
tients weight loss seemed to produce the 
greatest anxiety. Because of this, weight 
gain resulting from subcoma insulin treet- 
ment often had a dramatically beneficial 
effect on the patient’s whole outlook: “Re- 
gaining weight seemed synonymous in the 
minds of some patients with the reposs2ssion 
of what they regarded as their perscnality 
previous to exposure to. the strains of war- 
fare. At the conclusion of treatment sorze 
patients exhibited photographs of themselves 
as they had looked before coming ov2rsees 
and were delighted to realize that they again 
looked the same” (3, p. 450). 

The use of symptomatic treatment, final! 
may favorably modify the patient’s artitude 
towards the physician, with resulting psycho- 
therapeutic benefit. This is particularly true 
in an army setting where the physician- 
patient relationship at times enhances ero- 
tional disturbances secondary to the patient’s 
illness rather than diminishing them. In 
private practice a favorable therapeuzic at- 
mosphere is created by the attentions of 
the patient’s family and by his faith in his 
physician. In the Army, not only is there 
no counterpart of a loving family, but the 
physician may be regarded almost as an 
enemy. The soldier’s attitude towards “tis 
medical officer is colored by his relations 
with officers in general. If these have been 
good he tends to be favorably disposed 
towards the doctor. However, if he has come 
to resent his officers or to feel that they are 
not genuinely interested in his welfere, ne 
may approach his medical officer with -he 
same state of mind. Unfortunately, th: latter 
may inadvertently intensify rather than dis- 
pel these attitudes. The dispensary physician 
is usually rushed and may have become bored 
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with hearing the same minor functional 
complaints day after day. He may have come 
to assume that the soldier with a functional 
disturbance has come on sick call to avoid 
some duties rathér than because of a gen- 
uine complaint. He.may therefore be in- 
clined, when faced with an obviously func- 
tional disorder, to make only a cursory ex- 
amination, hand the soldier some pills, and 
make some remark to the effect that it is 
all in his imagination, often in a critical 


tone. Thus the patient’s anxiety about him- 


self and need for emotional support may be 
increased. ve 

The pztient with emotionally induced bod- 
‘ily disturbances usually reaches the hospital 
only after repeated ‘unsatisfactory visits to 
sick call of this sort, which may have pro- 
duced several harmful emotional attitudes 
in addition to resentful feelings towards 
medical officers. He may have developed 
the conviction, as the result of his failure to 
improve, that something is seriously wrong 
with him which baffles the medical profes- 
sion.? In addition he may have become habit- 
uated to using his bodily symptoms as an at- 


' tempt to gain attention, a tendency strength-. 


ened by his feelings of having been neglected. 
Finally, he has become committed to insist- 
ing on the reality of his complaints. To 
admit their functional or transient nature 
would be tacitly to agree that the attitude 
of the physician was justified, involving a 
loss of self-respect. 

In the light of these attitudes the adminis- 
tration of medication or physiotherapy is a 
tangible demonstration that the physician is 
interested in the’ patient’s welfare, that he 
is genuinely trying to make the patient 
more comfortable. In order to achieve this 
result it is, of course, not sufficient simply 
to prescribe some medication at the first in- 
terview. The phvsician’s interest must be 
continuous, with adjustment of treatment 
in accordance with the patient’s progress. 
Subcoma insulin treatment illustrates this 
aspect of symptomatic treatment clearly. The 
patient is kept in bed part of each day. He 
sees his physician once or twice in the course 


2 The profoundly unsettling emotional effects of 
the belief that the doctors do not understand 
one’s illness were well seen in some patients with 
schistosomiasis (6). 
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of each treatment and has nurses and ward- 
men constantly in attendance, coming at once 
to his bedside if he shows ‘any distress. He 
receives lunch in bed, with extra portions if 
desired. Insulin dosage is adjusted each day 
in accordance with his individual require- 
ments. In short, insulin treatment is accom- 
panied by a reasonable facsimile of the care 
the patient might expect from his own family 
and physician. It is a forceful demonstra- 
tion of the interest of all.concerned in his 
welfare. This aspect alone often had much 
to do with the patient’s favorable progress. 
One summed it up in the statement: “At 
last the Army is trying to do something for 
me.” To the degree that the patient becomes 
convinced he is receiving adequate attention, 
the need to maintain his symptoms for this 
purpose diminishes. 

Symptomatic therapy is a means not only 
of demonstrating the physician’s interest but 
of increasing the patient’s confidence in him. 
To the extent that the treatment improves 
the symptoms, the physician becomes one 
who can “do something about” his ailment. 
The removal of a hysterical symptom by 
suggestion may thus be of more than super- 
ficial benefit Ey giving the patient someone 
in whom he has faith. Patients tend to be 
particularly impressed with the physician’s 
ability when they gain weight on insulin 
after being told this would occur. Even a 
good night’s sleep with sedation following 
several wakeful ones may increase the physi- 
cian’s standing in the eyes of the patient. 

The physician’s prestige is especially 
heightened if he relieves the patient’s symp- 
tom more or less against his will, as when 


-a hysterical symptom in a patient who re- 


sists hypnosis disappears following convul- 
sive treatment. In such cases the physician 
gains ascendancy by demonstrating that he 
has sufficient power to intervene in the pa- 
tient’s illness even without the patient’s 
consent. 

The patient’s confidence in the physician 
may be adversely affected if he is led to ex- 
pect complete relief from symptomatic treat- 
ment and this is not obtained. He then has 
an additional source of resentment and dis- 
trust. Conversely, partial alleviation of a 
symptom can be turned to excellent ad- 
vantage if this is predicted in advance, and - 
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the failure to achieve complete relief used 
as evidence that underlying emotional fac- 
tors, not touched by the medication, are the 
real source of the symptom. In this way-par- 
tial improvement can be used to strengthen 
the patient’s belief that the physician under- 
stands his condition. | 

Symptomatic therapy has implications for 
the physician-patient relationship which may 
make it easier for the patient to give up his 
complaints when ready to do so. It does 
this both by showing that the physician ac- 
cepts the reality of the complaints and by 
giving the patient an objective basis for 
recovery. The disappearance of a symptom 
without specific treatment for it implies 
either that it never was genuine or that the 
physician was able to modify the patient’s 
attitudes in such a way as to cause it to 
vanish. The first alternative raises the issue 
of malingering. The second, in that it im- 
plies a victory for the physician, may be 
impossible for a defensive or hostile patient 
to accept. ; 

By using a tangible remedy the physician 
convincingly indicates his acceptance of the 
objective, reality of the complaints, thereby 
permitting the patient to surrender them 
without raising the question of their genuine- 
ness. He can, furthermore, attribute the 
relief of the symptom to the medication, in 
this way avoiding. an admission that the 
physician, has succeeded in changing his 
attitudes. In both these ways symptomatic 
treatment permits abandonment of symp- 
toms without loss of self-respect. 

The use of palliative measures,. then, 
may have the paradoxical effect of aiding 
patient and physician to shift their attention 
from the complaints to more significant 
matters. This is especially true if the pa- 
tients emotions are strongly involved in the 
issue of the reality of his symptoms, as 
occurs very commonly in the Army. Symp- 
tomatic treatment, preperly handled, de- 
prives him of his casus belli, thus under- 
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mining much of his hostility towards the 
physician. 

In short, symptomatic treatment of func- 
tional illness, if used with full awareness of 
its limitations, may be of definite psycho- 
therapeutic aid. It reassures the patient byy 


demonstrating that the physician is genuinely 


interested in his condition and can influence 
it successfully. It circumvents the disturb- 
ing issue of the reality of the complaints 
and enables the patient to abandon thera 
when ready to do so without loss of self- 
respect. In these ways it improves the 
patient’s relationship with the physician and 
counteracts anxiety, resentment and other 
emotional reactions contributing to the sever- 
ity of the symptoms. The proper use cf 


_ Symptomatic therapy thus tends to diminish 


the importance of the symptoms and to 
facilitate rather than hinder more funda- 
mental psychotherapy. 
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THE ROLE OF CONDITIONED RESPONSES IN EMOTIONAL 
DISTURBANCES OF WAR* 


NORBERT BROMBERG, Lr. 


I 


Despite the large volume of literature that 
has recently appeared on “war neurosis,” 
little agreement has as yet been reached even 
as to just what clinical picture is referred 


to by this term, to say nothing as to its’ 


etiology and pathology. At least three fac- 
tors are responsible for this impasse. First is 
the idea that “.... war circumstances beget 
no essentially unique or novel psychologic 
phenomena ... .”(1). Secondly, as corol- 
lary to this belief, is the assumption that any 
wartime emotional disorders which cannot be 
classified as psychoses or as personality dis- 
orders, must be manifestations of neuroses, 
not very different from those encountered 
in peacetime. Finally, notwithstanding the 


considerable recognition which the psychoso- 


matic approach has recently received, there 
has been a marked swing from the physio- 
genic to the psychogenic point of view in 
the study cf these conditions. — 

It is the purpose of this paper to examine 
these ideas in the light of experience gained 
by the writer as a naval psychiatrist. In 
that capacity, he was in a position to study 
marines as well as sailors in various stages 
of their military careers, from recruit camp 
to separaticn from the service. Of particular 
value for the present study was the ex- 
perience in naval hospitals with men rela- 
tively soon after their combat experiences 
and at a naval base where many with the 
diagnoses of “war neurosis” or “combat 
fatigue’ were assigned for varying periods 
of limited duty. ` 

If we consider only the aliquot parts of 
the emotioral disorders encountered under 
war circumstances, it is obvious that they 
do not corsist of reactions never before 
observed in human subjects. However, inso- 
far as the violent stimuli to which individuals 
are exposed in war are different from any 
usually encountered in peacetime, the total 


1 The opinions contained herein are those of the 
author and de not necessarily represent the policy 
of the Navy Department. 
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picture that they produce is, inevitably, dif- 
ferent and novel. Even a casual considera- 
tion of the outstanding features of war ex- 
periences reveals their violently traumatic 
and, fortunately, unusual nature. Often, 
after long periols of boredom, deprivation, 
discomfort, fatigue and fear, the combatant 
is subjected to the terrifying sounds of flying 
projectiles and their deafening explosions, 
the roars of enemy planes and the cries of 
the wounded and dying. He sees blinding 
flashes of light, fires, the frightened running 
of comrades and the wounds of the maimed. 
He smells the burning of explosives, steel, 
the flesh of men and the odors of decom- 
posing matter, some of which used to be 
human. And he feels not only the heat and 
the humidity or the cold and the wet, but 
the violent tremors of the earth or of the 
ship under his feet as missiles of destruction 
strike home. 

These are violent assaults on the organism 
which have their peculiar effects depending 
largely on the physiological properties com- 
mon to the nervous system of all individuals. 
In emphasizing this, there is no intention to 
minimize, much less to ignore, the neurotic 


reactions depending on the psychological as- _ 


pects of the personality. What is maintained, 
however, is that in the previously unstable 
or psychologically vulnerable individuals, 


` the effects of these violent stimuli account 


for the differences between the peacetime 
neurotic pictures and those presented in war. 
Moreover, they account very largely.for the 
emotional disturbances seen in the war 
casualties who had previously been essen- 
tially stable individuals. 

It is to the latter group that Rains and 
Kolb(2) refer in making the significant con- 
tribution to the subject of clearly isolating 
a clinical picture peculiar to certain combat 
casualties:. “Certainly, all are agreed that 
the usual psychoneuroses encountered in 
peacetimes should not be termed ‘war neu- 
roses’ simply because they occur in a war 
setting. Removing these, we are left with 
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a group of cases which do not conform 
entirely to the nosological criteria of psy- 
choneuroses, and which can be classified as 
such only with some difficulty. It is this 
group of cases in which we are interested, 
actually presenting more a question of psy- 
choneurotic symptoms in previously stable 
persons, than of true. psychoneurosis.” As 
most characteristic of these cases, they list 
the following phenomena: (1) The “repeti- 


tious catastrophic nightmare” which usually - 


re-enacts the traumatic scene or some part 
of it. (2) Second in frequency is the “startle 
reaction,” precipitated by sudden, loud noises 
and consisting of a sudden start accom- 
panied by the physiological evidence of anx- 
iety or manifestations, even, of panic. (3) 
“A subtle personality change” which consists 
of moroseness, sullenness and irritability on 
the part of the patient who becomes silent 
and withdrawn and often shows a “peculiar 
vacant staring expression that suggests the 
affectless facies of the schizophrenic.” 

While this is an excellent and useful list 
for descriptive purposes, we are still left 
in need of further light on the etiology and 
pathology of this condition. Many have 
made interesting contributions in these areas 
but, as Kardiner(3) points out, almost all 
have looked in the wrong direction for an 
answer to these questions: 


All systems of psychopathology that we have 
today tend to go in the direction of exploring the 
social relationships of the human being, and I can 
tell you, having studied this problem for many 


years, that it is a fruitless quest to derive the ` 


traumatic neurosis from disturbances in social rela- 
tionships. This neurosis is a disorder of the execu- 
tive system for action, and hence is a much more 
primitive reaction than the ordinary hysteria. Those 
whose neuroses depend upon defects in their social 
relationships, do not develop this particular kind 
of reaction... . . It, therefore, behooves us to look 
in another direction, and I can only indicate the 
general direction, in which it may be found; I can- 
not tell you with any specificity. 

I think that the disposition to the traumatic 
neurosis is to be found in certain types of malde- 
velopment in the accommodation of the individual to 
the external world. I have this hunch largely be- 
cause of some of the most severe cases of traumatic 
neuroses in which this part of their history seemed 
affected. What I mean by that is this: As children, 
these individuals with the traumatic neurosis, do 
not play like other children. They have a tendency 
to be over-destructive, which means, in effect, that 
mastery techriiques were retarded. This was the 
only criterion that I was able. to establish in the 


childhood of these people who developed tracmatic 
neuroses later. 


Though he correctly appraises the errors 
of others and recognizes the need to look 
in another direction, the one which Kardine- 
suggests, as he himself admits, still does not 
bring us very far. Rains and Kolb(2) sug- 
gest another direction when they state: 


; . Is any group of men so maladjusted that 
it can produce 75 percent of its number with a 
neurotic syndrome? Under such circumstances the 
abnormal becomes the normal, and what at first 
glance appears pathological may at second -:learly 
be physiological. It is our belief that the psycho- 
logical mechanisms associated with “traumatic neu- 
rosis” are so fundamental as to be present in all 
men, and are of concern only in determining the 
extent of the neurotic response, not its conteit. As 
a corollary, the precipitating force lies in the 
personality’s environment, hence to some extent 
is controllable. .... 


Gillespie(4) takes us a long and impcr- 
tant step forward in clearly recognizinz that 
there are at least two types of responses to 
a terrifying stimulus: one depending mcre 
on the physiological properties comrron to 
the nervous systems of all individuals, ard 
another depending on the psychological ‘a3- 
pects of the personality. In doing 30, he 
emphasizes that this does not invol.e any 
“unnecessary dualism” but rather tha: “cne 
type of response is at present describable 
more in physiological terms and the other 
in psychological. They can be regarded as 
occurring at different levels of personaliiy- 
integration.” He cites some excellent clinical 
examples of the former type of response, 
but does not undertake systematically, to 
demonstrate its experimental basis. More- 
over, he continues to speak of such responses 
as psychoneurotic, This is a point of view 
which the writer believes is not supported 
by the facts and will be discussed more fuily 
Jater. 


II 


The ideal way to study the reactions mani- 
fested . primarily on the physiological level, 
would be by laboratory experimextation. 
Social considerations, of course, mzeke- the 
deliberate development of emotional distur- 
bances in the human subject out of the qu2s- 
tion. We can, however, learn muca from 
animal experiments dealing wi „propries 
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those of human beings. It would be of value, 
therefore, to see what light experimental 
psychology can throw on our problem. 

That a traumatic stimulus causes a dis- 
turbance :n the organism which we call an 
emotion, is so much a matter of common- 
place observation that it hardly requires ex- 
perimental! proof. It is perhaps less obvious 
that any stimulus present simultaneously 
with such a disturbing stimulus subsequently 
becomes capable of itself arousing the emo- 
tional state. This was demonstrated with 
experimental animals by Warner(5) and by 
Estes and Skinner(6). The latter showed 
that a tone which precedes a noxious stimulus 
becomes an occasion for a state of “anxiety” 
or anticipation of the disturbing stimulus. 
Grether (7) reversed the order of the noxious 
stimulus by first frightening monkeys sev- 
eral times by a powder flash and then ex- 
posing them to the sound of a bell. He 
found the: fright responses were evoked 
which the bell had not previously elicited. 
This process, described as pseudo-condition- 
ing, is said to consist in a heightened state 
of excitement which sensitizes the animal to 
stimuli not normally arousing the response. 

Though it is also part of our almost 
everyday experience, it should be pointed out 
that conditioned responses may follow from 
a single experience, if it is intense enough, 
and need not necessarily be established only 
after repeated exposures to the stimuli. This 
was confirmed in the course of his studies 
on dogs, by Gantt(8). 

Another experiment pertinent to our in- 
quiry is one by Prosser and Hunter(g) on 
the white rat. This demonstrates another 
form of pseudo-conditioning described as 
sensatization. In it, auditory stimuli just 
too weak -o elicit startle responses were 
paired with an electric shock. Excitability 
was thereky increased to a point at’ which 
the reflex response was elicited by the previ- 
ously ineffective sound. 

Hilgard and Marquis(10) describe some 
still broadez properties of not only condi- 
tioned respcnses, but also of reflexes and o7 
complex voluntary responses, as follows: 


When an organism has learned to give a con- 
ditioned response to a particular stimulus it can 
be shown that other similar stimuli will also elicit 
the response even though these other stimuli have 
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not been used in the conditioning experiment. The 
partial equivalence of different stimuli in evoking 
a conditioned response is known as sensory generali- 
zation. There is also a degree of equivalence among 
responses whick may be-called response generaliza- 
tion, so that a stimulus which has come through 
training to elictt a particular response may, under 
some circumstances, elicit a different response with- 
out special training. .... 

The basic facts of stimulus equivalence and of 
response equiva-ence are not limited in application 
to conditioned responses, but are true of reflexes 
and of complex voluntary responses. Every response 
is elicitable, not just by one stimulus, but by a class 
of similar stimuli. Correspondingly, every stimulus 
elicits, not just one response, but one of a class of 
responses. .... 


One such more complex form of behavior 
is the withdrawal response. This, also, has 
been studied experimentally. From his own 
work as well as that of others, Estes(11) 
concludes that, “In addition to a generalized 
emotional reaction, a disturbing stimulus 
usually arouses a withdrawal response, RY. 
It has been shown... . that RY becomes 
conditioned ta any stimulus which is con- 


3 


tiguous with tne disturbing stimulus. ... .”. 


iil 


Let us now return to the symptoms enu- 
merated by Rains and Kolb and subsequently 
confirmed by cthers(12, 13, 14, 15) as most 
characteristic of the syndrome variously 
designated as “operational fatigue,” “com- 
bat fatigue,” “subacute emotional distur- 
bances induced by combat,” “mild anxiety 
states,” etc. Though not usually listed first, 
the startle reaction is really the key to an 
understanding of this condition. 

Studies have been cited(5, 6, 7) which 
show such a response, associated with anx- 
iety and fear, may be evoked not only by 
some noxious stimulus directly, but by other 
stimuli which had been temporally contigu- 
ous with the noxious ones on one(8) or 
more occasions. Moreover, the phefomenon 
of sensitization(g) accounts for the fact 
that the contiguous stimulus need not itself 
be a strong one, but may be one that had 
previously been quite ineffective in eliciting 
the conditioned response. Thus, the sound 
of a slammed door, of a fallen book, ‘a flash 
of light; a sudden cry or movement or a 
friendly slap on the back may produce a 
violent startle reaction and emotional re- 
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sponse in an individual who had previously 
experienced similar stimuli in association 
with emotionally traumatic events. 
Furthermore, the phenomena of sensory 
generalization and of response generaliza- 
tion of complex voluntary behavior as well 
as of reflexes and conditioned responses, 
largely explain the almost infinite variety 
of ordinarily innocuous everyday experiences 
which may be a source of physiological and 
emotional disturbances to one who had lived 
through terrifying war events. They ac- 
count, when in a crowd of people, for the 
anxiety encountered in the sailor, who, on 
one or more occasions, was a member of a 


group of shipmates crowding toward the - 


only avenue of escape from a compartment 
of a ship that was sinking ; or in the marine 
who through months of training and ex- 
perience had learned the dangers of con- 
centration of personnel during military 
operations. On the other hand, the same 
principles make understandable the need for 
human companionship on the part of the 
fighter pilot whose most poignant experience 
on a dangerous mission was his overwhelm- 
ing sense of loneliness. Again, the sight 
of people running or even walking rapidly 
may arouse feelings of uneasiness or more 
strongly unpleasant emotions in the man in 
whom fear of impending danger had been 
associated with the sight of his shipmates 
running to battle stations or.away from im- 
pending catastrophe. In one man, even the 
staté of feeling “hot and sticky,’ while on 
a naval base in the southern part of this 
country, was a source of anxiety reminiscent 


of a similar feeling experienced so frequently ` 


in the battle areas of the South Pacific. 
In some introductory remarks to two case 
histories, Hastings et af.(16) state: 


The following two records represent cases of 
functional symptoms which developed after an un- 
usually terrifying experience. In this type of case 
the individual appears to become conditioned to 
react in a neurotic-like fashion under the impact 
of this one terrifying experience. Under similar 
circumstances it is probable that the average in- 


dividual would be conditioned to react in a neurotic — 


manner, ssas 


They then describe the experience of a 
tail gunner in a B-17 whose tail section was 
sliced off at about 20,000 feet, during a 
practice mission. He kicked his way through 
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the skin of the ship and at about 1000 fee: 
was blown clear. He had time to get his 
parachute open and came. down unharned. 
Some of his subsequent symptoms are de- 
scribed as follows: 


....» For the following two days he couldnt eat. 
Since the accident he has felt tense, anxious and 
restless. He sleeps poorly and has frequently re- 
curring dreams of plane crashes. He has difficulty 
in getting thoughts of crashes off his mind and little 
things remind him of it. He develops anxiey oa 
getting into the forward section of a B-17 because 
it reminds him of the terrible experience his sellow 
crew members must have gone through before the 
crash killed them. Whistling ard whining noises 
startle him because they remind him of the wimi 
whistling through the jagged tai. section as -t feil 
from the wreck. Small enclosed spaces also produce 
a certain amount of anxiety. Tke nights when re 
is alone are his worst time. He feels better n tke 
day when he can talk to other people and have 
their company. He has developed severe anxiety 
attacks on riding in planes since the accidert ard 
says he sits listening to the creaking of the plare 
waiting for the tail section to break off again. 


Grinker and Spiegel(15) summarize some 
of their observations on patiznts whose cor.- 
ditions they designate as mild anxiety szates, 
as follows: 


An interesting feature of these anxiety states is 
the high degree of specificity of the symptomazology 
to the most traumatic factors in their batte ez- 
perience. Those who have wizhstood prolonged 
dive bombing and strafing from the air, are ia- 
tolerant of all aircraft, and in tne worst ca:es, of 
the sounds of any motor. Even a passing truck wili 
produce marked anxiety and a tendency to look for 
cover. The knowledge that al aircraft m the 
vicinity of the hospital are friendly planes is of no 
comfort. The patient reacts automatically fo any 
plane overhead with fear and suspicion and seers 
to be continually listening for the sound of an air- 
plane engine. On the other hand, those who have 
experienced adequate support from the air on the 
part of their own planes but have been subjected 
to heavy fire from artillery and mortar shells, have 
no fear of planes, but cannot tolerate sudden lond 
noises, such as dropping of a dish, or the banging af 
a door. For those who have had mortar shells land 
very close by and have seen the flash of the ex- 
plosion followed by the concussion, almost any 
sudden stimulus will produce the fear and startle - 
reaction. Especially is this true of sudden flashes of 
light, such as the striking of a match or a cigarette 
lighter, or the opening of the blinds in such a way 
as to flood the room suddenly with light. 


It is apparent, therefore, that in such en 
individual almost every sound, sight or other 
sensory stimulus may be an actual or pJ- 
tential source of anxiety. He is almost con- 
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stantly tense and on the alert to anticipate 
these stimuli. In other words, he is irritable. 
Invariably, his fondest wish is to retire to 
a farm. When he cannot do this, he becomes 
sullen, morose and withdrawn. The latter 
reaction, as Estes(11) demonstrated, has 


an even more direct relationship to exposure - 


to disturbing stimuli. Thus we can see the 
basis for the development of the “subtle 
personality change.” 

The vacant stare.and affectless facies 
which thase patients often present may be 
regarded as a manifestation of the same 
perseverative phenomenon, while the patient 
is awake, which is manifested by the catas- 
trophic dream while the patient is asleep. The 
fact that, unpleasant as they are, the patient 
cannot control his ruminations recapitulating 


traumatic events, suggests that these are on | 


a physiological level. However, whatever the 
basis fer his frequent preoccupation with 
traumatic events, there is little doubt that 
the patient’s vacant staring facial Tere 
is intimately related to them. 

The recurrent catastrophic aaae 
Gillespie(4) believes, can be attributed to 
an “automatic activity of a neural engram 
at a time when, as in sleep or in epilepsy, 
the inhibicory effect of the cortical activities 
is in abevance.” He cites an observation of 


Penfield and Ericson(17) suggesting that a. 


traumatic event may persist in an engram- 
matic fashion. This observation concerns an 
epileptic girl who had a frightening experi- 
ence at the age of 7 and afterward had 
nightmares re-enacting the traumatic scene. 
At the age of 11 she began to have epileptic 
seizures with fright followed sometimes by 
major convulsions. While she showed the 


fright, she had hallucinations reproducing © 


the original traumatic experience. Electrical 
stimulation of the middle temporal gyrus 
exactly reproduced the hallucination. This 
leads the authors to “ 
same set of neural communications which 
was established that day in the meadow had 
served for memory, for ‘nightmare’ and for 
seizure. .... 


IV 


We come now to the question as to the 
name to be applied to this condition. For 
reasons evident from the foregoing, neither 


. surmise that the 


category of the neuroses. 
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“war neurosis,’ “traumatic neurosis” nor 
even “combat fatigue” is any more satisfac- 
tory as a name than is the term “shell shock” 
of World War I. That it is not merely a 
matter of fatigue that is involved, is ob- 
vious. Moreover, while the condition oc- 
curs most frequently among combatants, it 
is not entirely limited to them (18). Kardi- 
ner(1g) has used the term “physioneurosis” 
which places the emphasis on the physiologi- 
cal aspects of the condition. But the applica- 
bility of the idea of “neurosis” to this con- 
dition requires further consideration. 

The concept of motivational conflict, as 
Masserman(20) has stated it, “is explicit or 
implicit in almost all dynamic theories of 
the etiology of neuroses in the human.” 
While it is true that, in the combatant, con- 
flict between military duty and the drive 
for self-preservation is frequently present, 
it is doubtful whether it is operative in every © 
individual every time that he is the victim 
of a traumatic experience which precipitates 
the syndrome under discussion. It is not 
present even in the combatant, to take an 
extreme example, at the moment that he is 
awakened from sleep by a violent explosion 
and certainly not in the civilian who sud- 
denly finds his home collapsing around him. 
Goldstein(21) recognizes the difference in 
this respect between the true neuroses and 
the wartime emotional disorders we have 
considered, in the statement: “In contrast 
to ordinary neuroses, in which the inner con- 
flict is of essential importance, the war neu- 
rosis depends primarily upon the intrusion 
of unwonted dangers and of the difficulty or 
impossibility of adjusting to them.” 

Finally, we have seen that analogous re- 
actions are elicitable in experimental animals 
entirely without the presence of motivational 
conflict as a necessary factor. It can there- 
fore be said that, from the point of view of 
etiology, the disorder under consideration 
should not, strictly speaking, be called a 
neurosis. 

From the point of view, also, of pathology, 
these disorders do not properly fit in the 
This may be 
anticipated from the often repeated observa- 
tions that no personality structure common 
to all these cases has ever been found and 
that “men of reasonably sound personality 
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may break down if the strain is severe 
enough” (21), while many a man showed no 
evidence of a “traumatic neurosis” after com- 
bat experiences, though his old psychoneuro- 
sis had become aggravated. On the more 
positive side, moreover, we find that none 
of the symptoms which make up the syn- 
drome under discussion, have the perma- 
nency of those of the true neuroses. In fact, 
relatively early recoverability may rightly 
be considered one of the criteria for the diag- 
nosis of this condition. Goldstein{22) sum- 
marizes the differential points of the psy- 
chopathology involved as follows : 


In the light of the foregoing evidence “nervous 
breakdown” due to war events differs from genuine 
neurosis. It is characteristic of a neurosis that at 
the center of the illness there is a personality change 
that hinders the individual from eliminating the 
escape mechanisms built up as a protection against 
danger and anxiety. The anxiety states observed 
in war are acute conditions of catastrophe that 
show the direct reactions to the situations of danger 
and that clear up if the latter is eliminated..... 

Thus I would say: there are symptoms due to 
war events that have the characteristics of reactions 
to be observed in neurotics..... But they are 
not neuroses, because there is usually no permanent 
personality change and so no fixation of symptoms 
takes place..... 


Finally, the therapeutic test, so to speak, 
of “deconditioning” applied with reported 
good results by McLaughlin and Millar(23), 
Schwartz(24), and by Saul et al.(25) 
strongly supports the position that we are 
not dealing here with a true psychoneurosis. 
These authors have used recordings of com- 
bat noises or sound motion pictures of battles 
as adjuncts to psychotherapy of “war neu- 
roses” and attribute much of their success 
to the “desensitizing” effects which they were 
thereby able to achieve. 


CONCLUSIONS 


Much of the literature on this subject at- 
tests to the difficulty that many observers 
have in considering as a true neurosis the 
“war neurosis” as described above. Part of 
the difficulty in understanding this condition 
lies in its superficial resemblance to a true 
neurosis. Another source of confusion is 
the fact that the group of symptoms we have 
discussed often does not occur in an isolated 
form, but may be incorporated with a large 
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variety of other emotional disturbances. The 
former is not easily separable from the un- 
derlying emotional disorders because of this 
very similarity not only to a true neurosis 
but to some aspects of many other conditions. 

The term “combat fatigue” has been sug- 
gested with the awareness that it, also has 
its shortcomings in that it emphasizes th2 
element of fatigue which may be only on2 
of several factors involved in the production 
of: the symptoms. From the foregoing dis- 
cussion it is evident that neither the combat 
nor the fatigue are even nec2ssary elements 
in the development of this condition. Ths 
writer, therefore, would like to sugges: the 
term, “traumatic neurotoid state” in its steac. 
This name does not classify zhe condition as 
a neurosis, but at the same time indicates its 
resemblance to it. Moreover, the traumatic 
factor, which is definitely more significart 
in the etiology than the fatigu2, is emphasized 
and the connotation of more permanent 2mc- 
tional instability is avoided. 


SUMMARY 


I. The failure of agreement on several 
aspects of the emotional disturbances cf 
war is cited and some factors considered 
responsible for this impasse are listed and 
examined. | 

2. The rôle of violent stimuli of war cor- 
ditions on the nervous system is emphasized 
and their significance is considered in the 
light of experimental studies of condit:oned 
responses. l 

3. The resulting symptoms in previdusly 
stable individuals is discussed, and the rame, 
traumatic neurotoid state, 13 suggested fcr 
the picture presented. 
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A RAPID PERSONALITY EVALUATION 


BASED ON THE MINNESOTA MULTIPHASIC PERSONALITY INVENTORY AND THE 
CORNELL SELECTEE INDEX * 


HARRY GRANT, B.S. M.D,,? Cmocaco, Intivors 


Physical development was the prime fac- 
tor in the selection of men for military 
service during wars of earlier days. At the 
turn of the century and especially during 
the period of World War I, attention was 


focused on intellectual capacity and as a 


result, various intelligence tests and modi- 
fications have been developed to aid in 
selection. During the era of industrial ex- 
pansion and specialization following the last 
war, it became apparent that physical fitness 
and intellect alone were not sufficient criteria 
for success in a particular specialized skill 
or profession and, consequently, numerous 
aptitude tests have been devised to aid in 
vocational guidance and proper selection of 
students for the professions. During the 
present war, especially when our attention 
has been directed to the high rate of neu- 
ropsychiatric rejections and casualties, the 
importance of emotional adjustment gained 
recognition. It became increasingly evident 
that an emotionally maladjusted individual, 
regardless of his physical stamina, intelli- 
gence and skill, was a handicap not only to 
himself but a burden and a bad influence on 
the group of which he became a part. 

A number of personality tests were de- 
veloped to detect potential neuropsychiatric 
casualties, some rather limited in scope and 
application and others more comprehensive. 
The most widely acclaimed were: the Ror- 
schach Test(1), about which a great -deal 
has been written in the literature, the Minne- 
sota Multiphasic Test(2), and the Cornell 
Selectee Index(3). The first is undoubtedly 
a valuable test, although some unwarranted 
interpretation has been attached to certain 
phases of it. It is not a group test and 
requires expert training for its administra- 


1 Published with permission of the Medical Direc- 
tor, Veterans Administration, who assumed no 
responsibility for the opinions expressed or con- 
clusions drawn by the author. 

2 Formerly Chief of Psychiatry, Army Air Field, 
Pocatello, Idaho. 
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tion and interpretation. The Minnesota Test 
is much simpler to administer and score, but 
it too does not lend itself to group testing 
and is time consuming. The Cornell Test is 
a definite improvement in the direction of 
simplification, group applicability and tme 
economy. 
PURPOSE 


At the time our investigation began in 
1943, we were not aware of the Cornell Test 
and the group Rorschach Test of Harrover- 
Erickson(4). However, after employing the 
Minnesota Test for some time on psychiatric 
wards, we felt that it could be modifiec to 
make it applicable to group testing and chat 
the time required in its administration and 
grading could be reduced. It was our <ask 
to evolve a simple qualitative and quantitative 
personality evaluation that would take as 
little time as possible to administer and score, 
that would have.a high rate of specificity and 
screening power, and that could be usec by 
large groups. 

METHOD 


A perusal of the test cards of the Minne- 
sota Test revealed that there was an appre- 
ciable amount of duplication in the test 
statements of each scale and overlapping of 
statements that applied equally well to two 
or more scales. The statements deemed by 
us to be most specific for each scale were 
then selected. Of these, ten statements were 
allotted to each scale including the val-dity 
and lie scores ; making a total of one hundred 
statements for the entire test, to facilitate 
scoring on a percentile basis. The ten scales 
comprising the personality profile were: 

F—validity score.. 

L—lie score. 
D—depression. 
Hy—hysteria. 
Pd—psychopathic deviate. 
Mi—masculinity-femininity. 
Pa—paranoid trend. 
Pt—psychasthenia. 


Sc—schizoid traits. 
Hs—hypochondriasis. 
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The sum of the scores constituted the T 
score, waich is the total score, indicative of 
the degree of emotional maladjustment. The 
Mf scale as in the Minnesota Test was not 
a test for sexual trends, but merely for the 
determination of masculine and feminine in- 
terests. For females, the score was deter- 


mined by subtracting the score attained on ` 


the Mf szale from ten. 

Even efter this careful selection of the one 
hundred statements submitted to a test group, 
seventeen statements failed to indicate a defi- 
nite trend in. any direction. For example: 
the lie statement, “If I could sneak into a 
movie without paying, I would do so” was 
checked to be true by 426 persons and false 
by 574 persons.’ Statements of this type 
were dropped and replaced by others devised 
by the atthor. After fifty were submitted in 
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The statements were mimeographed in the 
order outlined in the form of a true and false 
test. A marker was made of discarded x-ray 
film in which holes were punched to corre- 
spond to stazements opposite to the majority 
trend. Thus all circled T’s or F’s which 
corresponded to a hole in the marker were 
red-penciled and a count of these dots gave 
the T score. | 

The test subjects were drawn chiefly from 
personnel of the Pocatello Army Air Field, 
the Pocatello Naval Munitions Plant, and 
students of the University of Idaho. These 
represented a cross section of population 
from all geographical locations of the United 
States, both urban and rural; most educa- 
tional levels: a variety of occupations; and 
varied social and economic backgrounds, For 
distribution of the group, see Table 1. 


TABLE 1 
DISTRIBUTION OF PERSONNEL TESTED 


Normal male 





Normal female 


College students....] 53 


NP male 


Army General Hospital...| 47 | 








Bomb grotp air and ground crews...| 640 
Marine soldiers and Navy officers...) 86 | Officers’ wives..... 33 | Veterans Hospital....... 45 
s WICHter Pilots. okey ea eee ees 63. e NUSES wacewsc eases 13 | Army Air Field Hospital.. 8 
Medical Corps soldiers and officers...| 54 | Civilianemployees..| 10 { ` : 
College students...............0.- 48 
LRI et coe hi Lae ocd eu ese 89I 109 100 


a test to 100 students at the University of 
Idaho (with the cooperation of Professor 
Oscar Kaplan, head of the department of 


psychology ), the most specific ones indicating 


a definite trend were chosen. 

The stetements were arranged in numeri- 
cal order, so that each first, eleventh, twenty- 
first, etc., belonged to the validity score; 
each second, twelfth,. twenty-second, etc., 
represented the lie score; each third, thir- 
teenth, twenty-third, etc., the depression 
scale, etc., for the rest of the test. Each 
statement could thus be identified at a glance 
by its last digit for ease in plotting the 
profile. The validity and lie scores were in- 
cluded in the total score, since they in them- 
selves indicated trends in personality. The 
(?) scale, which was part of the validating 
scales in the original Minnesota Test, was 
dropped, 3ince it was found that it merely 
encouraged indecision and hedging without 
adding any worthwhile information. 


One hundred known neuropsychiatric 
cases were also subjected to the test. These 
were chiefly patients of the Gardiner General 
Hospital at Chicago, Veterans Administra- 
tion Facility at Lexington, Kentucky, and 
some from our own service at Pocatello. 
The diagnostic distribution is shown in 
Table 2. 

After we became acquainted with the Cor- 
nell Test (through the courtesy of the 
authors who kindly sent us copies), we felt 
that. the ten “stop” questions would give 
additional valuable information, with almost 
no increase in writing and scoring time. We 
therefore incorporated these in our test given 
to the neuropsychiatric group. We substi- 
tuted, however, a statement pertaining to 
sexual psychopathy for one of the two “stop” 
statements in the original Cornell Test per- 


taining to alcoholism. We had no oppor- 


tunity to try the “stop” questions on the 


‘normal group, inasmuch as the bulk of it 
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TABLE 2 
DIAGNOSTIC DISTRIBUTION OF NP CASES 
Psychoses ; Psychoneuroses Psychopathies à Miscellaneous 
Schizophrenia 
Paranoid adesse ieoi 15 | Anxiety state....... 8 | Inadequate Postconcussion 
f personality....} 3 syrdrome...... 2 
Hebephrenic....... ACL Mixed {van ses on bon 4 | Homosexuality...| 4 | Skull fracture 
res.dual........ I 
Simple....,........ 4 | Hysteria............| 4 | Emotional 
instability... .. I 
Mixed...........- 3 | Reactive depression..| 3 | Withalcoholism..| x | General paresis...) I 
Catatonic......... 1 | Combat reaction....|/ 3 | Unclassified..... 5 | Multiple sclerosis | I 
Unclassified. ...... 1 | Neurasthenia....... I Simple adult 
Manic-depressive Hypochondriasis....] 1 maladjustment .} 2 
Depressed......... 4 | Unclassified......... I Mental deficiency I 
Maniéssrissereses 2 , Undiagnosed.....| 9 
Involutional l l 
melancholia.. ..... I 
With constitutional 
psychopathic state 3 
With epilepsy........ 2 
Alcoholic............ I 
Unelassifed. ........ 2 
Total greet ad 43 25] 14 1& 
TABLE 3 
T Scores or NORMAL MALES, NORMAL FEMALES, AND NP MALES 
M = Median Group 
Normal male Normal female NP male 
T scores . 7 
Rees Percent Ei Percent Laas Pe-cent 
OO. Ban a silane tana titet es o .O O° 0 o o 
s E TEE EE EE 3 a4 O .O I I 
OCT Sweets a ea 20 2.2 o .O o o 
9 7 EU detente cae waa 65 73 O .O 2 2 
12 ý E E E EET 155 17.4 8 7.3 3 3 
e E Tek A A 196 22.0 17 15.6 2 2 
TO Othe gos arate betta ok 149 M 16.7 30M 27.5 2 2 
2I 2 CE NEN E EN IIS 12.9 18 16.5 7 7 
OA 26g. cea eis ase eh Hae x 83 9.3 16 14.6 II II 
r 20 E ATE 43 4.8 If 10.1 10 I0 
30 y Bo EET VER EES ET ET 23 2.6 4 2.9 10 10 
a ee ee ee eee ee I2 E3 5 4.6 11M II 
36 : Cee ee 14 1.6 o 0.0 10 10 
39 2 5 0.5 o 0.0 4 4 
ee 6 0.6 O 0.0 5 5 
Bee AT occu E AN E as O 0.0 O 0.0 4 4 
WO E E E E T A O 0.0 0 0.0 8 8 
5I 7 SA E E T O 0.0 O 0.0 5 5 
Ct aia OPE eee ee eee ee re O 0.0 O 0.0 O o 
BF SOc kes bats E I O.I o 0.0 2 2 
o 302s 236 oe edo A sats Q 0.0 o 0.0 o o 
Sk E E os EA O 0.0 Q 0.0 I I 
o OB. exgua sé watt owt waes o 0.0 o 0.0 0 I 
a E a EE EEE I O.I O 0.0 O O 
ee) EE I OLI O 0.0 O O 
7 A ane 1: RE EPEA EEA O 0.0 On: 0.0 I I 
PE” BO E eben Gk ees Q 0.0 o 0.0 o o 
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had already departed for overseas duty. Nor 
did we have occasion to subject female neu- 
ropsychiatric cases to the test. 


ANALYSIS OF DATA 


Credit is due to the enlisted men of the 
medical detachment of the Pocatello Army 
Air Field for a great deal of the tedious 
work required in the scoring of the test 
SCORE 
75 


J M=34. STANDAR 
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standard deviation of 7 as for the male group, 
and thus the normal range for women could 
be assumed to be from 13 to 27. The neu- 
ropsychiatric group had considerably higher 
T scores, the median average being 34 with 
a standard deviation of 13. The T scores 
of all three groups are shown in Table 3 and 
graphically illustrated in Fig. 1. Inasmuch 
as the standard deviation would include 
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100 % DISTRIBUTION 


Fic. 1.—Distribution of T scores m normal males, normal females, and NP males. 


papers and assistance in tabulating the data ; 
and to Benjamin Greenstein, research analyst 
of the Illinois State Employment Service, 
for aid in statistical analysis. 

An analysis of the T scores attained by 
the normal male group showed a median 
average of 18, and the standard deviation was 
computed to be 7. Thus the normal range 
could be assumed to be from 11 to 25. The 
normal female group scored slightly higher, 
showing a median average of 20, the same 


about two-thirds of the normal group and 
twice the star.dard deviation, 95 percent of 
the group, it can be assumed that for males 
a score below 25 would be within the nor- 
mal range; between 25 and 32 probably bor- 
derline or mld emotional maladjustment ; 
and over 32 indicative of definite psycho- 
pathology. In females the range would be 
two points higher. 

The median averages cf each of-the scales 
were also compared and are shown in Table 4 
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TABLE 4 
PROFILE SCORES or NorMAL MALES, NORMAL FEMALES, AND NP Mates 


ae. F= L Validity Scale. L =Lie Scale. D = Depression. Hy = Hysteria. Pd = Psychopathic Deviate. Mf = Mascu- 
linity-Femininity. Pa = Paranoid Trend. Pt=Psychasthenia. Sc=Schizoid Traits. Hs = Hypochondrasis. 
M = Median Group. 


NORMAL MALE---NO. OF PERSONS 


oe F L | D Hy Pd Mf Pa Pt Se Es 
Ofna es 323M 80 131 160 45 50 27 124 301 194 
Torrini 262 227 227 291 M| 145 181 162 187 269 M| 2a6M 
2 72 227 M| 240M; 236 227 299M, 226 206 M| 3154 235 
eee 22 175 150 126 245 Mi 218 235M) 132 100 120 
ere 8 85 86 49 130 89 139 98 40 37 
re 2- 55 36 13 69 33 69 67 18 27 
a EEE o 27 15 ro - 28 14 20 50 4 6 
ANET Ke II 5 4 o 4 7 12 2 3 
ET O 4 I I I I 6 Q I 3 
ee 2 oO o I I 2 O 6 I o 
Ee TA o o o o O o o o I o 
Total 891 891 891 891 891 891 891 891 891 831 


pod F L D Hy Pd Mf Pa Pt Sc Ks 
Onivises 72M 13 II 9 23 I 12 5 31 10 
EE 30 33 17 37 32 M 5 28 10 34 M 33 
ae ES 6 39 M 36M) 21M 29 16 34 M 2I 21 31M 
3.. I 13 24 36 14 27 21 - 20M 13 18 
Pree E o 5 12 12 8 29 M 9 16 8 14 
5... oO: 4 6 3 2 15 4 22 2 2 
Oi oskeees o 2 3 I I 12 I 13 O I 
Tes o o O O o 4 o 2 O o 
: OET 0) o O O 6) O O O O O 
9.. o O Oo O O o o O o O 
IO.. O, o O Oo o -O Oo O o O 
Total...| . 109 109 109 109 © 109 109 109 109 109 BOQ 
NP MALE--NO. OF PERSONS 
prot F L D Hy Pd Mf Pa Pt Sc Hs 
O26 o5252 23 II 2 2 4 I 3 10 13 13 
I 27M 21 5 7 8 4 I0 II 23 13 
EA 29 16 9 9 22 17 9 16M 17 
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and graphically illustrated in Fig. 2. In 
general, the scores of the normal male and 
female groups seem to run parallel, except 
for a few variations. Men showed a some- 
what greater tendency to psychopathic de- 
viation and paranoid trends, while women 
scored higher in hysteria, psychasthenia and 
hypochondriasis. They also scored higher 
than men in the Mf scale, indicating that 
women show greater inclination toward mas- 
culine inzerests than do men toward women’s 
interests. 

The scores of the neuropsychiatric group 
exceeded, those of the normal group in every 
scale except the Pd scale. Thus this. test 
serves to detect potential neuropsychiatric 


T= TOTAL SCORE. 






F = VALIDITY SCALE. L=LIE SCALE. 
D = DEPRESSION. Hy=HYSTERIA. 
Mf=MASCULINITY -FEMININITY. Pa=PARANOID TREND. 


Pt = PSYCHOSTHENIA. Sc=SCHIZOID TRAITS. Hs =HYPOCHONDRIASIS 
=NORMAL MALE. B=NORMAL FEMALE.L=NP MALE. 
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neuropsychiatric cases, in spite of the ap- 
parent weeding out process before debarka- 
tion. It is probable that a large proportion 
of breakdowns overseas came from this 
group. However, our normal group was 
tested chiefly for the purpose of standardiza- 
tion of our test rather than for the deter- 
mination of screening power. | 
Of the 109 neuropsychiatric cases, 85 per- 
cent were screened by means of the “stop” 
questions alone, showing the remarkable 
value of these questions. Inasmuch as the 
Cornell group obtained the same degree of 
screening with their whole tests, it casts 
some doubt of the value of the rest of their 
test. Seventy-five percent were screened by 


Pd = PSYCHOPATHIC DEVIATE. 


Fic, 2---Median average T scores, and profile scores of normal males, normal females, and NP males. 


cases by means of the T score and the per- 
sonality profile scales. 

A check of the normal group, based on the 
first fifty questions only and doubling the 
score, showed similar T scores and profile 
patterns, the median variation being about 
three points from the complete test. Thus 
when time is at a premium, a rough approxi- 
mation can be .obtained by employing only 
half of the test. This, however, is not gen- 
erally recommended, inasmuch as the total 
time of testing is not too excessive. 

Of the presumably normal sample of 1000 
cases, 75 percent had normal T scores. No 
“stop” questions were employed in this 
group. A follow-up could not be made on 
the remaining 25 percent since the bulk of 
the personnel tested had departed for over- 
seas duty. One cannot say how many of 
these were . neuropsychiatric or potential 


the T scores alone. Since 5 percent of those 
having high T scores scored zero on the 
“stop” questions, 90 percent could be 
screened by means of the T score and “stop” 
questions (about one minute time to score). 
Four percent of the remainder having low T 
scores and no response to “stop” questions 
had significant pathological profile patterns. 
Thus an additional 4 percent of neuropsychi- 
atric cases could be detected by means of 
the personality profile, and by employing the 
entire test (about five minutes scoring time), 
94 percent of neuropsychiatric cases could be 
screened. 

We made no attempt at statistical analysis 
of the individual neuropsychiatric diagnostic 
classes, due to the small size of these groups. 
The following observations, however, are 
significant: cf 25 psychoneurotics, 16 scored 
above median average on the F scale, 24 
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on the D scale, 23 on the Hy scale, 18 on 
the Pt scale, 16 on the Sc scale and 22 on the 
Hs scale. This indicates a marked tendency 


p on the part of psychoneurotics to depression, 


hysteria and hypochondriasis and a moder- 
ate tendency toward psychasthenia and schiz- 
oid trends. Of 43 psychotics, 34 scored above 
median average on the F scale, 28 on the L 
scale, 35 on the D scale, 40 on the Hy, 30 
on the Pt, 30 on the Sc and 32 on the Hs, 
thus showing a marked tendency to hysteria 


and depression and a considerable lean- © 


ing toward hypochondriasis, psychasthenia, 
schizophrenia and confabulation. Of 15 par- 
anoid schizophrenics, 13 scored above median 
average on the Pa scale. Of 14 psychopaths, 
9 scored above median average on the Pd 
scale. All 4 cases diagnosed hysteria scored 
high on the Hy scale. Of the 4 depressed 
manic-depressive psychotics and 3 reactive 


depressions, 6 scored above median average. 


on the D scale. All depressed manic-depres- 
sive cases scored high above median average 
on the D scale. 

As a general observation, although no ac- 
tual timing has been attempted, normal sub- 
jects completed the test in about fifteen min- 
utes. Psychoneurotics took more time and 
psychotics considerably longer, even as much 
as one hour. This is probably due to block- 
ing and psychasthenic trends in the former 
and preoccupation and retardation in the 
latter. Many erasures and write-ins also were 
presumptive of neuropsychiatric conditions. 


CoMMENT 


That every neuropsychiatric casualty dis- 


‘charged from service costs the government 


$30,000 has become a trite statement; never- 
theless, it is a sad fact. More important is 
the morbidity and loss of productivity of 
potential neuropsychiatric cases who in the 
civilian niche they had carved out for them- 


‘selves, might have been useful and com- 


ae 


paratively contented citizens; some might 
even have achieved success in their chosen 
fields in spite, or because, of their idiosyn- 
crasies. Thus every neuropsychiatric case 
screened prior to induction represents an 
asset, Of course, in spite of careful selection, 
the most hardened and best adjusted soldiers 
will break down under the stress of combat, 
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and the greater of ferocity of battle the 
greater will be the number of psychiatric 
cases. However, the recuperative powers of 
this group are definitely greater than in men 
having a previous background of maladjast- 
ment. On the other hand, some men with 
known neuropathic traits have been found 
to withstand the strain better than those 
who had never displayed emotional weakress. 
These facts, however, are no more an argu- 
ment against attempts at screening than is an 
expected degree of mortality in post-op2ra- 
tive carcinoma a cause for abandoning sur- 
gery in early malignancy. Had we abandcned 
selection altogether, our number of casua_ties 
would be infinitely greater than it is at 
present. 

It is quite probable that borderline and 
mild neuropsychiatric cases could perform 
useful non-combat duty if properly assigned, 
but more pronounced cases of emotional mal- 
adjustment have no place in a regimented 
military setup. 

Some naively wonder why we should 
choose the cream of our manpower to break 
down and die in battle. These people fail 
to realize that we choose our best men to 
kill and win, and not to be killed; and our 
chances of winning are much greater with 
our most stable men than with our “weak 
sisters.” 

The advantages of our test over the ozigi- 
nal: Minnesota Test are obviously that ours 
takes less time and effort and it lends icself 
to group administration. Its advantages 
over the Cornell Test are that it evidently 
has somewhat greater screening power, fur- 
nishes a qualitative as well as a quantitative 
evaluation by means of the profile pattern, 
and provides a check on validity. In addition 
to its use for screening before acceptance 
into military service, it may be of value in 
selection of flying personnel, pre-emrploy- 
ment examinations, checking progress of 
neuropsychiatric patients, and as an aid in 
differential diagnosis in some instances. The 
test should not be used to replace a 2sy- 
chiatric interview. 

Obviously the test is not suitable for ilLter- 
ates or low grade mental defectives. To 
screen the latter, the Kent Emergency Test, 


‘which takes only a few minutes, is suggested. 


It would be interesting and informative to 


40 : 


try our test as well as the Cornell Test and 
the groud Rorschach Test on larger, equal 
samples of normal population and known 
neuropsychiatric patients of both sexes to 
compare the merits of each. 


CONCLUSIONS 


I. Å personality evaluation, based on the 
Minnescta Multiphasic Test-and the Cornell 


Selectee Index, has been devised for rapidity 


and ease of administration, and scoring. 

2. It gives a qualitative and quantitative 
estimate of personality maladjustment, lends 
itself to group testing, and can be adminis- 
tered and scored by personnel wita secondary 
education and limited training. 

3. It has a high screening power—above 
go percent. 

4. It may be used for screening at in- 
duction stations, selection of flying person- 
nel, pre-employment examinations, checking 
progress of neuropsychiatric patients, and 
as an aid in differential diagnosis in some 
Instances. 
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TEST. FORM 


The following statements are intended to indicate 


your interest and attitudes. This is not an intel- 
ligence test, and there are no right and wrong 
answers. 

Draw a circle around up if the corresponding 
statement is true and around “F” if it is false. If 
you are not sure, guess. 


My neck spots with red often. 

I like to be praised by my. superiors. 

I enjoy many different kinds of play 
and recreation, 

I have never had a fainting spell. 

I have used alcohol excessively. 

I would like to be a nurse. 

. My parents were generaily reasonable 

in making me obey. 
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I easily become impatient with people. 

Peculiar odors come to me at times. 

The top of my head sometimes feels 
tender. 


My soul sometimes leaves my body. 

I do not always tell the truth. 

I usually feel that life is worth while. 

I enjoy detective or mystery stories. 

I have very few quarrels with mem- 
bers of my family. 


I am interested in the ilesi fashions 


in clothes. 

I feel that I have often been punished 
without cause. 

I don’t like to study about things I am 
working at. 

I have never been in love with anyone. 

I often have feelings like burning, 
tingling or crawling. 

} 

I am not afraid to handle money. 

I do not like everyone I know. 

I brood a great deal. 

I am worried about sex matters. 

My comfort comes before that of 
others. 

I like mechanics magazines, 

I have had more than my share of 
things to worry about. | 

I forget right away what people say 
to me. 

I dislike having people about me. 

I have a great deal of stomach trouble. 


It does not bother me particularly to 
see animals suffer. 

Sometimes I put off until tomorrow 
what I should do today. 

I do not worry about catching diseases. 

Many people exaggerate their trouble 
to gain sympathy. 


I would rather enjoy the present than - 


plan for a future. 
I am not interested in science. 
I have no enemies who really wish to 
harm me. 
Unimportant thoughts 
bother me for days. 
Most of the time I wish I were dead. 
I am usually calm and not easily upset. 


sometimes 


I get angry sometimes. 

I would rather win than lose in a game. 

Once in a while I laugh at a dirty joke. 

When in trouble I keep my mouth 
shut. 

I have very few fears compared to my 
friends. 

I never liked to play with dolls. 

I am sure I am being talked about. 

I get upset when I have to make a 
short trip away from home. 

I often feel as if things were not real. 

I often feel pain in the back of my 
neck. 
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I can sleep during the day but not at 
night. 

Sometimes when I am not feeling well 
I am cross. 

I am easily awakened by noise. : 

My eyesight is as good as it has been 
for years. . 

There is very little love and com- 
panionship in my family. 

I like adventure stories better than 
romantic stories. 

I think I feel more intensely than most 
people do. 

I must stop and think before doing 
even simple tasks. 

Many of my dreams are about sex 
matters. 

I have no difficulty in holding or mov- 
ing my bowels. 


A minister can cure disease by putting 
his hand on your head. 

I am not always prompt. 

I go to church almost every week. 

My sleep is fitful and disturbed. 

I have been quite independent and free 
from family rule. 

I would like to be a florist. 

Evil spirits never possess me. 

I often cross the street to avoid some- 
one I see. 

I get all the sympathy I should. 

I have had no difficulty holding or 
starting my urine. 


I believe in law enforcement. 
Once in a while I have broken a 
promise. i 
Criticism or scolding hurts me terribly. 
My home life is as pleasant as that of 
most people. 

I liked school. 

I like poetry. 

I don’t believe anyone is plotting 
against me. 

I have a habit of counting unimportant 
things. 

I hear strange things when I am alone. 

I have had several operations which 
did not benefit me. 


Sometimes I feel I must injure myself 
or someone else. 

I gossip a little at times. 

When I leave home I do not worry if 
I locked the door. 
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My conduct is controlled by the cus- 
toms about: me. 

I have not lived the right kind cf life. 

I like to cook. 

Someone has control over my mind. 

Bad words come to my mind and -I 
can’t get rid of them. 

Sometimes I enjoy hurting peaple —- 
love. 

I enjoy social gatherings just to te 
with people. 


Some persons try to steal my theugh-s 
and ideas. 

At times I envy successful peopke. 

I work under a great deal of tension. 

The sight of blood neither frightens 
nor makes me sick. 

Lust for pleasure often gets me ino 
trouble. 

I often wish I were born of rere 
sex. l 

I am on my guard with peopl: who 

are too friendly. 

I do not dread going into a room 
where people have gathered. 

At times I have enjoyed being hurt by 
someone I loved. 

I cannot do anything well. 


I never had a fit or convulsion. 

I am not a bed wetter. 

I use dope regularly. 

I was never a patient in a mental 
hospital. 

I have been arrested or lost my jab 

because of drinking. 

am a sleep walker. 

never had a nervous breakdown. 

suffer badly from frequent locse 

bowel movements. 

I have gotten into trouble for a sex 
offense. 

I have been arrested more thar three 
times. 
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PSYCHOSOMATIC DERMATOLOGICAL SYNDROMES IN 
MILITARY SERVICE 


OBSERVATION OF TWENTY-SIX CASES 


DANIEL J. SULLIVAN, Lr. Cor., M.C., A. U; S., ann EUGENE S. BERESTON, 
Mayor, M.C., A. U.S. 


The functional background of certain der- 
matoses has been well established in the past. 
Experience with these cases in the Army 
demonstrates clearly the importance of situa- 
tional and environmental stress as etiological 
factors in precipitating original attacks or 
recurrences in predisposed individuals. 

The functional dermatoses included in this 
study are disseminated neurodermatitis, urti- 
caria of psychogenic origin, localized and 
generalized pruritus of functional origin, and 
hyperhidrosis. In each case, the so-called 
organic etiological factors were excluded by 
complete allergy study (scratch tests, patch 
tests, and elimination diet) ; search for pos- 
sible foci of infection (teeth, tonsils, sinuses } ; 
general physical examination including uri- 
nalysis, complete blood count, serology, chest 
x-ray and any additional procedures that 
might have been appropriate in specific cases, 
such as proctoscopic examination in cases of 
pruritus ani, etc. We agree with Becker(1) 
that these skin conditions are psychosomatic 
phenomena exactly similar to psychosomatic 
symptoms occurring in any other organ- 
group, łe. gastro-intestinal tract, cardiore- 
spiratory apparatus, etc. The “organ selec- 
tion” in any particular case of any psychoso- 
matic syndrome is often difficult to evaluate, 
but the fact that the etiology of a certain 
case is primarily psychogenic is often rela- 
tively easy to detect. 

Disseminated neurodermatitis (atopic dez- 
matitis) of adults manifests itself in the form 
of erythematous diffuse pruritic macular and 
papular areas of dermatitis appearing on the 
face, neck and flexor areas of the body 
chiefly, but may appear in any other areas 
or be generalized in the acute or subacute 
stages. In the more chronic cases, licheni- 
fication with pigmentation often occurs. This 
condition has been found to occur chiefly in 
individuals with psychoneurotic tendencies 
or frank psychoneurosis; psychiatric evalua- 
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tion of our cases shows this to be true. 
Brunsting(z), Miller(3), Becker(1), Van 
De Erve and Becker(4), Stokes(5), Green- 
hill and Finesinger(6). 

Urticaria of psychogenic origin appears 
in predisposed individuals in adverse en- 
vironmental situations in the form of wheal- 
like lesions ‘ocalized or generalized in char- 
acter and in some cases associated with 
angioneurotic edema. In such individuals, 
mere menticn of the unfavorable situational 
factors may cause an abrupt outbreak of 
urticarial lesions -within a few minutes (see 
case 17). All urticarial cases in this study 
developed multiple wheal-like lesions of local- 
ized or generalized distribution when the 
etiological functional factors were brought 
into play either accidentally or deliberately. 
Stokes, Kulchar and Pillsbury(7), Men- 
ninger and Kemp(8), Hopkins, Kesten and 
Hazel(g), Fink and Gay(10), Oberndori 
(II). 

Pruritus of generalized and Iccalized dis- 
tribution may be either organic or functional 
in origin. The functional cases, once the 
etiology has been so determined, are difficult 
to cure because they are usually of the ob- 
sessive-compulsive personality type, rigid, 
on the defensive, not readily amenable to 
suggestion and reassurance, and usually 
require prolonged psychiatric treatment. 
Hailey and Hailey(12), Becker{1), Stokes 
(5). 

Hyperhidrosis, particularly of hands and 
feet, has long been considered due to an 
autonomic nervous system imbalance result- 
ing from ar anxiety-tension state. Disre- 
garding the other dermatoses of psychogenic 
origin in which hyperhidrosis was often a 
symptom, we have seen a number of cases 
of hyperhidrosis sent in for study of the 
autonomic nervous system. Careful exami- 
nation of the sympathetic nervous system re- 
vealed no gross abnormalities; but psychi- 


~i 
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atric examination brought to light the under- 
lying anxiety state which is the characteristic 
finding in most of these cases (see case I2). 


DISCUSSION 


The four conditions (neurodermatitis, 
urticaria, pruritus and hyperhidrosis) as 
described above might be termed psychoso- 
matic dermatological syndromes. It is prob- 
able that those cases of neurodermatitis be- 
ginning in infancy or in childhood are reflex 
symptom-complexes which originally started 
as allergic phenomena but later became non- 
specific and would be set off by psychogenic 
unrest. We know that other allergic syn- 
dromes, such as asthma, originally are spe- 
cific in that they occur in response to the 
specific allergen but later the attacks often 
occur from emotional factors. Hyperhidrosis 
is one of the commonest symptoms of anxiety 
states. We know that any one of the usual 
symptoms of an anxiety-tension state may 
be predominant in a certain individual pa- 
tient; one patient may show chiefly tremu- 
lousness; another, restlessness; another, 
tachycardia; and another, hyperhidrosis of 
axillae or hands or both (see case 13). Urti- 
caria of psychogenic origin is a reflex symp- 
tom-complex similar to neurodermatitis. In 
some cases, thé original attacks of urticaria 
had been on an allergic basis but subse- 
quent attacks have been shown to be purely 
psychogenic. 

Others have shown that the psychogenic 
factors which cause the psychosomatic der- 
matological syndromes occur in civilian life 
and more commonly in certain personality 
types, and skin symptoms appear when they 
are placed in stressful environmental situa- 
tions. It is our opinion that the cases de- 
scribed above are on a similar basis except 
for the difference in environment peculiar 
to military service. It is our feeling that 
military environment is even more prone to 
initiate or aggravate psychosomatic dermato- 
logical conditions (neurodermatitis, urticaria, 
pruritus, hyperhidrosis). Our cases show 


, very clearly that with a definite history or 


the actual presence of these conditions before 
induction there is a high probability that 
disabling flare-ups or aggravation will occur 
in military service. For this reason we would 
recommend that the psychosomatic dermato- 
logical syndromes be considered unsuitable 
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for military service, and such persons should 


not be inducted. 

Environmental stress in military service 
is in general much more severe than in civil- 
ian life. One of the most difficult situations 
is that of being subject to authority, which 
means that there is little possibility of show- 
ing resentment or refusing to carry out or- 
ders, since insubordination is not tolerated 
in military service. In civilian life, it is often 
possible to express resentment directly to a 
superior or refuse to carry out his orders. 


. If this occurs, the most that can happen is 


that the individual may be dismissed from 
his position or he may quit. In the Army 
however, he faces severe punishment. There- _ 
fore this resentment is suppressed under the 
surface for a while and then the aggression 
“breaks out” either in an episode of unusual 
behavior or symbolically in a psychosomatic 
dermatological syndrome. Another disturb- 
ing environmental situation peculiar to mili- 
tary service is the assignment of a man tc 
work that he dislikes. In civilian life he 


can choose his work freely but in military 


service it is obvious that military necessity 
comes before personal desire, and in many 
cases the man is assigned to a job he dis- 
likes or actually detests. In such a situation 
it is an effort for him to produce a good 
quality of work, and often the hours are 


long and the circumstances and physica: 


environment of the job are unpleasant. This 
situation occurred in many of our cases, 
particularly those who were initially in the 
Army Specialized Training Program, doing 
college work in subjects of their choice and 
for which they had aptitude, and then were 
transferred to ordinary field duty; subse- 
quently, they developed increasing resent- 
ment and frustration which ultimately spilled 
over into the psychosomatic dermatological 


‘syndromes. Occasionally we saw cases who 


after a period of combat and being wounded 
developed a psychosomatic dermatological 
syndrome which was an unconscious de- 
fense mechanism against leaving the security 
of a hospital to return to combat duty. Neu- 
ropsychiatric predisposition was a common 
finding. The large majority of our patients 
showed frank neurotic traits in childhood 
or psychogenic skin manifestations for years 
before military service. 
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CASE HISTORIES 









































culty with father who 
wanted patient to be- 
become college professor 
like father. (b) In Army, 
severe recurrences when 
ASTP disbanded and 
was given disagreeable 
assignment. 


and neurodermatitis; oc- 
curring. on routine do- 
mestic duty in a moder- 
ately ‘predisposed indi- 
vidual. LD: No, EPTS. 


I 3 4 5 6. 7 
Length | Precipitating situational Dermato- Condition 
Age]. factors in (a) civilian Psychiatric diagnosis logical and Comments 
service | and/or (b) military life i ı diagnosis . disposition . 
CASE 1 

32 | 2 1/12 | (a) Skin symptoms began | Anxiety state, severe, | Dermatitis, Unim proved Severe, long standing 
age 20, shortly after as- manifested by tension, atopic, and dis- psychiatric symptoms 
suming responsibility of | feelings of insecurity and | chronic, charged made patient unsuit- 
supporting family of- 3 inferiority, and psycho- ] generalized. from Army. able for military serv- 
siblings upon death of | sexual inadequacy, oc- severe. ` ice. 
father. Extreme marital] curring on routine do- | | 
maladjustment both sex- mestic duty in severely 
ual and temperamental. predisposed individual. 

Divorce after 3 years. LD: No, EPTS. 
CASE 2 : 

22 | 1 9/r2 | (a) Chronic recurrent ec- [Anxiety state, moderate, Dermatitis, Improved and | Has made a very consci- 
zema since infancy. (b manifested’ by tension, į atopic, limited duty.| entious ward master in 

, Signed up for ASTP in] insecurity, neuroderma- | chronic, : a _ a general hospital. Un- 
psychology but was as-{ titis; occurring on rou- } generalized, der pressure has recur- 
signed to engineering. tine domestic duty inaf severe. rences of lesions, still 
Found mathematics very severely predisposed in- |° severe but less fre- 
dificult. Skin lesions dividual LD: No. quent. 
worse under tension or} EPTS. 
stress. 
H 
CASE 3 ` 
- 33 | o 7/12 | (a) First skin lesions oc- | Anxiety state, moderate, | Dermatitis, Improved. Unsuited for overseas 
curred when discovered manifested .by pruritus | atopic, Limited duty, can adjust only 
husband was unfaithful and neurodermatitis, chronic, duty. in a protected environ- 
after ro years of married tension, headaches; oc-| generalized, . ment where she is 
life. (b) Disliked duty as | curring on routine do- moderate. accepted. 
night nurse; skin erup- mestic duty in a moder- 
tion appeared afewdays| ately predisposed indi- 
after such an assign- vidual. LD: Yes. 
ment. 
CASE 4 ' 

26 | o 9/12 (a) Onset age 18 when | Anxiety state, moderate, | Dermatitis, Improved. Unsuited for overseas 
learned his parents had manifested by restless-| atopic, Limited duty. Can adjust only 
divorced when he was 2 ness, insecurity and neu- chronic, ‘} duty.. ina protected environ- 
and his apparent father rodermatitis, occurring | face, ment as in case 3. 
was actually his step- on routine domestic moderate. 
father. In addition, fa- | service in a moderately 
mily moved to another predisposed, individual. 
state but patient remain- | LD: No, EPTS. 
ed behind with Pa ea 
grandmother. (b) 
specific situational see 
dents..- 

CASE 5 

20 | x 4/1z | (a) Chronic, severe skin | Anxiety state, severe, ‘Dermatitis. :| Improved. Unsuitable for military 
eruption since ‘infancy. manifested by tension, atopic, | Medical service; could readily 
Always sensitive about | neurodermatitis,marked | chronic, ` discharge. have developed a schiz- 
skin condition and small | feelings .of inferiority, | generalized, ophrenic episode. 

. stature. (b) No precipi- | sexual immaturity and | severe. : f 
tating incidents; dislikes schizoid trends occurring i 
“bad language,” and | on routine domestic duty 
lack of privacy in Army. | ina evecly predisposed 
individual. LD: No, i 
EPTS. . 
CASE 6 

21 | x 0/12 | (a) Eczemaininfancy with | Anxiety state, severe, Dermatitis, Improved. Given trial of duty as 
no further skin lesions manifested by tension, | atopic,:. -| Medical electroencephalograph 
until age 16; at that| restlessness, marked | generalized, discharge. technician. Did well as 
time was having diff- feelings of inferiority, severe, long as circumstances 


did not require him to 


currences. Unsuitable 
for military service, 
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Precipitating situational 


factors in (a) civilian 
and/or (b) military life 


4 


Psychiatric diagnosis 


5 


Dermato- 
logical 
- diagnosis 


6 





Condition 


an 


disposition 
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Comments 





{a} None. (b) First skin 


symptoms appeared 2 
weeks after assignment 
to an air traffic control 
tower at a training field 
where traffic accidents 
were frequent. Patient 
felt under strain all the 
time. Since then, has 
had recurrent episodes 
under unusual stress 
such as lightning storms. 


(a) None. (b) While over 


seas was assigned as a 
base censor. Disliked 
“snoopiness” of her 
work, developed skin 
lesions of neuroderma- 
titis on 3 successive oc- 
casions when forced to 
do censor work which 
was unpleasant for her. 


- CASE 7 


Anxiety state, severe, 


manifested by tension, 
restlessness, 
matitis, and hyperten- 
sion; occurring on do- 
mestic duty in a severely 
predisposed individual. 
LD: Yes. f 


CASE 8 


Anxiety state, with schiz- 


oid features manifested 
by tension, insecurity, 
restlessness, impulsive 
behavior; occurring on 
overseas nancombat 
duty in a moderately 
predisposed individual. 
D: Yes. 


neuroder--° 


Dermatitis, 
atopic, 
generalized, 
severe, 


Dermatitis, 
atopic, ; 
generalized. 


Improved, 
Limited 
duty. 


3 
Improved. 


Medical 
discharge. 


| The obsessive-compnl- 


sive personality tra.ts 
of this patient enabl=1 
him to make a fairly 
successful adjustmert 
in the Army until given 
an unusually responsi- 
ble position, 


Acute recurrences of 
skin lesions whenever 
ordered to do censor 
duty which was ¢is- 
tasteful to her. 





I 2 
Length 
Age of 
service 
24 | 29/12 
26 | 2 4/12 
ax |x 4/12 


21 | 2 6/r2 | After 20 months overseas | Anxiety state, moderate. | Dermatitis, 


Chronic eczema since in- 


fancy. Aggravated by 
emotional stress or ten- 
sion. Severe flare up 
when ASTP terminated 
and sent to routine mili- 
tary service. 


duty as M. P. in combat 
zone with 4 months of ex- 
posure to bombing and 
strafing was transferred 
to combat infantry 
school for training prior 
to duty in infantry. Dis- 
liked change and within 
I week developed an 
acute, generalized neu- 
rodermatitis. 


CASE 9 
Anxiety state, moderate. | Dermatitis, 
LD: No, EPTS, atopic, 
chronic, 
generalized, 
severe, 
CASE 10 
D: Yes, atopic, 
chronic. 


Improved, 
Limited 
duty. 


Improved. 
Limited 
duty. 


Long standing neurocéer- 
matitis which was 
never disabling. A ce- 
vere flare up in «he 
Army following chanze 
in assignment, in 
ASTP in engineering 
and adjusted well, 
When changed to field 
duty, could not accept 
routine military daty 
which to him was an- 
interesting and far be- 
neath his intellectual 
level. (1Q-137.) 


Clear cut psychosomatic 
clinical picture. 





CASE 11 





` yọ | r 7/12 


exacerbations under 
emotional tension. Un- 
der stress of military 
service and separation 
from family ties for the 
first time in life devel- 
oped more frequent and 
severe exacerbations of 
skin lesions. 


LD: No, EPTS. 


X 


Eczema since infancy with | Anxiety state, moderate. | Dermatitis,’ 


atopic, 
chronic, 
generalized. 


Improved. 
Medical 
discharge. 


clear cut exacerbations 
with emotional stress. 
In addition, he Ład 
other functional symp- 
toms of hyperhidrosis 
and frequent flusking, 
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CASE HISTORIES—ContinveEb 





I 2 3 4 5- 6 l 7 

















Length | Precipitating situational EES , Dermato- Condition 
Age] of factors in (a) civilian Psychiatric diagnosis logical and Comments 
service | and/or (b) military life ` diagnosis disposition 
CASE 12 
38 | 3 yrs. | b) Assigned as post quar- | Neurosis, situational, | Hyperhidrosis, | Improved. Clear cut psychosomatic 
termaster to replace an moderate. LD: Yes. severe, Full duty. which responded to 
inefficient officer. Com- psychotherapy includ- 
manding Officer resented i i ing sodium amytal 
him, and there was con- narco-analysis. 


stant friction between 
them. Four months later 
was ordered to field duty 
in an assignment he dis- 
liked. One week later 
suddenly developed con- 
stant profuse sweating 
of axillae and hands. 


























CASE 13 
2I eer Separation from husband | Anxiety state, severe. Pruritus, Improved. Clear cut psychosomatic 
who is in the Navy and functional, Able to con- | picture which respond- 
overseas a year. Friction generalized. tinue her ed fairly well to psy- 
with mother who was work as ward: chotherapy after fail- 
spoiling her child age 8 attendant. ure on local treatment. 
months. Home situation 
aggravated further by a 
rigid domineering step- 
father. Sudden onset of 
generalized pruritus. 
CASE 14 
34 | 1 6/12 | After 4 ery in combat |_Anxiety hysteria, moder- | Urticaria, | | Improved. Clear cut psychosomatic 
area with 3 weeks of | ate. LD: Yes, psychogenic. Limited phenomenon which re- 
actual combat, he devel- duty. sponded fairly well to 
oped trench foot and psychotherapy after 
was hospitalized. Three only symptomatic re- 
days later, developed lief from routine medi- 
urticaria which then re- cations. 
curred whenever upset 
1 by an ear, nose and 
throat treatment for 
sinusitis or was denied a 
pass or would not get 
mail from home, ete. 
CASE 15 
23 } 2 6/12 | Very active military serv- | Anxiety state, severe. | Urticaria, | | Unimproved. | Clear cut psychosomatic 
ice (rı months combat, LD: Yes. psychogenic. Medical phenomenon. Urticaria 
wounded twice, has pur- discharge. | developed in conflict 
ple heart and cluster, 3 1 between desire to re- 
bronze stars and a presi- main in-safety of hos- 
dential citation); was : pital and feelings of 
then hospitalized for guilt that he had let 
hernia operation; a week his outfit down. 
later developed urti- 
caria. 
CASE 16 
23 | s 2/12 | After 234 years of over- | Psychoneurosis, mixed | Urticaria and | Improved. Clear cut psychosomatic 
seas duty was ready to type, severe. LD: Yes. angioneurot- Sent to N, P. phenomenon which re- 
return to the U. S. on ic edema on Convalescent] sponded fairly well to 
rotation, In the mean- functional Hospital, psychotherapy after 
time, developed resent- basis. routine medication 
ment against what he . failed. 


felt was unfair treat- 
= ment of soldiers by 
civilians and worried 
- about adjustment to life 
in the U. S. after being 
away so long. One week 
before embarkation for 
U. S. had first attack of 
urticaria and angio- 
neurotic edema. 








ð 
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possibility of she or 
other Chinese being 
mistaken for Japanese, 





iy 
“al 




















I 2 3 4 5 6 7 
Length | Precipitating situational Dermato- Condition 
Age of factors in (a) civilian Psychiatric diagnosis logical and Comments 
service | and/or (b) military life diagnosis disposition 
CASE 17 
22 | 1 3/12 | One week after ASTP | Psychoneurosis, mixed | Urticaria, First improved | Cear cut psychosomatic 
discontinued and patient | type, moderate. LD:/ psychogenic, and sent to aicture. Urticacia was 
transferred to routine Yes. moderate. limited duty provoked experimer- 
military duty, he sud- but within sally by the psychiz- 
denly developed urti 3 weeks ’ zist by producing emo- 
caria. relapsed. zional stress in the gz- 
Medical sient by giving him a 
discharge. ‘bawling out.” 
CASE 18 
22 |1 10/12] Disliked Army; frequent | Psychoneurosis, situation- | Urticaria, Unimproved, | Cear cut psychc3soma::c 
isagreements with non- } al, severe. LD: Yes. psychogenic. Medical phenomenon. No za- 
coms and Commanding : discharge. sponse to mecicaticn; 
Officer. Application for : no response to psycho- 
Officer Candidate School therapy becaise of 
turned down; organiza- paranoid personalty 
tion moved to P. O, E. traits and certain other 
and 3 days before finally psychoneurotic chaz- 
alerted for overseas ship- acteristics. 
ment, he developed urti- 
caria suddenly. 
CASE 19 
38 | 3 yrs. | Total overseas duty 18 | Anxiety state, mild. LD: | Urticaria, Improved, Clear cut psychcsomatic 
months first as ward at- | Yes. psychogenic. Sent to N. P. | phenomenon. Dne at- 
' tendant in numbered : Convalescent | tack after return to 
general hospital in India. Hospital. U. S., practicaLy at the 
Actual duties ultimately port of debarkat:on 
became that of inspec- and apparently due to 
tion details which he excitement o beng 
disliked, Developed ur- home, No attacks sinze 
ticaria and angioneu- ‘then. 
rotic edema with some 
severe recurrences each 
about ro weeks apart; 
each attack would sub- 
side after a few days 
hospitalization, 
CASE 20 
20 | ryr. | Onset ofurticaria ina Ha- | Anxiety state, moderate. Urticaria, Transferred to | £ psychosoma-ic pire- 
waiian- Japanese; a few] LD: Yes. psychogenic. Hawaii for nomenon which cc- 
months after induction; , medical curred under stress of 
became severe and even- discharge. intensive combat ex- 
tually disabling while on perience. Later flared 
_ combat duty in Italy. up in U. S. when pa- 
Some improvement in tient was uset by 
this hospital at first. anti - Japanese senzi- 
Flared up again because ment in this area. - 
of anti-Japanese feeling 
in civilian communities 
in this area. 
CASE 21 
30 | rı yr. | One month after reporting | Anxiety state, mild. LD: Urticaria, Unimproved. | psychosomacic ghe- 
for duty at this hospital Yes. psychogenic, Transferred nomenon which zp- 
she developed urticaria to another peared to be Stuatior- 
and angioneurotic ede- installation al. While under ob3er- 
ma. Had been distressed before dis- vation as ar outra- 
by anti-Japanese senti- position was tient, she recived or- 
ment in this area and completed. ders to a nev post ia 


not warrantel at this 
time. 
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Age 








3 


Length Precipitating situational 


factors in (a) civilian 


and/or (b) military life - 





i] 


4 


Psychiatric diagnosis 


CASE 22 








Comments 





36 


tion and it has persisted. 


z | Developed pruritus ani a Psychoneurosis, mixed 
few weeks after induc- 


type, anxiety state with 
obsessive-compulsive 
features, moderate. LD: 
No, EPTS., 


Clear cut psychosomatic 
phenomenon occurring 
in a rigid personality 
who found Army life 
very difficult because 
of his personality 
traits. 





‘CASE 23 





38 


Civilian life showed mild 


anxiety and moderate 
obsessive - compulsive 
personality traits. Well 
adjusted in Army until 
assigned as post ex- 
change officer in a large 
camp. Had heavy re- 
sponsibility, long hours, 
and in charge of a large 
number of personnel. 
Within a few months be- 
came tense, irritable, 
and frequently angry or 
hurt by clashes with 
personnel. Then devel- 
oped psychosomatic 
symptoms of generalized 
pruritus, band-like head- 
aches, tight feeling in 
epigastrium, and epi- 
sodes of anorexia. Final- 
ly skin manifestations 
appeared. 


Anxiety state, with obses- 


sive compulsive features 
manifested by tension, 


. irritability, anorexia, 


generalized pruritus and 
neurodermatitis, -acute, 
severe, unimproved; oc- 
curring under moderate 
stress of domestic duty 
in an obsessive compul- 


sive personality with 


moderate predisposition, 


severe impairment. LD: 


Yes. 


5 6 
Dermato- Condition 
logical and 
diagnosis i disposition 
Pruritus ani, Improved. 
functional, Limited 
l : duty. 
Dermatitis, Unimproved. 
atopic, Retired. 
chronic, 
generalized, 
severe. 


\ 


Clear cut psychosomatic 
picture in which skin 
manifestations develop 
after the appearance of 
the other psychosoma- 
tic symptoms. 


Ce a mm nema nee a a aeaaaee a AAA 


CASE 24 


I 
à 





25 


In civilian life had asthma 


froin age6 to 17 at whic 

time left home to go to 
college; this was an op- 
portunity to get away 
from parental overpro- 
tection as only child. For 
s years has noticed un- 
der emotional stress 
would get burning and 
itching sensations in 
eyebrows, neck, 
antecubital areas of 
arms, and ankles which 
would go on to derma- 
titis if tension would- 
continue any length of 
time. Overseas 16 
months, resented an- 
thority and being un- 
able - to express his 
emotional reactions. 


Anxiety state, manifested 


by tension, irritability, 
skin lesions of neuroder- 
matitis, chronic, im- 
proved; occurring under 
moderate stress of do- 
mestic and overseas 
duty in a rigid, egocen- 
tric individual of severe 
predisposition, moder- 
ate impairment. LD: 
Yes. 


Dermatitis, 
atopic, 
chronic, 


generalized, ` 


severe. 


| Improved. 

'| Permanent 
limited duty 
in continen- 
tal limits of 
U 


A long standing psycho- 
somatic pattern with 
definite flare ups under 
emotional stress, 





CASE 25 





39 


No frank psychosomatic 


symptoms in civil life. 
Considerable repressed 
resentment against offi- 
cers and aothority. Six 
months ago after being 
overseas 4 months devel- 


_oped tension, irritability, . 


disinterest in his work, 
and hyperhidrosis. These 
gradually increased in 
severity until marked in 
character. 


Anxiety state, severe, 


chronic, manifested by 
hyperhidrosis, tension, 
restlessness, instability 
and other psychosoma- 
tic symptoms,- 
proved; occurring under 
moderate stress of ro 
months Overseas non- 
combat duty in an ego- 


‘ centric narcissistic, inse- 


cure individual of mod- 
erate predisposition and 
marked impairment. 
LD: Yes. 


unim- |. 


Hyperhidrosis, 


ands 
bilateral, 
severe. 


Unimproved. 
Medical 
discharge. 


Clear cut. psychosomatic 
picture. Patient had a 
considerable amount of: 
ageression which he 
was barely able to keep 
under control; had 
moderate episodes of 

-emotional instability, 
temper outbursts and 
expressions of impa- 
tience. ` 





x 
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5. 6 7 


4 
ee nite | eke en thE AH Ar a | ere rer rth NR A e aa i ake dremel 


Length Precipitating situational 


factors in (a) civilian 


Psychiatric diagnosis 


service | and/or (b) military life 


CASE 26. 


Anxiety state, mild, occur- 


23 | 2 5/12 | Twenty-one months over- 


seas in England. With 
AAF for about 3 months 
before onset’ of skin 
symptoms on 1 Feb 45. 
Had been unhappy, ‘‘fed 


ring on overseas duty in 
combat in a fairly stable 
individual; mild predis- 
position; moderate im- 
pairment. LD: Yes. 


Dermato- Condition 
logical _ anc Commenz:s 
diagnosis disposition 
Dermatitis, Limited duty. | Clear cut psychasometic 


atopic, clinica] picture. 
chronic, 
generalized, 


severe, 


up with my job; all it 

needed was a strong 

back and a weak mind.” , 
In addition, he heard 

rumors that his outfit 

was to go to the South- 

west Pacific. 





KEY TO ABBREVIATIONS 


LD = Line of duty. 
EPTS = Existed prior to service. i 


CONCLUSIONS 


1. Psychosomatic dermatological syn- 
dromes (neurodermatitis, psychogenic urti- 
caria, pruritus and hyperhidrosis) should 
be excluded from induction just as much 
as chronic asthma, peptic ulcer, functional 
hypertension, and ‘chronic psychoneurosis 
whether expressed epurèly in psychological 


symptoms or as other psychosomatic syn- 


dromes. 


2. Psychosomatic dermatological syn- 


dromes are produced or aggravated by the. 


environmental stress of military service. 

3. Predisposition is a common and a a 
tant characteristic. 

4. In predisposed individuals faced with 
situations which are frustrating, potentially 
threatening or distasteful, an initial attack 
or new attack or aggravation of a psychoso- 
matic dermatological syndrome can be ex- 
pected. Specific examples of such situations 
are rebellion against authority, distasteful 
duty assignment, and return to combat. 


5. Prognosis is poor as far as continued . 


military service is concerned, even on limited 
duty. These patients react like chronic 
asthmatics, having recurrent disabling at- 


tacks under even minimal environmental - 


stress. 


the dermatologists viewpoint. 
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WHY 2,276 AMERICAN SOLDIERS IN THE MEDITERRANEAN 


THEATER OF OPERATION WERE ABSENT WITHOUT 
LEAVE, DESERTED, OR MISBEHAVED BEFORE 
THE ENEMY 


MORSE P. MANSON, Carrain, AGD anp HARRY M. GRAYSON, Carrtam, AGD 
Psychologists, MTOUSA Disciplinary Training Center 


INTRODUCTION 


Upon assignment to the MTOUSA Dis- 
ciplinary Training Center, the largest over- 
seas installation for general prisoners in the 
United States Army, an opportunity was 
provided to the writers to carry on varied 
and extensive studies of the general prisoner. 
More than 5000 general prisoners were ex- 


TABLE I 
THE THREE LEADING MILITARY OFFENSES IN 
THE MTO . 
White, Negro, Total 
% % % 
AWOLD ceburi: 35.2 23.6 32.7 
Desertion ........ 18.8 5 14.7 
Misbehavior ...... 14.7 3.5 12.2 
Totals cccncu 68.7 27.6 59.6 
TABLE II 
COMBAT EXPERIENCES 
Combat Non-combat 
a 
White, Negro, White, Negro, 
% $ o Q 
AWOL csccrassi 82.3 46.9 17.7 53.1 
Desertion ....... 970 —— 3.0 —— 
Misbehavior ..... 99.5 998 5 2 
All prisoners in - 
DTC on 22 
offenses ...... 74.2 16.5 25.8 .83.5 
White Negro 
Average combat 
time (2,123 . 
CASES) ........ 3.9 mo. .3 mo. 


amined by the psychological clinic, neutrally 
called the Personnel Evaluation Department. 

An earlier study; analyzing the types of 
offenses committed by 2705 general prison- 
ers showed that absence without leave, deser- 
tion, and misbehavior before the enemy were 
the three leading military offenses committed. 

The present study attempts to analyze the 
reasons behind the commission of these 
offenses. Nearly all prisoners convicted of 
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desertion and misbehavior, and a large per- 
centage of those convicted for AWOL had 
been combat troops. Much larger percent- 
ages of combat troops are represented in 
these three major military offenses than 
appear among prisoners who have been con- 
victed of all general court martial offenses. 

The prisoners selected for this study in- 
cluded all cases involving these offenses in 
the psychological clinic files, accumulated 
over a perioc of five months. Several hun- 
dred prisoners were no longer in the stockade 
at the time of this study, since they had 
“earned clemency’ and were restored to 
honorable duty. 


TABLE III 

THE THREE MAJOR OFFENSE Groups EXAMINED 

White Negro Total 
No. % No. % No. % 
AWOL ..... 919 85.2 160 148 1079 100.0 
Desertion ... 599 980 (12)* 2.0 6II 100.0 
Misbehavior.. 307 67.8 189 32.2 586 100.0 
Totals ... 1915 84.1 349 15.9 2276 100.0 


* Omitted from this study. 


METHOD 


In the course of a routine several hour 
psychological-psychiatric examination of each 
prisoner, a statement freely made by the 
prisoner giving a résumé of his offense and 
his reasons for the commission of that of- 
fense were recorded verbatim upon the inter- 
view-worksheet,. the “DTC Evalograph.” 
The statements of 2276 prisoners were 
analyzed, classified and treated statistically. 
Thirty-five fairly definite types of reasons 
emerged which were condensed into five 
major categories of prisoners’ reasons or 


‘explanations cf the precipitating factors ex- 


plaining their derelictions. The five cate- 
gories. were: (a) neuropsychiatric (NP), 
(b) hedonistic (Hed.), (c) physical (Phys.), 
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(d) military (Mil), 
(Misc.). 


(e) 


_ Reasons GIVEN FoR AWOL 


The military crime of AWOL, violation 
of Article of War 61, is the most frequently 
committed offense, both by white and negro 
soldiers. In peace time, AWOL is not too 
severely punished, especially if it is of short 
duration. In time of war, it frequently is pun- 
ished severely. The group of 1079 AWOL 
prisoners, 919 white prisoners and 160 negro 
prisoners has the least amount of combat 
time of the three offense groups studied. 

The three most frequent reasons, given 
by 44% of the white prisoners, were: (a) 
“I was scared.” (b) “I was drunk” (or “I 
was drinking”). (c) “My nerves gave 
away.” The three most frequent reasons, 
given by 40% of the negro prisoners, were: 
(a) “I was drunk” (or “I was drinking”). 
(b) “I wanted to have a good time.” (c) 
“T was scared.” Table IV presents the com- 
plete list of reasons given by the prisoners. 
For the white group, 67% gave one reason, 
27% gave two reasons, and 6% gave three 
reasons. For the negro group, 77% gave 
one reason, 21% gave two reasons, and 2% 
gave three reasons. 

Table V presents the five major categories 
of reasons given for AWOL. There are un- 
doubtedly, overlappings of many single rea- 
sons into two or more categories. For ex- 
ample, large numbers of soldiers escaped 
their neurotic conflicts by drinking, yet drink- 
ing has not been classified as a neuropsy- 
chiatric reason. Similarly, soldiers, who 
through exaggeration of physical symptoms 
attempted to justify their offenses had these 
reasons classified as physical rather than 
neuropsychiatric; and soldiers who projected 
their inadequacies upon their officers or 
“non-coms” attempting to resolve their in- 
securities and tensions, had their claims to 
“non-com” trouble classified in the military 
rather than the neuropsychiatric category. 
It is only for the purpose of practical classi- 
fication that this categorization is presented. 

Statistical treatment of the differences 
existing between the percentages for the 
white and negro prisoners reveals several 
significant statistical differences. Since the 
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miscellaneous : white soldier, as a group, was subjected to 


greater periods of combat stress than was 
the negro soldier, as a group, it coulc be 
assumed, @ priori, that the white sokdier 
would reveal more psychiatric compla nts. 
This appears to be so. The standard error 
of the difference between the two percent- 
ages was found to be 6.6, indicating a sig- 
nificantly greater degree of recognition of 
psychiatric conditions on the part of the 
white prisoner than was shown by the negro 
prisoner. 

Another significant standard error of the 
difference between two percentages, 3.1, was 
found for military reasons. This may mdi- 
cate that the negro prisoner tends to preject 
his inadequacies or deficiencies upon the 
Army to a markedly greater extent than {oes 
the white prisoner. Empirical observations 
indicate that deep and strong currents of 
resentment exist on the part of the n2gro 
prisoner toward the Army. 

The standard error of the difference be- 
tween two percentages for hedonistic rea-’ 
sons, 1.2, indicates a slightly stronger tzend 
upon the part of the negro prisoner to go 
AWOL for purposes of seeking pleasure 
than exists in the white prisoner. 


REASONS GIVEN FOR DESERTION 


The military crime of desertion, violetion 
of Article of War 58, is one of the most 
serious a soldier can commit. One cha-ged 
with desertion faces a General Court Martial 
and if found guilty will receive a lenzthy 
sentence. A group of 611 deserters, 599 
white.and 12 negro, were examined. The 
negro cases were eliminated from this study. 
In the white group, 97% had been combat 
soldiers. , 

The three most common reasons, given by 
55% of the group, were: (a) “My nerves 
gave way. (b) “I was scared.” (cì “I 
couldn’t take the shelling.” The largest per- 
centage of reasons given is clearly of a neu- 
ropsychiatric nature. Approximately 50% 
gave one reason, 33% gave two, and 7% 
gave three reasons. 

Neuropsychiatric factors play an exceed- 
ingly important rôle in the prisoners at- 
tempt to analyze, rationalize or present -heir 
reasons for their desertions. It is interesting 
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-to note that a remarkably small percentage 
of reasons given are attached to the mili- 
tary setting. One accustomed to hearing 
soldiers “bitch” about the Army would as- 
sume that the military services were grossly 
nusmanaged and under moronic leadership. 
Still, only one deserter out of 599 complained 
of inadequate training; only one complained 
of insufficient food; only one complained of 
mistreatment; and all together only 5.3% 
blamed the Army for their desertions. 


TABLE V 
‘FIivE Major CATEGORIES oF REASONS For AWOL 
White, Negro, 
rommen 
% Tas % Go Tpi-p3 D/ Ty, 
I. Neuro- 
psychiatric .. 47.9 1.6 23.5 33 3.7 66 
2. Hedonistic .... 28.5 4.7 35.8 3.8 60 1.2 
a. Military veerris 9.9 3.1 24.0 34 46 3.1 
.4. Physical ...... 0.3 3.0 IIQ 2.5 3.9 7 
5. Miscellaneous .. 4.2 20 48 22 2.9. .2 
TABLE VI 
Five Mayor CATEGORIES OF REASONS FOR 
DESERTION 
White, on, 
% o 
I. Neuropsychiatric ree EELT 71.8 3.2 
Bs Physical esorare dnaw ened se 10.3 3-9 
3. Hedonistic ..........-..5- "9.3 a5 
He Miltary sige neces Seats ase 5.3 2.9 
5. Miscellaneuos ............. 3.3 2.3 


Reasons GIVEN For MISBEHAVIOR BEFORE 
THE ENEMY 


Misbehavior before the enemy, violation 
of Article of War 75, is an extremely seri- 
ous military crime, heavily punished by a 
general court martial. It is committed in 
nearly all cases by combat soldiers. This 
study included 586 cases, 397 white and 189 
negro prisoners. Approximately 63% of the 
white group gave one reason, 30% gave two, 
and 7% gave three. In the negro group 70% 
gave one reason, a gave two, and 3% 
gave three. 

The three leading reasons, given by 62% 
of the white prisoners, were: (a) “I was 
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scared.” (b) “My nerves gave way.” (c) “T 
couldn’t take the shelling.” The three chief 
reasons, given by 57% of the negro p-iso=- 
ers, were: (a) “I was scared.” (b) “My 
nerves gave way.” (c) “I was sick.” The 
five major categories wer2 as shown in 
Table VII. : 

N europsychiatric reasons clearly predomi- 
nate in the prisoners’ attempts to recognize 
or evaluate their reasons tor their raisbe- 
havior. Despite the fact tha: both white and 
negro groups are nearly all combat soldiers, 
there is a statistically sigrificant standard 
error of the difference be-ween twc per- 
centages of 3.0, indicating tlat white prison- 
ers have considerably more psychiatric com- 


TABLE VIL 


* Five Mayor CATEGORIES OF REASONS FOR 
MISBEHAVIOR BEFORE THE ENEMY 


White Negro, 
Ts Mtoe 
To Fy, e Oya For ye D/ Cip 

1. Neuro- ` 

psychiatric 79.3 20 674 34 40 3C 
2. Physical ...... 10.8 4.9 13.6 26 55 ç 
3. Hedonistic 55 36 9.0 5.4 6.5 .I 
4. Military ....... 29 27 36 43 54 JF 
s.' Miscellaneous .. 1.2 1.7 7.2 1.9 IQ 3.1 


plaints that negro prisoners. This may be 
interpreted in many ways. It may mean that 
the white soldier is under greater tensions 
in the combat zones thus Jeveloping mcre 
anxieties and feelings of insecurity, than 
does the negro soldier; or i may mean that 
the white soldier, if all conditions were equal, 
is more prone to psychiatric disturbances 
than is the negro soldier. Lt is possib-e that 
the white prisoner is more a-vare of the social 
acceptance of psychiatric complaints then 
is the negro prisoner, and thereby enpha- 
sizes these complaints to a greater degree 
than does the negro prisone-. 

Another significant difference, 3.1, a>peezs 
for miscellaneous reasons. The negre pris- 
oner offers considerably mcre miscellenecus 
reasons to explain his misbehavior than does 
the white prisoner. 


TABLE VIII 
RECAPITULATION OF THE Five CATEGORIES OF REASONS 
NP Hed. Phys. Mil. Misc, 

Se a —— ee H a 

we ir a ag le i wite A i pite Negro, SS Te Sere, 
AWOL 220seceeeneu es 47.9 23.5 28.5 35.8 9.3 iLO 9.9 240 = 4.8 
Desertion 2 sadeasseas 71.8 — 9.3 m 10.3 ——— 5.3 — 33 _ 
Misbehavior ......... 79.3 67.4 5.5 6.0 10,8 15.6 2.9 36 12 32 


54 
SUMMARY 


Analyses were made of the reasons. given 
by 2276 general prisoners for their com- 
mission of the three most frequently com- 
mitted military offenses: AWOL, desertion, 
and misbehavior before the enemy. Large 
percentages of the AWOL groups and nearly 
all of the desertion and misbehavior cases 
had been combat troops. White and negro 
prisoner groups were compared. 
| Thirty-five types of reasons given by the 
prisoners, were condensed into five major 
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categories: neuropsychiatric, hedonistic, 
physical, military, and miscellaneous. 

Table IV presents the reasons given in 
rank order and by paces for the three 
offenses examined. 

Statistical treatment revealed that signifi- 
cant differences existed between the white 
and negro groups explaining AWOLs on 
neuropsychiatr:c and military reasons. Sig- 
nificant differences also were found in the 
misbehavior group for neuropsychiatric and 
miscellaneous reasons. 

Neuropsychiatric factors predominate in 
the prisoners’ explanations of their offenses. 


” 


RESIDUALS OF COMBAT INDUCED ANXIETY * 
CHARLES O. STURDEVANT, Mayor, M.C., A. U.S. 


It is inevitable that demobilization will 
release from-military service a number of 
veterans still experiencing residuals of com- 
bat induced anxiety. Veterans clinics, civil- 
ian psychiatrists and physicians generally 
are seeing these men now. Some may need 
prolonged care; many, possessing a more 
stable personality structure, will need little 
more than an opportunity for insight, and 
psychological re-orientation in peacetime and 
civilian pursuits. In the neuropsychiatric 
section of a general hospital serving a large 
metropolitan area we have had an oppor- 
tunity to observe and treat a number of pa- 
tients near to separation from the service 
who we believe present problems common in 
veterans clinics today. Some were admitted 
from pass or furlough because of acute emo- 
tional disturbances while others were re- 
ferred from the medical and surgical services 
within the hospital. A significant number 
of these patients gave no history of neurotic 
determinants before they were overwhelmed 
by excessive and harrowing combat ex- 
perience. A greater number dated the onset 
of symptoms to days or months following 
evacuation from the battle zone although 
their disorder was similar, though less in- 
tense, to that usually designated as “com- 
bat exhaustion” in the forward areas. It is 
this group of relatively stable, mature and 
well adjusted individuals whom we have 
designated as suffering from residual anxiety 
reactions for the purpose of emphasizing 
their specific therapeutic needs and good 
prognosis as contrasted to the more classical 
types of psychoneurosis. 

In general, the residual anxiety reaction 
showed many similarities to the usual types 
of neurotic illness but they differed, as Gold- 
stein(I) pointed out, in that no fixation of 
symptoms or fundamental personality change 
had taken place at this hospital level. They 
seemed no more established than “combat 
exhaustion” which the commission of civilian 
psychiatrists(2), reviewing the ‘psychiatric 


1 From Gardiner General Hospital, 
Illinois. 


Chicago, 


policy in the European theater, reported did 
not correspond to any recognized or estab- 
lished psychiatric syndrome. The differences 
were apparent in a comparative study of 36 
residual anxiety states and an equal number 
of individuals presenting symptoms cf psy- 
choneuroses whose histories were indicative 
of neurotic adjustment in the past. 


ONSET oF SYMPTOMS 


Table 1 shows the time o= onset in the two 
groups. All of the residual anxiety group 
had experienced combat of varying severity 
and duration. The established psycnioneu- 
-rotic group had been overseas but oaly 20 


TABLE 1 
Residual 
Psycho- anxiety 
Onset of symptoms neurosis state 
Before military service........... 2 0 
Since day-of induction........... 2 o 
In overseas base (no combat).... 13 O 
Tncombat sae s ad rRe 12 10 
While prisoner of war (German). 2 3 
In evacuation or U. S. hospitals.. 2 10 
On ship enroute to U. S........... I I 
Upon return to U. Sica 3452 se ean’ 2 7 
On furlough from overseas........ 0 5 
36 36 


had had actual battle experience. Th2ir ex- 
posure to battle conditions had been much 
less severe and prolonged for they sho-ved an 
approximate average of 36 days in comtat 
compared to 78,%; for the former. 

Study of individual cases revealed many 


_ different factors responsible for the final 


psychoneurotic disablement in those >redis- 
posed. Thirteen developed symptoms while 
stationed in non-combatant bases—3 while 
in isolated outposts in the Aleutians and one 
in Labrador. Symptoms of equal s2verity 
had been present before or since the day of 
induction in 4 individuals. One patient 
claimed that his symptoms nad not developed 
until he entered the hospital for.a second 
wound which appeared to be self indicted ; 
another developed multiple complaints while 
recovering from an injury incurred in the 
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rear echelons of supply. A marked increase 
in tremulousness while aboard ship return- 
ing to the United States was noticed by a 
medical aid man. One medical officer and 
a tail gunner, who had been a prisoner of 
war after bailing out over Germany, devel- 
oped: acute depressive reactions after re- 
turning home and learning of the infidelity 
‚of their wives. The 12 patients whose symp- 
toms were precipitated by combat differed 
from the residual anxiety group in the 
character and fixity of their complaints. 
Four of them obviously exaggerated dis- 
ability resulting from wounds, or injuries. 
One dertal officer became extremely de- 
pressed after three busy months in a bat- 
talion aid station. One soldier ran to the 
rear as soon as he was placed under artil- 
lery fire; an officer cowered in his fox hole 
- and was totally useless as leader of troops 
from the outset of battle; one developed an 
hysterical amnesia and a multiplicity of per- 
sistent gastrointestinal complaints; and a 
schizoid gunner developed many paranoid 
ideas beiore he was relieved of duty because 
of a flak wound. 

The I9 patients in the residual anxiety 
group who developed symptoms in combat 
did so only after prolonged and harrowing 
experiences. Severe stuttering occurred in 
one patient after a prolonged advance 
through the hedgerows of France. He re- 
covered after five days in a rest camp only 
to break again when next exposed to the 
sound of artillery fire. An enlisted man 
who had been through four major battles 
and a total of one hundred days of combat 
in the Pacific did not develop symptoms until 
he was subjected to bombing of the hospital 
where he was confined because of a severe 
arm wound. One patient was blown out of 
his plane and fell 14,000 feet before he could 
open his damaged parachute; another could 
not continue after losing three planes to 
enemy fire in five days. An officer in a 
holding position subject to nightly Japanese 
infiltration attacks and daylight bombing 
raids developed symptoms which persisted 
after he was returned to the United States 
on rotation. A lieutenant who had served 
successfully throughout the African and 
Sicilian campaigns broke down after he had 


led five attacks into Cassino in three days. 


A near burst of an artillery shell caused un- 
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consciousness and bleeding from his ears 
and, when he tried to carry on, he was unable 
to control his weeping and tremulousness. 
Latent symptoms developing in 23 patients , 
after removal from battle zones were similar 
to those developed in combat. Six of this 
group were eccompanied to the hospital by 
frightened relatives who had witnessed a 
terrifying nightmare or had become con- 
cerned about the patient's behavior. 


SYMPTOM ANALYSIS 


It is difficult to show clearly the differ- 
ences observed in the psychiatric examina- 


TABLE 2 
Residual 
Psycho- anxiety 

Symptoms neurosis state 
Tenseness cuni aun cease eaneua oes 24 36 
Tremulousness .......2-e200cccee 7 19 
Battie dreams .ée.boiacctnag needs 2 16 
Startle, reactions: ....... ere 2 15 
Sleeplessmess ........c0ceceeeeces 2 14 

Disturbed by noise and confusion; 
poor adjustment to civilians..... 2 I4 
Restlessness n.s ccavew wees So oe e hs 4 12 
kertan everis TE Serre ersce hove 2 II 
Somatic symptoms .............. IQ ir 
Eara C uweule sued E sono 3 6 
gastrointestinal ...........0euee I4 3 
LESOITALOLY jive ive oe seus o I 
NETO ET a AEAEE E Meuse eee 2 I 
Headaches 4.0 bs3c5luicoeseaieeees 10 I0 
DIZZineSS) 240203 NAE 6 o 
FIS aea E AES O 6 
Depressión issos sssi isend ivisda] 13 9 
Morbid fears, doubts, compulsions. I1 0. 
Hysterical conversion symptoms... 7 I 


tion of the two groups although here the 
tense, hesitant, somewhat defensive indi- 
vidual who is suffering residual anxiety is 
most unlike the established psychoneurotic. 
Patients were encouraged to list their com- 
plaints with as little guidance from the 
therapist as possible. The psychoneurotic 
usually gave a good account of his symptoms 
with little prompting while patients in the 
residual anxiety group were more reluctant 
to speak of their experiences and frequently 
showed embarrassment during, the initial 
interview. | 

The leading symptoms in the two groups 
were summarized for comparison in Table 
2. Tenseness and other symptoms typical 


\ 
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in “combat exhaustion” were more prominent 
in the residual anxiety states while phobic 
reactions, hysterical conversion symptoms, 
somatic complaints and depression were 
more often encountered in the psychoneuro- 
ses. Somatic complaints were common in 
both groups but there was little evidence of 
fixation of anxiety in the former. Headache 
was as frequent in one group as the other 
although only 2 of the psychoneurotics had 
a definite history of exposure to blast as 
compared with 23 in the anxiety group. The 
blast was of sufficient force to produce un- 
‘consciousness in 5 and tinnitus was present 
in 6. A sense of “dizziness” was not men- 
tioned in any of this number although it 
occurred 6 times in the psychoneurotic group. 

Little is known concerning the rôle of 
blast concussion in the development of “com- 
bat exhaustion.” Most men who have seen 
the amount of combat encountered in our 
group must have been exposed to some 
blast. In at least 4 patients blast concussion 
may have.been partially responsible for their 
removal from combat although 3 had other 
wounds. In several, removed because of 
combat exhaustion, exposure to near burst 
of artillery shells seemed to serve as the 
final precipitating blow in their breakdown. 


TREATMENT 


The good response to brief psychothera- 
peutic procedures and an activity program 
designed to permit a gradual strengthening 


of the patient’s sense of personal security | 


through contact with civilian life first led 
us to distinguish the residual anxiety states 


from the more fixed psychoneurotic reac- . 


tions. Treatment was conducted on an in- 
dividual basis. The patient was encouraged 


to relate his symptoms. and an attempt was ` 


made to reconstruct associated events on a 
conscious level. When this could not be ac- 
complished easily hypnosis techniques were 
employed. In our experience hypnosis ac- 
complished the same results obtained with 
sodium amytal or pentothal sodium inter- 
views. We are in agreement with Hart and 
his associates(3) who believe these drugs 
merely facilitate hypnotic therapy. The same 
violent reactions on recollection of traumatic 
scenes of battle, often with marked expres- 
sion of guilt, were obtained with all methods. 
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The intensity of the response seemec di- 
rectly related to the horror of the combat 


. experiences. All patients reported subjectiv2 


relief from tension after uncergoing one of 


_ the “abreactive” sessions. It was necessary 


to repeat the procedure in some although 
continued improvement was most deperdent 
upon additional psychotherapy. The material 
gained in various interviews was recon- 
structed in consciousness and was gradually 
related to past and current experiences as 
treatment progressed. In addition to partici- 
pation in the recreational and occupational 
therapy program within the hospital. pa- 
tients were urged to take advantage’ oi 
free pass privileges in order zo increase their 
contact with civilian activities. Thus, atti- 
tudes toward friends and relatives, hopes 
and ambitions for the future as well as atti- 
tudes toward symptoms and military ex- 
perience became the basis for further expla- 
nation and reassurance. Dependent attitudes 
were discouraged. The fact that symptoms 
often subsided after admission to the hos- 
pital from furlough or pass stimulatec dis- 
cussions of dependency upon a known mili- 
tary régime in more than one case. 

The mode of onset and duration of symp- 


toms had little effect upon accessibility for 


treatment. We have seen one case in whica 
nightmares developing after the last war 
were relieved twenty years later. A hzight- 
ened suggestibility was apparent in some 
cases. This may lead to apprehensior coz- 
cerning the significance of symptoms if not 
actual displacement.of anxiety. At least one 
case in this .series first became fearzul of 
heart disease after a medical officer casually 


asked him if he knew he had heart trouble. 


The fact that he had been able to withstand 
the rigorous physical demands of probnged 
combat was overlooked by both the patient 
and his doctor. There does appear to be a 
real possibility that free anxiety noted in 
this group of patients may Eecome trarslated 
into functional disturbances. 

The neurotic fixation of anxiety apparent 
in the psychoneurotic group followed pat- 
terns established before combat expe-ienze. 
Treatment of phobias, conversion mechan- 
isms and somatizations remaining after the 
acute reactions induced by battle situations 
had subsided was not very satisfactory at 
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this hospital level. In the residual anxiety 
group whem we have segregated, treatment 
usually resulted in the establishment' of a 
healthy orientation and return to a level of 
stability with little evidence of neurotic dis- 
placement or fixation. This difference points 
toward the specific traumatic experiences of 
war as the significant etiologic factor in the 
development of symptoms in this group. 


Discussion 


Much has been written concerning the 
dynamics of the “war neuroses” since the 
evacuation of Dunkirk and the bombing of 
‘London. Erief, direct methods of treatment 
have afforded an opportunity to explore and 
relieve the acute reactions. Two generaliza- 
tions have come out of this approach which 
appear particularly applicable to this group 
whose residual anxieties we believe to be 
a specific product of their war experiences; 
namely, anxiety is the basic problem in the 
war neuroses, and, even the most stable indi- 
vidual will show “neurotic” breakdown if 
subjected to stress beyond his individual 
level of tolerance. This breakdown appears 
to be a fine! mastery by more instinctual pat- 
terns in the struggle against the idealism and 
group loyalties which have controlled be- 
havior as z respected member of a combat 
team. The acquisition through military train- 
ing and discipline of ego. strengthening de- 
vices which prepare the individual for the 
combat situation has been discussed by 
Grinker(4) and others who speak of “‘com- 
bat exhaustion” as resulting from a final 
disintegration of the weakened ego in the 
face of overwhelming anxiety. 

Several different factors seem to be re- 
sponsible for the continuation of symptoms 
or their larant development. Identified as a 
member of a group the soldier exerts strong 
suppressive forces to hold anxiety in check. 
These are no longer so necessary when he 
finds himself removed through wounds or 
other illness to a hospital in the rear. The 
outlet for aggression which has been focused 
upon a common enemy is no longer available 
to him and he finds behavior acceptable and 
unnoticed in the battle zone in conflict with 
what is expected of him now. Gillespie(5) 
in commencing on the latent period men- 
tioned the rôle of suggestion either from 
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within or without in the development of 
symptoms. He noted that so long as indi- 


- viduals were kept busy they were less likely 


to develop symptoms hut that given an 
opportunity, rumination over events experi- 
enced rather than perceived often led to addi- 
tional meanings. One of our patients ex- 
pressed this when he said that his symptoms 
did not develop until he arrived in a hospital 
in Paris and began thinking of his narrow 
escapes. Guilt feelings often expressed as a 
sense of failure in responsibility to the group 
and depressive reactions growing out of 
reflection over participation in some noxious ' 
act of aggression were seen as an elaboration 
of this mechanism. 

Some symptoms we have observed are 
best explained as conditioned responses. The 
seasoned soldier soon learns the meaning of 
sounds and responds to them automatically. 
The startle response often persisted after 
many other symptoms had been relieved. 
The slight scraping of a chair behind him 
caused one of our patients to suddenly freeze. 
He had been engaged in sabotage behind 
enemy lines and had become adept at evading 
the enemy. Lightning, the back-fire of an 
automobile exhaust and other unexpected 
noises often caused sudden increase in mus- 
cular tension, palpitation and visceral sensa- 
tions which as quickly disappeared when the 
situation was perceived. Generally such re- 
actions became less bothersome with relief 
from tension, lepse of time and reorientation. 

Most soldiers show an increase in anxiety 
on return home—some admit apprehension. 
Most of them have a fanciful concept of the 
home to which they have yearned to return, 
still, after the first joyous reunion, their own 
strangeness Lecomes apparent to them. The 
realities of the challenge in future adjust- 
ment where they must assume responsibility 
for themselves and others when they have 
had little time to recover from the isolation 
of functioning neat to primitive levels serve 
as a further source of tension which may 
bring to the fore the residual unresolved 
anxieties induced by combat. Undoubtedly 
the majority of returning veterans will find 
security in old civilian patterns with a mini- 
mum of emotional disturbance. How. many 
will encounter insurmountable frustrations 
leading to dependent neurotic attitudes in 


1946] 


the future must still remain a matter of 
conjecture. 


RÉSUMÉ 


1. Thirty-six patients whose past histories 
were relatively free of neurotic determinants 
but who exhibited residual symptoms, of 
combat induced anxiety similar to that 
usually designated as “combat exhaustion” 
were compared with a similar number of in- 
dividuals who developed symptoms more 
typical of established psychoneurotic re- 
actions while overseas. 

2. An analysis of the onset of symptoms 
revealed breakdown in combat after extreme 
experiences in I0 of the residual anxiety 
group while 23 developed symptoms of a 
similar character weeks or months after re- 
moval from the battle situation for other rea- 
sons. Symptom analysis showed little fixa- 
tion of anxiety as compared with the psycho- 
neurotic group whose symptoms followed 
established patterns. 

3. Treatment was designed to permit 
relief from anxiety through ventilation and 
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reconstruction of traumatic experiences on 
a conscious level. Hypnosis and pentothe! 
sodium or sodium amytal hypno-analysis were 
employed. Continued explanation and reas- 
surance with a gradual reorientation in peace- 
time and civilian relationships usually re- 
sulted in lasting relief from symptoms and 
return to a former level of stability. 

4. There does appear to be a combat iz- 
duced anxiety state which is a specific pro=- 
uct of the stresses of war. 
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ON ORIENTAL STOICISM 
COMMANDER JAMES CLARK MOLONEY (M.C.),U.S.N. R3 ` 


I 


The Asiatic is different. It’s true he main- 
tains a traditional tranquillity in the face of 
those jagged circumstances that torment the 
Occidental. One day on a slightly used road 
of the Motobu, a peninsula that juts into 
the China Sea, I encountered a group of 
migrating natives. Homeless, dispossessed, 
they sought new anchorage. Without lamen- 
tation most of them managed a smile as 
they jogged through the drizzle and mud. 
At Jinuza the native doctor cut deep inci- 
sions into the leg of a civilian boy, but 
recently struck by the treacherous kabu. 
The boy winced a little. At Yagachi a leper 
lost her leg, There was the anesthesia from 
the disease, and the anesthesia from the 
spinal injection, but there was no nepenthe 
for the loss of her own tissue, nor for the 
handicap to her locomotion. She calmly 
accepted the situation. At Taira a twenty- 
five calibre Japanese bullet was sliced from 
the back cf an eight-year-old boy. He never 
flinched. At Ishikawa a husband met his 
wife after the war had separated them for 
five montis. Neither had known the fate 
of the other. Yet, on this their first meet- 
ing, there was no demonstration. They con- 
tinued talking as if they had parted accord- 
ing to plan the previous hour. At Fukuyama 
a woman in full consciousness permitted a 
breast abscess to be laid wide. open. She 
grimaced, but not a sound passed her lips. 
At Soke, at Fukuyama, and at Jinuza hun- 
dreds of the youngest school children un- 
protestingly allowed Lieutenant Commander 
Harold Fink (M.C.), U. S. N. R. to obtain 
blood through finger punctures. At best, 
they manifested but mild interest in the 
procedure. At Jinuza the native Okinawans 
did not resent the dentist. At Ishikawa hun- 
dreds of school children uncomplainingly sat 
beneath the foot driven drill. It was routine 
for them. They accepted it as a matter of 
course.” 


-1 From The Haven Sanitarium, Rochester, Mich. 
2 Persona! communication from Lieutenant Com- 
» mander Harlan Crank (M.C.), U.S.N.R. 
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These observations were not the excep- 
tions. From Hentona to Koza, from dispen- 
saries and hospitals came similar accounts 
of Oriental impassivity. 

On Okinawa psychosomatic disease was 
seldom enccuntered. Hyperthyroidism was- 
not observed. Shock reactions were rare. 
Autonomic crises were infrequent. I never 
saw an Okinawan faint. I recall but two 
classical cases of psychoneurosis and two 
less classical cases of bronchial asthma. A 
negligible percentage of Okinawan mothers 
ceased lactating as a result of the traumatic 
impact of war. I personally saw no case of 
diabetes mellitus and but one uncertain case 
of malignancy. Neurogenic dermatoses and 
varicose veins were non-existent. Osteo- 
arthritis was seldom demonstrable in the 
younger perscn. Beaded radials and arcus 
senilis were rare. 

Lieutenant Commander Harlan Crank 
(M.C.), U.S. N. R. saw three asthmatics 
and two diabetics among the 11,000 civilians 
admitted to the Ishikawa dispensary. The 
same series of cases included 12 peptic ulcer 
patients. Parenthetically, Crank observed 
that the Okinawa ulcer -patient demonstrated 
the demanding and dominating exterior of 
the American ulcer patient. The Crank series 
also featured one woman who suffered from 
malignant arterial hypertension. Belonging 
to the upper crust, she had been neurotic for 
years.’ 

Necropsy did not reveal those structural 
changes, germane to prolonged psychoso- 
matic tension, Lieutenant Commander Har- 
old Fink (M. C.), U.S. N. R. performed 
150 autopsies at the Military Government 
Hospital G6-59-(3) established for civilian 
service at Jinuza. These examinations did 
not disclose evidence of peptic ulcer nor the 
emphysematous changes identified with per- 
sistent asthma. An infrequent number of 
postmortems revealed arteriosclerotic dis- 
ease. The pataological process immediately 
evocative of hyperthyroidism was not en- 


8 Personal communication from Lieutenant Com- 
mander Harlan Crank (M.C.), U.S.N.R. 
4 
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countered. Neurogenic dermatoses were 
practically absent.* 

Again, at the U. S. Naval Hospital G6-54, 
situated north of Nakaoshi, Lieutenant (jg) 
Edwin Edwards (M.C.), U. S. N. R: con- 
ducted 53 autopsies. Edwards discovered 
one cretin but no evidence of the pathological 
changes of hyperthyroidism. Peptic ulcer, 
asthmatic emphysema and neurotrophic der- 
matoses were not encountered. Edwards 
discovered one case of arteriosclerosis. In 
none of his autopsies was the degenerative 
process associated with diabetes demon- 
strable. , 

Further, Lieutenant Commander Wagner 
(M. C.), U.S. N. R., senior medical officer 
present at the Naval Military Government 
Hospital G-6-51 stationed at Koza, presented 
me with the reports from two series of autop- 
sies conducted at his establishment. The first 
series including 201 cases was performed by 
Lieutenant Commander E. L. Benjamin 
(M.C.), U.S. N. R. between the dates of 
April 19 and June 12, 1945.5 The Benjamin 
studies did not mention any case of asth- 
matic emphysema, thyroid pathology, dia- 
betes or osteoarthritis. He discovered 22 
cases of arteriosclerosis, but the sclerotic 
process was severe in only two instances. 
He unearthed 9 cases of peptic ulcer. Ben- 
jamin found three cases of malignancy, one 
malignancy being a carcinoma of the breast. 

The second autopsy series made available 
by Lieutenant Commander Wagner (M.C.), 
U.S.N.R. was completed by Lieutenant 
Paul E. Steiner (M.C.), U.S. N. R. at the 
Koza hospital between June 13 and July 30, 
1945. This series included 150 cases. Steiner 
discovered 7 cases of arteriosclerosis. In no 
instance, however, was the arteriosclerotic 
process severe or fatal. The Steiner series 
made no mention of diabetes mellitus, neuro- 
trophic dermatitis nor asthmatic emphysema. 
He unearthed 4 cases of peptic ulcer. At 
the same time he suspected that the high 
incidence of ulcer discovered by Benjamin 
was due to the psychosomatic impact of war. 
It is important to know that, during the 


- Benjamin -epoch particularly and even dur- 


4 Fink will report a complete review of his find- 
ing 


more complete treatment in the literature. 


JAMES CLARK MALONEY 


S. 
5 Undoubtedly Dr. Benjamin will give the subject - 
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ing the Steiner régime the Koza hospita_ 
was situated not far behind the front Ines 
All the Okinawans treated at this inszitu- 
tion had been subjected to prolonged anc 
relentless bombardments from planes, Japa- 
nese and American artillery and from the 
huge and numerous rifles of the Americar. 
Fleet. It was dangerous for the natives tc 
forage for food and most cf the civilians 
evidenced a rather advanced paase of emecia- 
tion when hospitalized. Among the dead. 
Steiner found two cases of thy-oid adenomate 
but he did not state whether the adenomate 
were associated with toxic degeneration. His 
series included one case of malignancy, é 
sarcomatous like lesion of the stomach.’ 

Upon completion of his autopsies Ste-ner. 
independently and without krowledge oi my 
pursuits, wrote an astonishingly provoca- 
tive and illuminating summary: 


. it may be stated that these ratives show some 
striking anatomical and pathologic differences trorr. 
Occidentals. Noteworthy are the relative absence oT 
the retrogressive and degenerative changes (excep: 
for osteoporosis), including arteriosclerosis ard its 
numerous manifestations in heart, brain, kidneys. 
pancreas, etc., neoplasms, hypertensions, ostzoar- 
thritis, cholelithiasis, and biliary <ract disease, the 
various nephritides. 

In my opinion the factors responsible for these 
differences merit further study in the future, es- 
pecially because two of these diseases—cancer and 
arteriosclerosis—will be our number one and ium- 
ber two disease problems after the war in America. 


I do not know what Steine-7 had in minc 
when he penned this remarkable summary. 
He recorded the facts. Save for his com- 
ments on the peptic ulcers ir the Benjemin 
series, he kept his etiologic conjectures to 


himself. If not intended by Steiner, then L 


will assume full responsibility for the -pre- 
diction that any culture evidencing a dearth 
of psychosomatic disorder wil evidence also 
a dearth of malignancy. I too have suc- 
cumbed to the hypothesis thet much that is 
malignant, belongs to the category of psy- 
chosomatic disease. 


6 Most of the civilian admissions mentioned in 
part one of this article had been either wounded oz 
starved by war. A smaller number of the aidmis- 
sions had been for the organie anc tropical diseases 
peculiar to the region. The admi:sions represented 
all age groups. ~ 

7 Undoubtedly Steiner will elaborate upon thes2 
findings in his future contribution: to the literature. 
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In sutport of Steiner’s plea that the prob- 
lem be subjected to a more thorough in- 
vestigation, I suggest that a group of well 
trained clinicians, surgeons, pediatricians, ob- 
' stetricians, pathologists and psychiatrists be 
returned to the Orient for the purpose of 
completing this project. 


II 


Guam provided a contrast. Some 1400 
miles ezst and south of Okinawa, a young 
Chamorra boy stood crying before the dis- 
pensary doctor. An agitated father tried to 
restrain his wildly flailing arms. The lump 
on the son’s hand had to be opened. The 
doctor made the incision. The blood flowed, 
and the tather fainted. 

Lieutenant Commander Harold Jacobziner 
(M.C.), U. S. N. R., averred that this was 
not unusual for Guam. The Chamorros often 
fainted. He found them facile candidates 
for hysteria, fainting spells, autonomic crises 


and neurotrophic dermatoses. Asthma was . 


so prevalent among them that Jacobziner 
contemplated making an Island survey for 
foreign protein. Lieutenant Commander 
Koffelt (M.C.), U.S. N.R., internist at 
Guam’s Military. Government Hospital 203, 
had encountered numerous cases of func- 
tional cardiac disorders, and many cases of 
hyperthyroidism. A few of the Chamorro 
nurses at the Military Government Hospital 
suffered from Basedow’s disease. Lieutenant 
Commander Monrad Aaberg (M.C.), 
U. S.N. R. obstetrician and gynecologist 
had observed many cases of malignant ar- 
terial hypertension and pre-eclamptic dis- 
orders among the native women. I gained 
the impression that he believed himself to be 
dealing with psychosomatic disorders, De- 
spite the number of cases of Guamanian 
cardiovascular disease, I have been told by 
Koffelt and Jacobziner that an insignificant 
number of arteriosclerotic processes were 
unearthed at autopsy by Lieutenant 
Commander Harry Zimmerman (M.C.), 
U. 5. N. R. peace time professor at Yale. 
At the Child Health Clinic at Agana and 
again at a similar clinic at Barrigedos,® I 


8 Dr. Jacobziner is entitled to much credit for 
his establishment of the Guamanian child health 
centers. He overcame obstacles that would have 
stumped a less courageous and less resourceful man. 
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was afforded an opportunity to confirm the 
observations of Jacobziner. At both places, 
I found that the children young and old 
reacted violently to clinical procedures. The 
older children winced and squirmed when: 
inoculated, or when their fingers were 
pricked. When subjected to a painless physi- 
cal examiration, abject terror spread over the 
faces of the younger children. They screamed 
raucously. | 
On these visits, I saw many cases of tachy- 
cardia. Often the frightened child urinated 
where he stood. It was customary for the 
Chamorro mother to stifle the screaming by 
forcibly clamping the child’s mouth shut. On 
more than one occasion, an exasperated 
mother subjected her enraged child to a 
vigorous slap. Bedlam reigned. 
_ As I watched these women choke back the 
screams of their children, it became ap- 
parent that they were afraid of something, 
were afraid of outside forces, were afraid 
of public criticism. On Guam public opin- 
ion rears the children “via the medium of 
the mother.” Jacobziner attributed the Cha- 
morro neuroticism to maternal overprotec- 
tión. “Smothering” would be a more fitting 
term. 
In contrast my mind flashed back to a 
scene that typified the Okinawan attitude 
toward the child. There had been a festival 
at Okuba, The Okinawans threaded the 
foot paths of their little villages. One little 
miss made her way alone between the cycads 
and morning glories that grew on the ridge. 
She could not have been more than four 
years of age. Her gleaming gold and red 
kimono rustled in the sun, The brocaded 
obi flashed with fire. This perky Okinawan 
miss ensconced in a background of green 
foliage and violet morning glories, made a 
perfect subject for kodachrome photography. 
Through Yamamoto, the Nesei interpreter, 
I tried to persuade her to pose for me. She 
would have none of it. Because the Nesei 
have trouble with the more archaic language 
of Okinawa, I called some adult natives to 
intercede ior me. Without pressure, influ- 
ence, threats or bribes, they simply asked | 
the little girl if she wished to have her pic- ` 
ture taken. She said no. The adults laughed 
and moved on. They averred there was 
nothing they could do about it. The little 
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miss had a right to make up her own mind. 
As she wended her solitary way over the 
crest of the ridge, I felt a glow of respect 


for this child who made her own decisions.’ 


The Chamorro strain seems heavily salted 
with mongoloid genes. The almond eyes of 
the Asiatic predominate among the Guaman- 
ian natives. But yet, on Guam the much 
vaunted Oriental stoicism is conspicuously 
absent. I make a point of this because the 
question of an ethnic or constitutional thresh- 
old to pain is certain to be raised. Despite 
the Mongolian elements of ancestry, the 
Chamorros are Christians. Most of the fami- 
lies have Spanish names, the Christian motif 
being carried out by such prefixes as Jesus 
or Maria. 

For some ethnic groups, for some reason 
or other, the Christian religion becomes con- 
fluent with or subjectively extends neurosis. 
The projections, the masochism, the identifi- 
cations with the agonies of Christ, Mary 
and the mutilated martyrs and saints have 
a tendency to erase ego boundaries, and 
many individuals seem to become unable to 
distinguish between themselves and Christ, 
or between themselves and the “little son” 
being “mutilated” by surgery.® 

In some cultural situations, the whole 
thing becomes so mixed up that the individual 
becomes inseparable from the structuraliza- 
tions of the religion. I imagine that such 
loss of identity could be educed by adult 


tyranny. Tyranny usually forces subordi- 


nates into submissiveness and children into 
being seen and not heard. This robs the 
child of his birthright. At times, such in- 
transigeance subsumes a forced and conven- 
tional reverence to an awesome all-powerful 
God, who is also called father. 


III 


It is fortunate that the Chamorro con- 
trast. was available for this study. Should 
stoicism prove to be a constitutional quality 
of the Mongolian, then one would expect 
to find the Chamorros less hysterical than 
any of the other non-Asiatic ingredients 
that constitute their ethnic mixture. At 
least one would be prone to imagine that 
the constitutional contribution of the Latin 
would be dampened, diluted or sujugated by 


® The converse may be more correct. 
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Oriental influences.?° In factual contradic- 
tion to this, Jacobziner found the Chamorros 
more neurotic than any of the racial groups 
seen by him in any of New York’s clinics 
for children. 

I-am reasonably enough acquainted with 
Mendelianism to know that this constitu- 
tional assumption need not apoly. Nor is it 
important. For I have satisfied myself that 
the so-called Oriental stoicism is a deriva- 
tive of acculturation. At Jinuza, Okuba, 
Ishikawa, Fukuyama, Kochea, Kushi, Soke, 
Sedaki, at Taira, at Nakaoshi, at Hentona 
and at other military government establish- 
ments throughout the Island of Okinawa, I 
have seen new-born native ‘babies behave 
exactly like new-born American babies. If 
removed from the breast, chey cry and 
strike out lustily. To convince myself, I 
have often removed the comfortably nurs- 
ing child from the mother’s breast. To this 
maneuver, the child at first reacts with a 
“startle response.” This is followed by the 
tossing of his arms and feet. With con- 
gested face, he swells up, arches his back 
and cries. Replaced at the breast, the crying 
blends into sobs that soon cease. The vio- 
lent muscular behavior rapidly subsides. 

The Okinawa baby resists minor surgery. 
Screaming, the baby squirms, swells, twists 
and tries to push aside the surgeon’s knife. 
These tests and observations, made under 
varying conditions, were repeated at the dis- 
pensaries operated by the native doctors 
Oshiro and Iraija, at the different clinics 
conducted by Lieutenant Commander Harry 
Horowitz (M.C.), U. S. N. E., at the clinics 
of Lieutenant Commander Robert Culvert 
(M.C.), U.S.N.R., at the dispensary 
of Lieutenant (jg) Manwaring (M.C.), 
U. S. N. R., and at the two psychiatric hos- 
pitals supervised by myself. 

To be sure, at birth the Okinawan baby 
is no stoic. For days, weeks and even months 
after delivery he behaves exactly like the 
American, and like the Chamorro child. The 
so called “Oriental stoicism” develops later.“ 
To animal experimenters, to men who make 

10 Spanish blood is said to figure prominently in 
the Chamorro aggregate. 

11 For discussion of the probable factcrs involved 
in this development see: Moloney, James Clark: 


“Psychiatric observations on Okinawa.” Psychi- 
atry, November 1945. 
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rats, sheep and cats neurotic, this would 
come as no surprise, 


CONCLUSION 


The unruffled mien of the Asiatic is 
legendary. When not attributed to constitu- 
tional factors, it is traditional for the Occi- 
dental to believe that the Oriental, deliber- 
ately blocks the natural egress of emotional 
energy. It is generally supposed that the 
flatness of affect is achieved through a stud- 
ied and energetic suppression -of feeling. 
Oriental unresponsiveness has been likened 
to the accive stoicism of the Spartan youth, 
whe unwincingly permitted a fox to eat out 
‘his entrails. Calmness under such circum- 
stances demands the utmost in energy sup- 
pression. 


tive of psychosomatic disease. 


disturb the Occidental. 
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But energy is indestructible. Its normal 
egress blocked, it canalizes physiological 
pathways neither designed nor adapted to 
its use. The surge and impact charge | 
strange tissues with severe and unexpected 
stresses. In time these stresses induce de- 
monstrable structural changes. This dyna- 
mism embraces the most fundamental evoca- 
Since the 
Okinawa Oriental is free from psychosomatic 
disease, one is forced to the conclusion that 
the Okinawan neither consciously suppresses 
nor unconsciously represses his emotional 
intent. Incredible as it may seem, he just 
doesn’t react to situations which customarily 
The Oriental is 
different. 


THE PSYCHOLOGISTS CONTRIBUTION TO THE PSYCHIATRIC 
HOSPITAL * 


CLARENCE O. CHENEY, M.D., ano EDWARD I. STRONGIN, Pu. D. 
White Plains, N. Y. 


The psychologist as well as everyone else 
who works in a psychiatric hospital and ex- 
pects to make a contribution to such a hos- 
pital should be aware of two basic facts. 

The first one is that a psychiatric hospital 
exists to help patients with psychiatric dis- 
orders achieve good mental health. Regard- 
less of what other contributions a hospital 
makes in related fields, such as research and 


teaching, its primary function remains the 


treatment of sick people. 

The second equally important point is that 
the primary responsibility for treating pa- 
tients belongs to the psychiatrist. He is the 
one most suited by training, experience and 
interest to best achieve this goal. In order 
to do this successfully he needs all the help 
he can get from the auxiliary services of the 
hospital, but the actual treatment of sick 
people is the job of a physician. 

Yes, it is true that there have been a few— 
a very few—psychologists who have not 
quite realized this. The suspicion aroused 
by these few has done a great deal to inter- 
fere with the development of a proper rela- 
tionship between psychiatrists and psychol- 
ogists. However, we cannot help feeling that 
this particular point has very ‘often been 
overemphasized. It has been our experience 
that once the psychologist and the psychia- 
trist clearly understand what each has to 
offer they can work together beautifully. 
Certainly, we can say that when this mutual 
cooperation does not exist it is the patient 
who suffers, for he does not receive the 
benefit of all the services available which 
can contribute to his getting well. 

May we at this time enumerate the four 
main areas in which a psychologist can make 
his main contribution? They are: clinical 
testing, research, training, and vocational, 
educational, and avocational guidance. We 
should like to discuss each one of these briefly. 


1From the New York Hospital-Westchester 
Division, White Plains, New ‘York. 
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Clinical testing is the one field that every- 
one feels that he understands rather well. 
All you have to do is to call in a psychologist. 
He does a psychometric and he tells you 
what the I. Q. of the patient is. And it is 
easy to see why people think that way since 
the original contribution of the clinical psy- 
chologist was in the field of psychometrics. 
However, in the last few years psychology 
has advanced a great deal, especially in the 
field of. qualitative testing where we are 
concerned with not only how much mental 
capacity the patient has, but with the pa- 
tient’s psychological structure. Tests like 
the Rorschach and the Minnesota Multi- 
phasic when properly used give the physician 
valuable insight into the dynamics of the 
patient’s personality. 

It should be emphasized, however, that 
there are no specific tests thet are good for 


-every situation. If the psychiatrist will tell 


the psychologist what he wants to find out, 
the psychologist can then decide which out 


_ of his battery of many tests are best suited 


to achieve this. This decisior requires good 
clinical judgment on the part of the psy- 
chologist. It cannot be done by a mere 
novice. Then, too, this testing should be 
carried out at the very earliest possible time, 
when the psychiatrist is formulating his 
understanding of the patient. Frequently, 
as the case develops, further tests are in- 
dicated and the psychologist should then be 
called in again to see what he can offer. In. 
order to do this the physician and psycholo- 
gist must work together very closely. Both 
of them must approach each other with 
mutual confidence and understanding. Al- 
though there should be formal reports of the 
findings of these objective tests, the contacts 

should not be limited only. to these, for in 
his informal interpretation and discussion 
the psychologist can get a better idea of the 
psychiatrist’s problems and at the same time 
can give the latter a better understanding 
and analysis of his findings. It is, of course, 
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true that the use of psychological tests be- 
-yond their original psychometric function is 
a relatively new development in psychology, 
but it is a contribution that is a very real 
one and our knowledge in this field is ex- 
panding greatly. 

Although these tests offer an objective ap- 
proach *o emotional problems, let us have no 
illusions about anybody being able to use 
these tests mechanically. Just like any other 
laboratcry findings a skilled interpretation 
demands a skilled interpreter. A too me- 
chanical approach to these procedures has 
resulted in a great deal of difficulty, and yet 
it is just what we should expect when these 
tests are used by unskilled workers. Even 
in the field of psychometrics, which are per- 
haps as objective as any of our available 
tests, we very often find serious errors due 
to this type of approach. May we give as an 
example a recent patient at this hospital? 

This patient had been tested since early 
childhood and the psychometric findings 
had numerically indicated that he was men- 
tally deacient. All through his youth and 
adolescence he was treated as a mental defi- 
cient and was sent to schools especially 
prepared to handle such problems. Fre- 
quently throughout this period he was tested 
and the original findings were confirmed. 
When he arrived at this hospital at the age 
of about 24, we tested him and found that 
while it was true that his I. Q., insofar as 
score was concerned, indicated mental re- 
tardation, yet, he at no time had been men- 
tally deficient. In fact, he probably ori- 
ginally had a high level of intelligence. His 
low score, even in early childhood, was due 
to the fact that some disease process was in- 
terierine with his proper functioning, in 
this case probably early schizophrenia, for 
at this time, here, he showed clearly that he 
hac this disease. 

Now how did we know from our tests 
that he has not been mentally retarded and 
was ‘in fact probably suffering from schizo- 
phrenia? We found this out by an analysis 
of the eleven subtests which compose the 
Wechsle--Bellevue Intelligence’ Scale. On 
the block design sub-test, which is an excel- 
lent measure by itself of non-verbal intelli- 
gence, he showed a response that we expect 
in people of average intelligence. His per- 
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formance on general information, similarities 
(logical character of his thinking process), 
and on picture completion is average, while 
his vocabulary is above average—all this in 
spite of the fact that he was at that time 
mentally ill. No mentally retarded person 
could show these abilities at the levels indi- 
cated by these tests. Nor could he have 
acquired these abilities as he grew older. 
Experience has shown that if he did not 
have them as a child he would not have them 
as an adult. He did fall down in his compre- 
hension test (which measures practical judg- 
ment in concrete situations), digit symbol 
tests (which measure keenness of percep- 
tion and sensorimotor speed, arithmetical. 
reasoning and digit span (both of which, 
among other things, measure the ability to 
concentrate). So that although the total 
score, which is 78, might by itself indicate 
a deficient intelligence, the analysis of com- 
ponents which make up this total score 
showed that he can do certain things well 
which a mentally deficient person could not 
do. He showed losses in practical judgment 
in concrete situations and ability to concen- 
trate, which we would expect to find in a 
schizophrenic patient. We must caution at 
this point that on the basis of just these facts 
alone, we would certainly hesitate to make a 
specific diagnosis ; however, this information 
in conjunction with other material avail- 
able, both from the clinical findings of the 
psychiatrist and other tests, confirmed the 
diagnostic inference of schizophrenia. This 
is an example of a so-called intelligence test 
that when analyzed not only gives the 
mental level at the time, but gives us some 
qualitative information. This boy who really 
needed psychiatric attention early in life was 
thrown in with a group of mentally deficients 
and his basic problems, which demanded 
treatment, were ignored. 

The second area we mentioned, that of re- 
search, is one in which the psychologist 
can be of particular value. It should be re- 
membered that during his graduate work 
much stress has been placed upon research. 
In order for him to get his doctor of phi- 
losophy degree, he must present a fairly ade- 
quate thesis representing some original work. 
All through his training objective method- 
ology has been constantly emphasized. In. 


ay 
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addition, he is particularly well suited to 
working in the psychiatric field because his 
orientation is such that he has an under- 
standing of functional disorders and at the 
same time is trained in applying objective 
techniques to them. Many people in the 
research field find it very hard to under- 
stand diseases that show no demonstrable 
pathology. They are too accustomed to deal- 
ing with things they can specifically measure 
so that when they begin to work in the 
field of psychological disturbances, they are 
quite at a loss; in fact, many of. them show 
an active resistance and antagonism to work- 
ing with psychiatrists. A psychologist has, 
by virtue of his training, a better under- 
standing of the problems faced by the psy- 
chiatrist ; in fact, he often faces different as- 
pects of the same problems. We feel that the 
psychologist can very well be one of the cen- 
ters of research in psychiatric hospitals. He 
should, of course, be very careful when car- 
rying out his research to remember the 
basic function of the hospital, namely, that 
of treating patients and getting them well, 
and he should be equally aware of the dan- 
gers of disturbing a patient so that much of 
the therapeutic work done by the psychia- 
trist is not disrupted. 

But these are things he can readily under- 
stand and appreciate. Here, again, close 
cooperation between the two can achieve a 
great deal. Both of’them have so much to 
contribute: the psychologist, his objective 
methodologies; the psychiatrist, his great 
understanding of the clinical problems he 
constantly faces. Collaborating with psychia- 
trists can help the psychologist avoid some 
of the errors that men make when they be- 
come involved in problems outside of their 
own specific training. 

Just one word of caution! May we empha- 
size at this time that above all we must never 
give the patient the feeling that he is being 
used as an experimental guinea pig. It is 
always easier to tell him that we are giving 
him a test rather than to tell him that he is 
the subject of an experiment. Very few 


- people can accept this latter. We must empha- 


size, too, that whenever one is using a pa- 
tient for any such test or study the doctor 
treating that patient should be consulted and 


fully advised as to what is being done. No 
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patient should be worked with unless his 
physician fully approves. This facilitates 
the work of the ‘experimenter and at the 
same time avoids the possibility of creating 
an emotional upset in the pattent. 

A new approach being used at the New 
York Hospital, Westchester Divisicn, is giv- 
ing those patients that need it vocational, 
avocational and educational guidance. We 
all know that what the patient does after he 
leaves the hospital is extremely important to 
ensure that the good achieved by the hospital 
is not lost. Vocational guidance is very valu- 
able for the well person because doing the 
type of work that is best suited to ane’s per- 
sonality and abilities is helpful in maintain- 
ing a happy, well-balanced individual. It is 
even more important for people who have 
emotional problems to be placed in the 
right type of work. In addition, we com- 
monly see people who, due to changes in 
their family situation, such as children grow- 
ing up and lessened responsibilities, suddenly 
find that they have very little to do them- 
selves, They may not have an economic 
problem that makes vocational guidance as 
such economically important, but they cer- 
tainly do have an avocational problem. The 
development of hobbies so that spare time 
can be properly utilized, especially when 
spare time means practically the entire day, 
is an essential function to which the psychol- 
ogist can make a sound contribution. This 
problem develops a bit when we realize 
that many women are not accustomed to 
doing things alone and like activities in 
which their husbands can joir. them. In that 
case, we may find that we should call the 
husband in and‘ give him some avocational 
guidance. Thai, in fact, is what we have 
begun to do and have found that it is being 
well received. 

Then there is the problem for the younger 
people of determining what type of educa- 
tional program they need. Here, again, we 
must take into account their ilness, and here 
the psychologist—as always in the mental 
hospital—works very closely with the treat- 
ing physician in working out the educational 
and ultimately the vocational future of the 
patient. 

This field of vocational, evocational and 
educational guidance has been greatly neg- 
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lected in psychiatric hospitals, and it is one 
that we at the New York Hospital feel is 
quite important. Incidentally, we should add 
tha: the patients themselves are very re- 
ceptive to it and we have found them coopera- 
tive anc grateful for any help we can give 
them. It certainly makes them feel better 
prepared to face the outside world after a 
period of hospitalization. ) 

Here, again, the psychologist can bring 
to bear objective techniques in the measure- 
ment of aptitudes, interests, learning ability, 
educational achievement, etc., that are very 
. valuable. However, these test techniques are 
only a part of the story. The psychologist 
must have a good understanding of vocations. 
He must have a thorough-going knowledge 
of our educational system and what the dif- 
ferent schools have to offer. Above all, he 
must have good common sense so that he 
can properly integrate these various fields of 
knowledge and come out with a coherent 
and practical program. A library of voca- 
tional and educational information is essen- 
tial in order to carry out this job properly. 
In addition, special testing equipment is 
. necessary which ordinarily is not available 
in a psychiatric hospital. 


May we emphasize that special training is - 


required to carry out this work properly; 
the fact that one is a psychologist does not 
necessarily mean that he has this special 
training. 

The fourth function is the training func- 
tion. In order for the psychiatrist and the 
various other members of the staff to prop- 
erly utilize the psychologist’s findings, they 
should have an understanding of what these 
tests are and what they can and cannot do. 
This type of information cannot be picked 
up casually. It requires a definite program 
of training which should be carried out by 
the psychology department. This can be done 
by a series of lectures and demonstrations. 

Incidentally, this instruction should not be 
limited ta the physicians, but can very well 
be extended to include the nurses, the social 
workers and other personnel who are ex- 
pected to Handle the patient on a professional 
level. 

In addition, the psychology department 
should always be training new psychologists 
by carrying on an active intern program. 
These interns can be very useful to the hospi- 
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tal in that they can do some of the routine 
work. of the department and at the same 
time they can be trained so that they can go 
out into the field and make their contribution 
with real practical knowledge, not only 
academic theory. 

Obviously, just any psychologist cannot 
carry out the type of program outlined 
above. It requires a well-trained and ca- 
pable person. To attract this type of per- 
sonnel the hospital must compete with the 
universities, with industry and with public 
agencies. Up to now they have done this 
unsuccessfully, and for the most part the 
well-trained psychologist has not come to 
the mental hospital. Why? For one reason, 
the salary level has, generaily speaking, been 
totally inadequate. It has attracted people 
who have come with a minimum of graduate 
training. Then, too, in most hospitals a psy- 
chologist has done merely a routine job. — 

If the hospital is going to attract the right 
type of personnel, they must pay well and 
they must give the psychologist proper status 
in the hospital. Since he works in so many 
areas and serves the hospital as a whole, it 
is my opinion that the psychologist should 
work directly under the medical director or 
his representative. The medical director in 
his position of responsibility has the over-all 
view of the hospital’s needs and he, better 
than any other member of the staff, is quali- 
fied to set the policy of such a department. 

One other point that should be brought 
out at this time is: how large should the 
staff of the psychology department be? 
Well, for a hospital of about 300 patients, a 
chief psychologist, an assistant psychologist 
and two interns can very well, in my opinion, 
carry the load. With such a staff it would be 
possible to test every patient coming into 
the hospital, in addition to performing the 


other duties we have mentioned. 


In conclusion, let us say that as we see it 
the psychologist is there to help the phy- 
sician, who is treating the patient, more 
successfully to treat that patient. The psy- 
chologist performs a service. This he can 
do best when working in close liaison with 
the physician. It must be an atmosphere 
of mutual cooperation, confidence and re- 
spect. That, coupled with an understanding 
of each other’s problems, we think is the 
answer. 
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PHYSICAL SIGNS IN SCHIZOPHRENIA 
THEOPHIL KLINGMANN, M.D., Ann Arsor, Micu. 


The purpose of this paper is.to discuss 
some of the physical signs frequently seen 
in schizophrenia, and to call attention to the 
rather constant sign which is seldom, if 
ever, mentioned in the literature, but which, 
in our opinion, is of diagnostic value in 
distinguishing the catatonic type. This type 
is, of course, of common occurrence, but is 
not always readily diagnosed in the early 
stages. 

The physical characteristics of schizo- 
phrenia in general may be classified as 
developmental, endocrine, autonomic, meta- 
bolic, and those which arise from distur- 
bances in the central nervous system. The 
following rather comprehensive list of physi- 
cal signs occurring in schizophrenia has been 
gathered from a number of sources. Some 
of them are apparently of little importance, 
and occur rather infrequently, while others 
are seen commonly, and are helpful in diag- 
nosis. None is always present: 


A. Developmental 
I. Asthenic or asthenic-athletic habitus. 
2. Cardiac and circulatory aplasia. 


B. Endocrine 
I. Abnormal distribution of hair. 
2. Abnormalities in size and consistency of 
testes. 
3. Abnormalities in texture of hair and nails. 
- 4. Changes in the thyroid gland. 
C. Autonomic 
1. Sympathicotonic 
a. Vasomotor: 
(1) Spasm of radial arteries. 
(2) Cyanosis of hands and feet. 
(3) Hypothermia of hands and feet. 
(4) Dermographia. 
(5) Edemas. 
b. Excessive sweating, segmental : 
(1) Hands and feet (probably eee 
thetic). ' 
(2) Axillae (? sympathetic). 
c. Gastro-intestinal upsets and ‘constipation. 
b. Increased salivation. 
2. Vagotonic 
a. Pupillary disturbances; dilation, con- 
traction, irregularity, sluggish reac- 
. tions. 


l D. Metabolic 


1. Low B. M.R. 
2. Low blood pressure. 


the radial arteries. 


E. ' Central Nervous System Disturbances (pos- 
sibly ) 
I. Exaggerated tendon reflexes. 


2. Convulsive states. 

3. Disturbances of cutaneous sensibility (de- 
creased). 

4. Respiratory irregularities. 

5. Headache. 

6. Fever. 

7. Fibrillation of eyelids (catatonic stupor). 


F. Miscellaneous 
I. Association with tuberculosis. 
2. Ease of fatigue. 
3. Insomnia. 


While all four types of ‘alia have 
certain mental similarities, it is well known 
that there are certain special characteristics 
which set the catatonic type apart from the 
simple, hebephrenic and paranoid types. In 
a similar way the physical signs are nearly 
always seen in catatonic schizophrenia rather 
than in the other types. This is particularly 
true of the signs indicating autonomic im- 
balance. Cases of catatonic schizophrenia 
practically always show some of the above 
mentioned signs. In addition, we have no- 
ticed that while nearly all cf our cases of 
catatonic schizophrenia are of the asthenic 
body type, the simple, hebephrenic and para- 
noid types are frequently of the athletic, 
pyknic or dysplastic body type. 

We have been particularly interested in 
the vasomotor sympathicotonic group of signs 
which are seen in the extremities, namely 
hypothermia, excessive sweating and cyanosis 
of the hands and feet, and the sign to which 
we wish to call especial attention: spasm of 
This sign, of which we 
were able ta find no mention in the litera- 
ture, 1s very common in catatonic schizo- 
phrenia, being present in almost every in- 
stance in our series. It is also common in > 
anxiety states of the schizoid type, but is 
seldom seen in the other types of schizo- 
phrenia and probably rarely in other types 
of mental disturbance. : 

Spasm of the radial arteries as observed 
by uŝ' closely resembles that described in 
Raynaud’s Disease, and is apparently due 
to the same mechanism, t.e., hyperstimulation 
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of the sympathetic ganglia which send vaso- 
motor fibres to the region. The artery is 
definitely palpable in the usual place at the 
wrist, ard feels like a thick-walled elastic 
rubber izbe. It can frequently be rolled un- 
der the finger. In an older person this might 
be confused with arteriosclerosis, but since 
it is of significance chiefly in people under 
35 years of age, this gives little difficulty. In 
addition, the. spastic artery is not tortuous 
nor does it have any irregularities such as 
are caused by calcium plaques. - 

Such radial spasm is usually associated 
with the other signs of vasomotor spasm 
in tne extremities, that is hypothermia, ex- 
cessive localized sweating and cyanosis. It 
is, however, much more constantly present. 
The hands may be of good color and become 
warm at times especially if the patient is in 
a warm room, but the radial spasm seldom 
changes under such circumstances. After 
a period of hospitalization, as the mental 
symptoms begin to regress (as they so often 
do in catatonic schizophrenia), there is 
usually. = concomitant gradual relaxation of 
the radial arteries, and if the patient makes 
a recovery from his mental condition, the 
arteries may become quite soft. 

The value of this sign in the diagnosis 
of early mental disease is not difficult to see. 
A young person in a somewhat irrational, 
excited mental state frequently presents a 


problem for diagnosis. Although a descrip- 


tion of tne history of the patient’s former 
personality is usually helpful, at times it is 
not at all conclusive. In such cases, if the 
patient is of an asthenic or athletic habitus, 
and has spasm of the radial arteries, with 
or without cold, mcist, cyanotic hands and 
feet, there is considerable probability that 
it is a case of schizophrenia, and usually of 
the catatcnic type. 

Two case summaries follow, one a typical 
schizophrenia of catatonic’ type, and the 
other a rather severe anxiety state of the 
schizophrenic type. 

CASE 1—R. W. age 21, onset at age 13. Patient 
rather suddenly became agitated, excited and con- 
fused; refused to eat for a time. He was hospital- 
ized in verious places and his condition varied con- 
siderably. After four years he seemed quite im- 
proved, but a year later again became worse. When 


first seen ky us the patient seemed to be quite de- 
teriorated. He was partially irrational, rather 
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apathetic, and at times laughed and shouted for no 
particular reason, His reactions were very childish. 
Examination was difficult because of the patients 
lack of cooperation, but revealed the following: 
Patient was of asthenic body type, there was definite 
spasm of the radial arteries, the hands and feet were 
cold and moist, the finger and toenails were quite 
cyanotic; there was excessive perspiration in the 


axillae. Dermographia was present in slight degree., 


Heart rate was 50, with occasional extrasystole. 
B. P. was 112/80. The physical and neurological 
examinations were otherwise negative. 


Case 2—W. D., age 22, onset about one year be- 
fore admission. Patient began to worry about his 
health, heart, digestion, etc., and then became de- 
pressed. He is extremely shy in crowds -and does 
not make friends easily. He sleeps poorly. On ad- 
mission the patient was very apprehensive and 
afraid he was going to die. He was emotionally 
very unstable. Physical and neurological examina- 
tions revealed an asthenic body type, acne of the 
chest and back, B. P. 135/80. The radial arteries 
felt very rubbery, and the hands and feet were moist 
but not cold at the time of the examination. On 
another occasion the hands and feet were cold and 
somewhat cyanosed. There was excessive perspira- 
tion in the axillae. The examination was otherwise 
negative. The patient remained in the hospital 
about three weeks and then continued as an out- 
patient. When last heard from about a month after 
his discharge, he was feeling very well and had 
apparently recovered. He was diagnosed anxiety 
state, schizoid type. l 


= The following hypothesis is suggested in 
the hope that it may lead to further thought 
and experimentation bearing on the sign of 
radial spasm. 

In schizophrenia there is depression of 
the autonomic regulating center, and the 
remission of the disorder is produced by 
stimulating this center. This is very evident 
in the disappearance of the vascular spasm 
with recovery. It is possible that the sym- 
pathetic mechanisms resulting in vasospasm 
in the hands and feet also operate in the 
vessels of the brain, and this might be instru- 
mental in causing mental changes in schizo- 
phrenia. In line with this are rather rare 
cases of schizophrenia in which thrombosis 
of the lungs, brain and other organs has been 
observed. In addition, this hypothesis might 
explain the partial success seen in the vari- 
ous types of treatment for schizophrenia, 
such as production of aseptic meningitis, in- 
jection of sterile horse serum intraspinally, 


carbon dioxide and oxygen inhalations, 


metrazol shock, insulin shock and electro- 
shock, 


i 
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Of course we realize that many patients 
are observed in whom there is evidence of 
marked sympathetic hyperstimulation, result- 
ing in cold, moist, cyanotic extremities (for 
instance the group of neurocirculatory as- 
thenia patients described by Crile) in whom 
mental symptoms are limited to feelings of 
anxiety and mild agitation, and these patients 
are far from being schizophrenics. However 
this does not necessarily disprove our hy- 
pothesis, although it does make further ex- 
planation necessary. Apparently, if our hy- 
pothesis is correct, the brain is not always 
affected in the same degree as other parts of 
the body. We believe that the above theory is 
deserving of further thought and research. 


SUMMARY 


I. Physical signs in schizophrenia are 
listed and classified according to type. 

2. A sign of which ro previous mention 
has been found in the literature is de- 
scribed—spasm of the radial arteries. It is 
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very frequent in catatonic schizophrenia, and 
is of some diagnostic value. It is appar- 
ently related to the other signs of sym- 
pathicotonia seen in the hands and feet, but 
is more constant. 

3. It is suggested that similar vasospasm 
in the brain might cause organic changes 
resulting in schizophrenia, and the desira- 
bility for further studies along these lines is 
emphasized. 
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CEREBRAL LESION RESULTING IN SPATIAL DISORIENTATION * 


A. Z. PFEFFER, M. D, E. D. FRIEDMAN, M. D, ann S. BERNARD WORTIS, M. D. 
New York City ! 


The great advancés and increased interest 
in psychiatry and neurology in recent years 
have helped us to differentiate specific ele- 
ments in the so-called organic syndrome. 
Such cases always have evidences of organic 
disease which may be obscured by the ac- 
‘companying secondary psychiatric reaction. 

The following case report is offered as an 
illustration : 


History—M. H., a 45-year-old female, was ad- 
mitted to Bellevue Hospital, psychiatric division, 
December 8, 1045, because of confusion and 
depression. 

The patient’s present illness dated back to July 6, 
‘1945, when ‘she was delivered of a dead child (as a 
result of a placenta previa). She bled profusely 
prior to delivery, and following delivery her hemo- 
globin fell to 34%. The patient was given two 
transfusions and, except for a thrombophlebitis of 
the right leg, her post-partum course was unevent- 
ful. She was discharged from her local hospital 


July 23, 17 days after delivery. Twò weeks later — 


she began to have severe generalized headaches, 
accompani2d by transient. momentary flashes of un- 
formed bright lights. Vision was impaired. so that, 
for examp'e, she was able to see a clock, but could 
not see the numbers or the hands of the clock. Two 
years previously, while troning, she experienced a 
similar episode; she saw flashes of light and vision 


was impaired. This persisted for only a few. 


minutes ard did not recur until the present illness. 

When readmitted to her local hospital, her 
hemoglobin was 54%, NPN 49.5 mgms. percent, 
and the biood pressure 180/100 (in a week it went 
to 160/90}. There was a heavy deposit of albumin 
in the urine. The serum albumin was 3.24 grams 
and globulin was 1.4 grams. According to the 
patient, for the first three days of that hospital stay, 
she was totally blind; she was acutely disturbed 
and restraints were necessary. 

An ophthalmologist examined the patient one 
month after the onset of the visual changes and 
stated: “There is emptiness of the arteries and 
accentuation cf the reflexes in the fundi. There is 
enlargemert of the physiological cupping, No 
hemeorrhage or exudates. Temporary blindness may 
be attributed to anemia or chronic nephritis.” 


When the patient returned home, a month after 


the onset of the visual changes, she felt that ‘‘every- 
thing was strange”; she was lost in her own apart- 
ment. She did not know which way to turn to get 
from one room to another; on several occasions her 
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1 From the Psychiatric Division, Bellevue Hos- 
pital and New York University, College of Medicine. 
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husband found her in a room that she did not mean 
to enter. She stumbled into chairs and tables. She 
had difficulty sitting down in a chair; once she sat 
down on the floor while aiming to sit in'a chair. 
She has since learned to make certain the chair is 
behind her before sitting down. She once sat in 
the bathtub while attempting to sit on the nearby 
toilet. Her husband noticed that she would sit too 
far away from the dinner table and that she had 
difficulty in putting a cigarette into an ash tray. 

During all this period the patient was depressed. 
She felt that she had an incurable disease, that life 
was hopeless, and she cried easily. Prior to her 
admission to Bellevue Hospital, she was given five 
electric shock treatments with no apparent change 
in her depression or in her visual disturbances. Be- 
cause of the depression and “confusion” described 
above, the patient was sent to the psychiatric divi- 
sion with the diagnosis of “parergasic reaction.” 

Physical Examination—During her stay in Bel- 
levue Hospital she showed the following: The 
blood ‘pressure was 140/92. General medical status 
was otherwise normal. 

The pupils were round, regular and equal; they 
reacted well to light, directly and consensually, and 
to accommodation. The fundi showed no abnormal 
changes. Dr. Alfred Kestenbaum, of the visiting 
ophthalmology staff of Bellevue Hospital, evaluated 
the visual fields as indicated in Fig. 1. Only cen- 
tral: vision and the homonymous right upper quad- 
rants were intact. Optokinetic nystagmus was pres- 
ent in both lateral directions. The remaining 
cranial nerves were intact. 

There. was no motor weakness. The knee and 
ankle jerks were slightly more active on the right. 
Errors were occasionally made in the perception of 
numbers written on the feet; there was no dif- 
ference in comparison of the two sides. The sensory 
status was otherwise normal for light touch, posi- 
tion and vibration sense and pin-prick. Neuro- 
logical examination was otherwise normal. 

Spatial Orientation—As indicated above, there 
was marked impairment of the visual fields. The 
patient walked cautiously, especially downstairs, 
and she made use of the intact upper visual fields 
by gazing downward. She sat down on a’ chair 
very cautiously, feeling for the chair behind her 
before sitting down. This difficulty in sitting down 
was not due simply to the loss of vision in the 
lower fields, as evidenced by the following: the 
patient was made to stand behind a chair and then 
come around the chair to sit down, looking. at the 
chair until the final move of turning the head for- 
ward and sitting down. She was then told to close 
her eyes and sit down without guiding herself with 
her hands. When she came around the left side of 
the chair, she tended to sit on the floor on the 
right side of the chair; when she came around the 
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right side of the chair, she tended to sit on the 
floor on the left side of the chair. (This same test 
was tried with several normals. They were able 
to sit on the chair readily and accurately.) 

On one occasion the patient was asked to drew 
a floor plan of the bed arrangement in her own 
dormitory room. She had been in this room for a 
month. She was able to place her own bed and her 
neighbor’s bed accurately, but she was completely 
unable to locate any of the others, not even the 
bed of a patient she had frequently attended, and 
whose bed was directly opposite her own. She 
knew the patient’s name; she could visualize ker 
and describe her, but she had no idea where her 
bed was. 
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herself to various objects. She localized well the 
direction from which a voice came. There was no 
aphasia or apraxia. The patient is right-handed. 
Her brother and son are left-handed. 

Psychiatric Examination—At the time of ad- 
mission the patient was found to ke depressed. She 
cried readily and begged for help. She referred all 
of her difficulties to her inability to do her house- 
work and confusion. She was well oriented in time, 
place and person. Recent and remote memory were 
good. Calculations were performe:i well. She gave 
no evidence of delusions or hallucinations. She 
seemed justifiably depressed because of her disabil- 
ities. She assumed that she was insane and would 


be sent to a state hospital. 


` 


Fig, 1.—Visual fields by confrontation. Only central vision and the homonymous righ: upper quadrants: 
are intact. The shaded areas indicate the fields on retesting. 


She could not say whether the kitchen was on 
the right or left side of the dining room, although 
she had eaten approximately 90 meals there. 

She could not draw a floor, plan of the ward. 
She had no difficulty in indicating which direction 
she would have to go to get to various parts of 
the city. At times, there was a tendency to confuse 
the right and left side of her body. Aside from this 


there was no loss of body image.. She made many 


mistakes in rearranging in proper order from 
memory three objects that were placed in front of 
her. With the Kohs Blocks, she could do only the 
simplest designs and she did these with great 
hesitancy. There were no alexia, agraphia, acalculia 
or finger agnosia. There was no visual object 
agnosia or loss of visual imagery. She could visual- 
ize and describe accurately people’s faces, and ob- 
jects shown to her for a half minute. She had no 
difficulty in appreciating the relative distance from 


Later, when the nature of her illness was ex- 
plained to her and assurance given that she’ was 
not psychotic, she showed marked clearing of her re- 
active depression. 

Psychometrics—On the Bellevue-Wechsler adul: 
intelligence test, the patient attained a composite 
I. Q. of ror. The verbal I. Q. was 113 and the per- 
formance I. Q. was 90. Her conceptual reasoning 
was good as indicated by the high score on the 
reasoning test. She showed tremendous falling of 
of functioning in the areas of form perception. 
Thus, on the block design test she could do only 
the first and simplest design and could not do anv 
of the others. On the Wechsler memory scale she 
attained a memory quotient of 92. The impairment 
was in the area of visual recall. The disparity be- 
tween the I. Q. and memory quotient was not 
primarily indicative of a memory loss in the usual . 
sense, but rather was caused by the subject’s in- 

i , 
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ability to organize visual patterns. The patient’s 
difficulties with spatial relationships are indicated 
in Fig. 2. l 
Laboratory Data—The hemoglobin was 13.8 
grams, the red blood cells 4,620,000 per cu. mm. and 
the white blood ` cells- 6,400 per cu. mm, with a 
normal differential count. The urine had 30 white 
blood cells per high power feld and the specific 
gravity was 1.023. The blood Wassermann test was 
negative. Antero-pasterior and lateral X-ray views 
of the skul! were normal. The initial spinal fluid 
pressure was 32 mm. of water. Dynamics were 
normal. The fluid was clear and colorless. There 
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difficulties indicates that the optic nerves are 


_ not involved. The normal optokinetic nystag- 


mus speaks against a lesion of the middle 
or posterior parts of the optic radiations.. 
Therefore, the lesion must be within the 
first part of the optic radiations or more 
probably in the visual cortex (area 17 of 
Brodmann) involving the upper and lower 
lips on the right and thè upper lip on the 


left to account, for the three quadrant defect, 
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were two lymphocytes per cu. mm. The Pandy, 
Wassermann and colloidal gold reactions were 
negative. 

Electroencsphalography showed a slightly ab- 
normally slow record with a focus of diphasic spike 
seizure discharges and slow waves in the left 
parieto-occipital region, suggestive of localized 
brain damage in this area. 

Air encephalozraphy was attempted on two oc- 
casions and although each time 130 cc. of fluid were 
removed and 129 cc. of air injected, only an oc- 
casional sulcus was visualized. There was no filling 
of the ventricles. 


Commen!—The absence.of optic atrophy 
nine months after the onset of the visual 


although a lesion on only the left side along 
with an extinction phenomenon cannot be 
absolutely excluded. 

The spatial disorientation may be ex- 
plained by a lesion in the left occipital re-. 
gion (area 19 of Brodmann) or further for- 
ward in the parietal area. It is noted that 
the electroencephalogram showed changes 
indicative of localized brain damage in the 
left occipito-parietal area. The lesion was 
probably an ischemic infarct or hemorrhage 
consequent upon the severe anemia and 
hypertension. 

The patient’s difficulty with spatial orienta- 
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tion and right and left orientation accounted 
. for her confusion which was very likely the 
result of a focal cerebral lesion. Such a pa- 
tient with visual spatial agnosia, if not care- 
fully examined, might easily be mislabelled 
as having confusion of a more general nature 
occurring with diffuse brain involvement. 
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It would seem that because of the organic 
defect, one should not have subjected the 
patient to electric shock therapy.- The de- 
pression was a reaction to a distressing physi- 
cal disability and the depression decreased 
when the exact nature of the illness was 
made known to the patient. 


CONDITIONED RESPONSE TO FELLATIO 


A. C. CORNSWEET, Pu. D., Commanper, U.S.N.R., ann M. F. HAYES, M.D, 
Lr. COMMANDER, U.S. N.R. 


Ciifford Allen describes sexual oralism as 
“The obtaining of sexual pleasure from the 
application of the mouth to the sexual organ. 
‘It is a common perversion in both hetero- 
sexual and homosexual. ‘Whether the female 
does the azt to the male or the male to another 
male, the act is known as fellatio.” This 
paper is primarily concerned with sexual 

oralism iz: males. An attempt will be made 
~ to define the identifying features in the homo- 


sexual personality structure and to evaluate 


the “signe” that separate the true homosex- 
ual from one who confesses “urges,” but 
who experiences some degree of inhibition 
in.the expression of these urges. 


Approximately 200 male homosexuals. 


were seen and evaluated from a psychiatric 
and psychological point of view. The ages 
ranged from 18 to 30. The type of partici- 
pation in homosexual acts varied ; some were 
partial to sexual cralism, others had indulged 


in every form of homosexual perversion. 


The beginning of the homosexual trend was 
indicated by infantile sexual patterns, namely, 
masturbation during puberty. This act was 
later supplemented by mutual masturbation 
and as the individuals advanced through 
adolescence, they participated repeatedly in 
both the active and passive role in fellatio. 
Occasionally, they had attempted sodomy 
but it seemed to them “dirty,” “ 
“not nice.” Some had attempted normal 
sexuel intercourse but their satisfaction was 
incomplete and the experience frequently 
seemed to them disgusting. This feeling of 
disgust, however, was limited to women as 
sexual partners. Almost without exception 
these men revealed strong childhood attach- 
ments to their mothers or mother surrogates 
whick continued throughout adolescence and 
persisted into adult life. 

Frequently these men described feelings 
of empathy that attracted them to, other 
males. There are undoubtedly certain sec- 
ondary sexual characteristics which distin- 
guish the homosexual, and which are re- 
sponsible for this feeling. To them it is a 
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messy” or 


“spiritual” T but the, ionen 
gait, poise, timber of voice, facial appearance 
and clothes are certainly contributing factors 
in this psychic recognition. The esthetic in- 
terest which absorbs so many of these men 
is an additional bond that ties them to their 
own kind. 


The Bellevue-Wechsler test was used to 


. determine the intelligence of the group. With 


the exception of two mental deficients 
(I. Q.’s below 65) the entire group had 
I. Q.’s of go or above, which is the normal 
limit of average intelligence. The group con- 
tained no psychotic individuals and with the 
exception of the two mental deficients, were 
all men who were aware of their homosexual 
drives, able to appraise the universal dis- 
approval of their perversion but who never- 
theless made little or no attempt to channelize 
their sexual expression into normal paths. 
Questioning revealed a specific type of 
reaction which was common to those who 
were confirmed in the practice of sexual 
oralism. These homosexuals appeared to 
progress from a generalized to a specific and 
localized reaction. The homosexual who 
participates in oral practices in his forma- 
tive and adolescent years receives his sensa- 
tions throughout his’ entire body; during 
fellatio his penis is erect and an orgasm 
generally follows. The satisfaction from the 
act can be said to be “felt throughout his 
body,” and he receives satisfaction from the 
orgasm. As the oral pervert grows older 
there is a transition from this generalized 
reaction to one that is purely oral; during 
fellatio the penis is limp and orgasm occurs 
infrequently. His satisfaction no longer per- 
meates or innervates the body as a whole 
but seems to center in the region of the lips, 


“mouth and oropharynx. This definite local-' 


ization of sensation remains permanent with 
the confirmed fellator. It may be one of the 
reasons he is unable to alter the pattern of 
his sexual expression; however, it is one 
of the diagnostic “signs” that distinguishes 
the overt from the latent homosexual. The 
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following three typical cases illustrate the 
development of this specific reaction. 


J. J. was an 18-year-old white boy who had 
completed the sixth grade of school. He failed in 
several classes. Since school was too heavy a bur- 
den for his inadequate personality he was frequently 
truant. At the age of 14 he was apprehended for 
truancy and sent by the juvenile court to a well- 


known training school for four years. It was here 


that he began his homosexual practices. Although 
he infrequently attempted sodomy, he derived his 
greatest pleasure from fellatio. This practice in- 
creased in frequency as he grew older. He stated 
that originally he “felt good all over,’ but as his 
practice of fellatio continued there was the localiza- 
tion of sensation in his lips, mouth and throat. The 
fluid as well as the penis itself were exciting and 
satisfying and there was no other explanation for 
this feeling of pleasure. When he was released from 
the training school at the age of 18 he attempted 
sexual intercourse but considered it revolting, dis- 
satisfying and dirty. Consequently his homo- 
sexuality continued unabated. He tended to pick 
his partners by a certain feeling that possessed him 
about the “other fellow.” It was a “spiritual” at- 
traction that he was unable to explain. This youth 
had an I. Q. of 90, was dull in intelligence, re- 
stricted in judgment and lacking in insight. He was 
strongly attached to his mother, infantile and im- 
mature. He was not psychotic but was suggestible 
and had no insight into his situation. 


P: P., a.man of 25, was aggressive and domineer- 
ing. He had no psychopathic background in his 
early youth. He graduated from high school and 
attended pharmacy school but never completed it. 
He was above average in intelligence but lacked 
judgment. At the age of ro some other boys taught 
him to masturbate. At 12 he was practicing mutual 
masturbation regularly and had also attempted sod- 
omy but disliked it. At 14, he was “blown” and 
that appealed to him. He solicited these acts but 
it was not until the age of 17 that he rather hesi- 
tatingly attempted the rôle of fellator. Subsequently 
he acted as both the active and passive partner. 
Two years later, his homosexual acts became in- 
creasingly frequent and he was now more aggres- 
sive in his practices. He relates that it “gripped” 
him and that the sensation of “goodness” was now 
more localized than generalized. He also states that 
at times his penis was erect but at other times it 
was limp and he would be without orgasm. His 
specific desire for fellatio continued. He was not 
effeminate, but was interested in art and music. 
He appeared emotionally mature but the homosexual 
drive was compelling. He accepted it as part of 
his personality and rejected the possibility of any 
readjustment. This individual, also, presented a 
picture of strong maternal attachment which never 
diminished in intensity. There was no evidence of 
psychosis or any mental deterioration. 


W. B. was an extremely sensitive youth of 19 
who had been over-indulged and over-protected by 
his mother. He was an only child and his mother 
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catered to his whims. She attempted io pick his 
companions, and to keep him away from the “bad 
boys.” He completed high school, was above aver- 
age in intelligence, and his main interests were 
music and drawings. At the age of 15, he practiced 
mutual masturbation, and was tacght pedication by 
one of his friends. These practices continued for a 
period of one year when a close friend performed 
fellatio on him. After several such instances, the 
practice became reciprocal. He eventually became 
the sole performer of these acts end enjoyed them. 


He states that he experienced a “hungry” feeling in 


his mouth and:throat; he visualized the act and 
had to partake of the practice. Eis one experience 
at sexual interccurse was unsatisiactory and in- 
complete and he never attempted it again. This 
youth also stated that his sensation of satisfaction 
was localized. When he first began the practice it 
was agreeable all over his body, but later there was 
a transition to the oropharynx. 

This youth was not psychotic and made an at- 
tempt at some readjustment but whenever his de- 
sires were aroused he reverted to his homosexual 
practices. 


The latent homosexual’s reaction present 
an interesting contrast to the overt homo- 
sexual. He describes his satisfaction as more 
general than local and states that bisexual 
trends are’ not uncommon. ‘When he is 
drinking or under the influence of alcohol, 
however, the homosexual drive becomes 
manifestly greater and his generalized feel- 
ings of satisfaction are then more specifically 
localized. The following case history of a 
latent homosexual will serve to illustrate this 
point and demonstrate the transition from 
the latent to the overt expression of homo- . 
sexuality. 


W. L. was an effeminate, ineffectual youth of 24. 
On interview he appeared fearful, apprehensive and 
mildly dejected. He confessed to homosexual drives 
which he had begun to notice at the age of 15. He 
had completed the roth grade of school and had 
average intelligence. He had no special interests 
and while at high school participated in no sports 
or extra-curricular activities. His occupation had 
been farming at which he had worked intermittently, 
but even that was not sustained. He began mastur- 
bating at 14, and at 15 indulged in the act with 
others. When he was 16, he permitted sodomy to bz 
performed on him but the experience had little ap- 
peal for him. He had also allowed fellatio to be 
practiced on him on several occasions and found 
that it stimulated him. However, he suffered con- 
flict over his homosexual drives and states that he 
married hoping to lessen these tendencies. He en- 
joyed sexual intercourse with his wife, did not 
practice cunnilingus and for a short time made a 
fair heterosexual adjustment. However at the end 
of 6 months, his interest in his wife lagged. He 
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began vis:ting -various bars, drinking heavily and 
participated in fellatio both as an active and passive 
partner. Drinking released his latent homosexual 
drive, he divorced his wife and continued his ac- 
tivities around the bars. Sometime later he de- 
veloped a “crush” on another young woman and 
after a quick courtship remarried. Once more, he 
hoped for a normal way of life but again in a short 
time, tirec ard drinking, his inhibitions were re- 
leased. The subject stated that he received some 
satisfaction from sexual contacts with women but 
there was gradual shifting of his desires to oral 
sexualism. His homosexual urges invariably mani- 
fested themselves after alcoholic stimulation. He 
also noted that his sensation of satisfaction was in- 
creasingly oral. In the years to follow his trend will 
undoubtedly become completely overt. 

This men had some mild psychosomatic com- 
plaints but never to the degree that medication was 
necessary. He was not an explosive or spontaneous 
personality; nor was he psychotic in any degree. 
He had limited judgment and no mature reasoning 
ability. This case is typical of the latent homo- 
sexual who makes the gradual transition to the 
more active, overt pervert. The drive had always 
been present and with the proper stimulation ex- 
pressed itself. 


In the foregoing pages it has been noted 
that the sensation of the true homosexual, 
who is active in fellatio, emerges rather 
gradually from a state of generalized well- 
being to a localization of these sensations. 
This localization of sexual satisfaction may 
be a reversion to infantile behavior. The 
baby derives its pleasure from suckling at 
its mother’s breast or the nipple of a bottle 
and -there is a stimulation of the oral 
erogenous zone. The gratification of the 
child must be oral originally but eventually 
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it becomes generalized. With the homosex- 
ual the process is reversed. The generalized 
feeling becomes eventually localized in the 
region of the oropharynx. It cannot defi- 
nitely be stated what causes this. It may 
be surmised behavioristically that the child 
learns to feed at its mother’s breast, then at 
the bottle, and eventually feeds itself but that 
there are still present certain dormant proc- 
esses that the individual originally learned. 
These are later released to indicate them- 
selves in oral eroticism. 

In the latent homosexual conflicts may 
still exist but he is in a period of transition 
that leads toward the overt expression of his 
tendencies. The overt homosexual admits 
the existence of his problem and accepts it. 
The overt homosexual who indulges fre- 
quently in fellatio feels a localization of 


‘sensation. This localization of sensation may 


be useful in distinguishing the true fellator 
from the malingerer who apes homosexuality 
but does not have the knowledge to describe 
the same localized sensations found in the 
true homosexual. 

It is also interesting to speculate whether 
or not the female fellator’s satisfaction -in 
the act comes from this same localized sensa- 
tion of pleasure. If so, it may be, that the 
male fellator’s continued practice of the per- 
version is because of a confirmed addiction 
to this type of stimulation, which the male 
can only obtain by homosexual relations, 
rather than because of an immutable attrac- 
tion to his own sex. 
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The routine use of psychiatric question- 
naires to aid in the sifting of military selec- 
tees became an accepted practice during the 
recent conflict. The questionnaires (Fig. 1) 
used in this study were modifications and 
extensions of those we had previously used. 
An attempt was made to group, for, ready 
scanning, questions forming symptom-com- 
plexes and questions having a psychiatric 
inter-relationship. Over 20,000 selectees 
were given the questionnaire used in this 
study. The examiners also used in evaluating 
the selectee all available information such as: 
school records, work records, medical and 
social service reports. 

In Fig. r, the author, has tabulated the 
completed questionnaires of 1300 selectees. 
Columns I, IH, IV represent some of the 
selectees examined during February 1944; 
column II represents some of the selectees 
examined during June 1944. In columns I 
and II are selectees rejected for psychiatric 
reasons. (Those individuals rejected for 
mental deficiency or for failure to pass the 
pre-induction psychometric tests are not in- 
cluded in this series.) Column III contains 
selectees who passed the neuropsychiatric 
examination but were rejected for physical 
reasons other than neurological. Column IV 
lists accepted selectees. The questionnaire 
used in June was a modification of the form 
used during February 1944 (see Fig. 1). 

During February 1944 the induction sta- 
tion psychiatrists were evaluating selectees 
on the basis of “Mobilization Regulations 
1-9,” 1 as modified by a memorandum which 
stated that individuals predisposed to or 
suffering from psychoneurosis would be 
rejected. During this period the psychiatric 
rejection rate, excluding mental deficiency 
and those who failed their pre-induction 
psychometric tests, was approximately 20 
percent. The psychiatric criteria by which 
selectees were examined in June 1944 were 
modified by Technical Bulletin Med. 33, 
April 1944 which stated that only individ- 


1 Standards of Physical Examination During 
Mobilization. 


uals suffering in the past and/or present 
from a personality disorder, partially or com- 
pletely incapacitating, would be rejected. 
During this period the psychiétric rejection 
rate was less than 10 percent. It should be 
noted that about the beginning of June 1944, 
Selective Service directives modified induc- 
tion policies so that fewer individuals over 
the age of 26 years were examined. | 
Under each column heading opposite each 
question is listeé the percentage of individ- 
uals in each group who answered these 
questions in the affirmative with the excep- 
tion of questions 15 and 16. The percentages 
shown for questions 15 and 16 are for those 
who answered in the negative. The fol- 
lowing is an analysis of the replies to the 
questions, with particular emphasis on such 
details as the author feels significant: 
Questions 7 and 2 referring to the selec- 
tee’s family were not given specific weight 
by the examiner except as a part of the 


general picture. Where there was a question 


of possible congenital predisposition such 
as in epilepsy, migraine, etc., the item was 
given further attention. Heart trouble, rheu- 
matism, weak spells, etc., in parents were 
often considered by the selectee as of the 
nature of a nervous breakdown. Psycho- 
neurotics and psychopaths frequently gave 
a history of familial nervous trouble(r) ; 
the nature of their complain-s or ailments 
frequently paralleling those of their parents, 
Selectees coming from broken families were 
considered definitely greater risks{2) than 
those coming from a stable, secure parental 
environment. . 

Question 3: Discharges from the National 
Guard or the. Civilian Conservation Corps 
were frequently listed as military discharges. 

Question 4: The selectee’s evaluation of 
his health frequently varied directly with his 
eagerness or antipathy to entering the mili- 
tary service. Those individuals who con- 
sidered their health bad answered most of 
the questions in the affirmative. (In column 
II, those that did not answer this question 
were not pressed for an answer.) 
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Question 5: Affirmative answers fre- 
quently meant a routine physical examina- 
tion or check-up. 

Question 6: Mild upper respiratory in- 
fectians were the basis for many affirmative 
‘replies. Frequently individuals who gave 
afirmative answers were found by further 
oral questioning to have actually lost little 
time from work, e.g., some “played” sick 
to the limit of their sick leave allowance. 

Question 7: An affirmative answer was 
frequently of little significance. Often the 
selectee would try to impress the examiner 
with his nervousness-by asking him to look 
at the trembling of his out-stretched, fingers. 
Hyperthyroidism was a rare finding. 

Question 8: This question for many sé- 
lectees indicated their optimum level of adap- 
tation. Fer example, selectees frequently 
mentioned being too nervous to stand the 
noise and labor of the shipyards and having 
to return ta their farms. Some, it was found 
on careful questioning, who answered this 
‘question in the affirmative actually returned 
to their farms solely to “make a crop.” 

Question 9: Selectees frequently misinter- 
preted this question and listed hospitaliza- 
tion for organic conditions. They would 
_ mention vague ailments such as back trouble, 
kidney trouble, arthritis, weakness, trem- 
bling, etc., as having been nervous break- 
downs. 

Question 10: Some patients checked 
“monthly,” though they never became drunk, 
because this was the least frequent of the 
possible answers. 
put in the revised questionnaire, column II.) 

Question II: Positive answers often 
referred to arrests for traffic violations. 
Frequent traffic violations and “accident- 
proneness” were considered significant. In- 
dividuals waose police record. consisted of 
arrests for fighting, 1f not complicated with 
alcoholism, were often accepted, if their 
work record was satisfactory. A high pro- 
portion of these seemed to make a satisfac- 
tory adjustment in such adventurous branches 
as paratroopers, rangers, marines, etc. Occa- 


sionally, an individual was found who listed- 


numercus arrests, yet a check of police rec- 
‘ords ard a social service check-up failed to 
substantiate his statements. 

Question 13: Those employed in the con- 


(A space “not at all” was: 
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struction field often listed frequent changes 
of jobs; therefore, positive answers were 
considered significant only where the selec- 
tee had frequent difficulty with his em- 
ployers or fellow-workers or was unable to 
give a satisfactory explanation for. frequently 
changing jobs. Emotional instability, para- 
noid traits, and alcoholism were among the 
personality disturbances that often led to 
frequent changing of jobs. 

Question 14: Drug addiction was admitted 
to but rarely. Occasionally individuals listed 
the taking of aspirin or a patent medicine as 
the taking of dope. 

Question 15: This question was occasion- 
ally answered in the negative by individuals 
who were already married. The answer was - 
always evaluated in conjunction with those 
to questions 16 to 20. 

Question 19: Probably 95 percent of the 
positive answers to this question were based 


f 


` on the fact that the individual thought he 


sometimes heard his name called. 

Question 20: Occasionally positive an- 
swers referred to an attempt of a draft board 
to get the selectee into the military service. 
Husbands separated from their wives fre- 
quently blamed their, wives or in-laws as 
being responsible for their having been called 
for induction. 

Question 21: Only four of the neuropsy- 
chiatric rejections (column 1) were for epi- 
lepsy. Most of the positive answers referred 
to “blind spells” or “blind staggers” or 
faintness when, the selectee sat up suddenly, 
saw blood or an accident, or became over- 
heated. Farm workers frequently offered 
complaints of “blind staggers” or “blackout 
spells.” These complaints may be due in 
part to strenuous work in hot weather ac- 
companied by excessive perspiration and 
chloride loss, or vasomotor instability with 
mild, transitory lowering of the blood pres- 
sure. The factor of transitory hypoglycemia 
as well as a carotid sinus reflex was con- 
sidered. l 

Question 22: A study of those answering 


‘this question in the affirmative revealed that . 


63 percent of those in column I, giving a 
history of head injury, also complained of 
headache. In column ITI, 58 percent of those 
with a history of head injury complained 
of headache and in column IV, 56 percent. 
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Question 22A reveals the percentage of 
those in column II who gave a history of 
unconsciousness of a half hour duration 
or more. 

Question 23: Those who complained of 
poor vision or weak eyes, in the absence of a 
refractive error, had their history checked 
for previous manifestations of hysteria. Con- 
tracted visual fields, with or without color 
reversal were sometimes found. ‘Some selec- 
tees gave a history of occasional loss of 
hearing. This, as well as difficulty in speak- 
ing, often was only an accompaniment of an 
upper-respiratory infection. 

Question 24: An individual frequently 
considered himself as having been paralyzed 
= when at one time he had suffered a fracture 
or traumatic injury of an extremity. 


Question 25: Seven selectees (column I); 


were rejected for enuresis persisting to the 
time of the examination. Not infrequently 
seiectees would falsely claim persistent enu- 
resis. This was especially true of individuals 
in whom enuresis had persisted to a late age. 
The delayed development of sphincter con- 
trol was usually considered the result of 
anxiety in early childhood resulting from 
a hostile environment. The subsequent emo- 
tional immaturity often was manifested by 
varying degrees of psychoneurosis or psy- 
chopathic personality. 

Question 26: About 2 percent of the 
selectees complained of sleep walking oc- 
curring at least once every three months, 
persisting to the time of the examination. 

After tabulating the June selectees listed 
in Fig. 1, a tabulation was made of the 
next 100 selectees giving a history of som- 
nambulism. Their age at the time of. the 
examination and the age at which their sleep 
walking stopped were noted. The earliest at 
which somnambulism stopped was the age 
of 6 years. Twenty-one stopped before the 
age of 13 years. Twenty-five stopped be- 
tween the ages of 13 and 18 years. Tweénty- 
six stopped between the ages of 18 and 37 
years. Twenty-eight professed to somnam- 
bulistic episodes at least once within the 
past three months at the time of the interview. 

Question 27: Stuttering was compara- 
tively rare and was usually considered due 
to anxiety. Some individuals with extreme 
stuttering and stammering were able to speak 
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freely and easily after the intravenous in- 
jection of a few cc’s of scdium amytal. In 
these individuals, the defect was considered ` 
as being due to anxiety. 

Question 28: Persistent finger nail biting 
was a frequent finding, so mtch so, that the 
writer, soon after completing the first part 
of this series, listed the nex: 100 consecu- 
tive cases of nail biting seen during Feb- | 
ruary 1944. In this special group, the rejec- 
tion rate for those in the group who had 
bitten their nails, but had stoppec, was 16 
percent; and for those in the group who 
still did, 33 percent. Of th:s hundred, 63 
were still biting their finger nails. In June 
1944, over 90 percent of those with a history 
of finger nail biting, past or present, were 
accepted. 

Question 29: A positive answer to this 
question was not considered sericus unless 
the nightmares were frequent, had a tendency 
to seriously interfere with the selectee’s sleep, 
or indicated the presence of a fear incom- 
patible with military service, e.g., a fear of 
firearms, homosexuality, etc. 

Question 30: The intensity of the pain 
complained of and its site varied consider- 
ably. About 35 percent of zhose complain- 
ing of pain in their chest located the pain 
in the left nipple region. I did net consider 
pain at this site as:pathognomonic of neuro- 
circulatory asthenia, as have some writers. 
- Those answering questions 30 to 36 in the 
affrmative fell into several groups, chiefly 
those with organic disease and those with 
psychoneurosis anxiety (anxiety reaction or 
hysteria). In this last group where anxiety 
was a prominent symptom, it was usually 
accompanied by an elevated systolic blood 
pressure and tachycardia. 

There was one group of individuals who 
displayed no objective evidence of anxiety, 
had a normal blood pressure and pulse rate, 
yet answered most, if noz all, the questions 
30 to 36 in the affirmative. In a number cf 
these individuals, it was noted that a mottled 
erythemia (flush) appeared over the selec- 
tee’s upper chest and shoulders while he 
was talking to the examiner. Within a pe- 
riod of seconds this ervthemia frequently 
became confluent, and after a minute or two 
disappeared. They were considered to have 


84 | THE SELECTEE AND HIS COMPLAINTS 


a vasomotor instability or vegetative imbal- 
ance accompanying periods of anxiety. 
Question 32: Most of the answers re- 
ceived were similar to those for question 21 
which referred to fainting spells. Those who 


complained of dizzy or “blackout spells? or . 


“blind staggers” often stated that they also 
suffered from “torn up nerves” and “weak 
trembles.” 

Question 35: An affirmative answer was 
not considered significant unless accompanied 
by other evidence of an anxiety reaction, or 
the perspiration was so excessive as to cause 
sogginess and maceration of the skin; for 
example, the soles of the feet. 

Question 37: The complaint of stomach 
trouble frequently referred to occasional 
dyspepsia. Those individuals complaining of 
stomach trouble, or stomach ulcers, who pre- 
sented satisfactory documentary evidence of 
this condition as proving incapacitating or 
X-ray evidence of pathology were rejected. 
In the absence of documentary proof, those 
individuals whose histories were suggestive 
of peptic ulcer were given a GI series. About 
20 percert of those X-rayed proved posi- 
tive for peptic ulcers. In column I, 12 per- 
cent of taose who complained of stomach 
trouble also said they suffered from stomach 
ulcers; in cclumn ITI it was 6 percent and 
in column IV it was 6 percent. Those selec- 
tees with a history of undue pre-occupation 
with their GI tracts, such as a marked fadism 
in foods, a long history of rigid dieting or 
frequent medical care, were usually rejected. 

Question 40: Selectees answering this 
question in the affirmative had stool and 
proctological examinations. If these were 
negative, they were accepted unless the his- 
tory was indicative of idiopathic ulcerative 
colitis. , 

Questicn 41: Headaches were evaluated 
on the basis of etiology and degree of dis- 
ability. If not disabling nor likely to prove 
so, the individual was accepted. Individuals 
complaining of headache, who had a his- 


tory of skull fracture, or a loss of conscious- 


ness of 3 Lours or more following an injury, 
etc., wete carefully checked neurologically, 
by laboratory, X-ray and psychological tests. 
© Question 44: In the absence of a signifi- 
cant personality defect or X-ray findings, 
back pain was evaluated on the basis of 


‘rare diagriosis. 


[July 


history, physical, neurological findings, and 
laboratory tests were indicated. 
Question 45: An affirmative answer usu- 


ally meant that the’ selectee felt he worried 


too much or needlessly. Frank, incapacitat- 
ing phobias were rarely elicited. 
Question 47: The diagnosis of a cyclothy- 
mic personality was infrequently made. 
“Manic-depressive psychosis” was a very 
Those individuals whose 
personality defects had schizophrenic color- 
ing were considered schizoid or schizophrenic 
personalities. . 


DISCUSSION 


The answers of 1300 selectees to a psy- 
chiatric questionnaire revealed that the aver- 
age selectee offers numerous complaints, 
most of which in themselves are usually of 
no great significance. Often, in regard to 
the selectee’s state of health, they were more 
indicative of the condition ‘of his morale and 
functional well-being than of organic pa- 
thology. It is well recognized that no selec- 
tee should be accepted or rejected merely 
on the basis of his answers to a question- 
naire ;-one must evaluate the total personality. 
The questionnaire is merely a time saving 
device and not a diagnostic instrument. Tests 
of skill, education, intelligence, ability to 
learn, etc., should be similarly evaluated. 
If the questionnaire had been given to col- 
lege students as part of a classroom exercise, 
the answers probably could have been con- 
sidered quite reliable. It is altogether another 
matter when they are submitted to selectees 
who know that their future status will be 
partially determined on the basis of their 
answers. Procedures that to a certain ex- 
tent attempt to determine the acceptability 
of selectees by scoring their answers on a ` 
questionnaire are, in my opinion, fallacious. 

Although my study of these predisposing 
factors (insecure home life and persistent 
anxiety “neurotic traits” in childhood) are 
too incomplete at present for statistical 
analysis, they indicate that these factors were 
considerably higher in combat casualties than 
they were in these accepted selectees. That by 
no means indicates that the presence of pri- 


. mary behavior disorders in childhood pre- 


cludes a soldier from functioning satisfactor- 
ily in combat. I have had occasion to see 
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soldiers and marines who had performed well 
through several of the hardest campaigns in 
the Pacific Theater who gave histories of 
having had several primary behavior disor- 
ders (neurotic traits) in childhood, some per- 
sisting to the time of the interview. Yet, 
these individuals-exhibited no overt behavior 
defects such as would preclude their utiliza- 
tion in future combat. 

Although it is now generally recognized 
that any personality will break if placed 
under sufficient stress, nevertheless, those 
individuals whose pre-military history indi- 
cates the presence of a neurotic character 
are less likely to make an adjustment to and 
sustain the emotional demands of military 
service. For the most part, individuals who 
becarne psychiatric casualties after a few 
days of combat and were not, after a brief 
period of hospitalization, returnable to duty 
were individuals with severe personality de- 
fects prior to their induction into the mili- 
tary service. 

High morale? helped retain as military 


2 War morale has been considered “as synony- 
mous with the determination to achieve military 
victory over the national enemy” (3). It may be a 
plus or minus depending on the final sum which 
is secured by adding up such factors as: quality of 
leadership, military training, esprit de corps, ma- 


terial factors on the home front, the military situa- ` 


tion, creature comforts, disease, etc. . 

The individual soldier who exhibits a willingness 
to return to combat usually does so because of some 
knowledge of what he is fighting for (although his 
concepts may not be crystallized into high sounding 
phrases), a hatred of the enemy, a strong attach- 
_ment to his comrades and organization, a fear of 
his comrades’ scorn and social condemnation if he 
should “quit.” He has-an individual integrity which 
in part consists of a reluctance to “let down” his 
comrades, superiors and country. 

Those members of a military unit that have been 
separated for long from their friends and home and 
have repeatedly seen the ranks of their comrades 
thinned by death and injury, require more than 
esprit de corps, a brief rest and good food to return 
them psychologically prepared for combat. They 
must, as Mira(3) has pointed out, fear the con- 
sequences of defeat, hate the enemy leaders re- 
sponsible for the war, love the consequences of 
victory, and be supported by a civilian population 
who should approve the sacrifices that they them- 
selves are called upon to make. Deprivation, suf- 
fering and danger must be shared by all the people 
and authorities, and not just the fighting men. All 
must understand and approve the political and moral 
basis for the war. The forces leading him to combat 
must be stronger than those drawing him home. 


effectives both those with “normal” char- 
acter structures and those with “neurotic” 
characters. The average individual who 
broke down during combat did so because 
of an overwhelming hostile environment that 
isolated and threatened him with annihila- 
tion. The basic personality structure, morale, 
fatigue, disease, etc., all affected the thresh- 
old level at which the soldier broke, and the 
extent to which these were ccrrected deter- 
mined the readiness with which his symp- 
toms were cleared up. 

Current psychiatric opinion considers ma- 
lingering a rarity, and even. when diagnosed 
as such a form of psychopathy. Conscious 
exaggeration of symptoms (shrimshanker- 
ing) and lying were quite frequent among 
selectees. (When the individual adopted 
more than a weak, flimsy, ramshackle de- 
fense against the examiner, and formulated 
a carefully thought out, artful plan to evade 
the military service, I considered him a 
malingerer.) Although malingerers were 
rare, they were not unknown, nor did all 
of them fit into the usual criteria for psy- 
chopaths. An occasional ore was a so-called 
“pillar of society.” ° 

Some psychiatrists feel thet the selectees 
who voice numerous complaints should be 
rejected, as they consider them, ipso facto, 
a poor military risk. In many instances, this 


-merely indicates the state of zhe individual’s 


morale, and although poor morale is a seri- 
ous defect, it is often a labile characteristic 
and not necessarily a deep-rocted, permanent 
psychiatric defect. An induction psychiatrist 
should reflect more than sweetness and light ; 
some skepticism and group responsibility are 
healthy attributes. 

In the course of examining tens of thou- 
sands of selectees, the lack of knowledge on 
the part of many of them concerning in a 
broad sense the world abou: them and the 
reasons “why we fight,” exceeded my most 
pessimistic expectations. Many of these in- 
dividuals possessed but a meager education, 
and outside of their immediate community 
only limited social contacts and a narrow 


8 The psychoanalyst might hasten to point out 
that for every act on a “conscious” level, there is 


an even larger substratum of sub-conscious motiva- 


tion. I am not in disagreement with this viewpoint. 
What a malirgerer is, is a matter of definition. 
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cultural horizon. They had found during 
this war opportunities unparalleled in their 
experierce. Take the selectee who, instead 
of earning nine dollars a week on a farm, 
receives some sixty dollars a week as a 
rigger in the shipyards and is now enjoying 
such blessings as fow from security. This 
individual, at the same time, is about as 
familiar with quantum mechanics as he is 
with world politics and the deeper signifi- 
cance of current events. He feels little 
“group responsibility” ; therefore, the numer- 
ous complaints he voices at the induction 
station follow logically. To a certain extent 
his behavior is a “cultural norm.” All too 
often have I seen men receive congratula- 
tions when rejected and condolences when 
accepted. 

©- Too many soldiers were labeled “‘psycho- 
neurotic.” This was partially due to the 
nosology of the psychoneurosis which proved 
even mere deficient during the war than in 
time of peace. Goldstein(4) had advised, 
“we should not speak of war neuroses but 
of anxiety states and conversional states 
due to war situations.” Although our cul- 
ture has given rise to a high incidence of 
neurotic character structures (neurotic in- 
dividuals), it was shown to be inadvisable 
to consider situational maladjustment in a 
previously normal individual a “‘psychoneu- 
rosis.” Unless the soldier’s condition was 
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inerely the carry-over of a neurosis from 
civilian life, it might have been advisable to 
label him “military maladjustment” if he 
were to be medically discharged. Then, 
should a neurotic condition manifested in the 
military service continue to be present after 
returning to civilian life, on the basis of a 
long term view, he should be considered for 
the diagnosis of psychoneurosis. 


SUMMARY 


The incidence was given of complaints 
among certain groups of selectees as ascer- 
tained by the use of a psychiatric question- 
naire. A number of observations were made 
as to the significance of these complaints 
and their evaluation by the psychiatrist at 
an induction station. Morale as a prognostic 
factor is discussed, and in the less severe 
neurotic morale was considered the determin- 
ing factor as to suitability for military service. 
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PSYCHONEUROTICS IN COMBAT 
LT. COL. MARVIN R. PLESSET, M.C., A.U.S. 


Division Neuropsychiatrist, Infantry Division 


Psychiatry is undoubtedly a science, but 
not so exact a science as some other branches 
of medicine. To it cannot be applied Koch’s 
principles. Emotions, proper or improper, 
cannot be cultured, nor measured in diopters 
or millimeters. Emotions are considered as 
to kind and intensity, and measured quantita- 
tively by “a lot or a little,” “too much or not 
enough.” When these variables reach a cer- 
tain (?) intensity or lack thereof, a diagnosis 
of “psychoneurosis” may be made. Physi- 
cians, and laymen too, recognize psychoneu- 
rosis as a syndrome of emotional difficulties, 
but the word to each person may mean some- 
thing different. And even to psychiatrists 
whose stock in trade it is, its meaning is not 
exact—as for instance myopia or carcinoma, 
diabetes or scarlet fever. 

In the army a psychiatrist cannot be con- 
cerned with theory or semantics. A soldier 
is either a psychoneurotic or he isn’t. He 
is either mildly, moderately or severely so; 
- and he is so described. But before complet- 
ing the diagnosis, the psychiatrist must con- 
sider whether or no the soldier is fit for com- 
bat, or for overseas duty, or for any duty; 
and having determined this (with or without 
the aid of a crystal ball) he applies the 
proper description of intensity—‘mild” being 
usually fit for any duty and “severe” usually 
fit for no duty. It is apparent that the psy- 
chiatrist must first make a prediction as to 
the soldier’s future adjustment and then 
make a diagnosis suitable to that prediction. 
The psychiatrist must also bear in mind the 
state of the nation’s and the army’s man- 
power situation as reflected by medical direc- 
tives, the tenor of which may change fre- 
quently from “Al neurotics must stay in the 
army” to “All of them must be forthwith 
discharged.” In theory present attitudes lie 
somewhere between. 

It is indeed unfortunate that neurosis is 
not black or white, and that there are in- 
numerable shades of gray. In these shades 
of gray lies the army psychiatrist’s dilemma. 
He must ponder long the problem of “how 


much neurosis is compatible with this or that 
duty and especially with combat duty?” 

It is not always possible in the army to 
dispose of men who appear to be undesirable. 
Furthermore it is, and has been, one of the 
functions of the division psychiatrist to sal- 
vage and to encourage the retention of men 
rather than to increase the loss of manpower. 
For these reasons and others, there were - 
remaining in my division after the gang plank 
was raised, 138 men who during training had 
presented sufficient adjustment difficulty to 
necessitate psychiatric attention. Most were 
the chronic complainers who were referred 
by their unit surgeons. They represented an 
assortment of neuroses and so-called consti- 
tutional psychopathic states. It was with 
some apprehension that I viewed their future 
adjustment to combat, and in order to sal- 
vage some satisfaction through the virtue of 
prophetic powers, I labelled the records of 25 
of these as especially poor risks. I anticipated 
seeing most of the group of 138 in the first 
few days of combat or perhaps even earlier, 
for these were the “known” problems. 

None of these cases had received any in- 
tensive treatment, although al! had received 
superficial therapy—usually in one rather 
brief diagnostic interview. My primary aim 
was to make an attempt at proper assign- 
ment, and even this was not always possible. 

During training some of the personality 
disorders appeared to be mild, some rather: 
severe. A few brief case histories of the 
latter type will indicate the personality dis- 
orders involved: 

Case I.—Soldier aged 25—first seen August 1944 
at which time he had 22 months’ service. His family 
history was not significant. He had completed the 
Sth grade at the age of 14. Civilian work history 
was poor, he had never been able to hold a job 
because he became nervous. In the Army he had 
many different assignments, in none of which did 
he adjust. In order to get out of one unit, he 
volunteered for the Paratroops. He said he left 
the latter organization because of a back injury. 
His complaints were headaches, ease of fatigue, 
shortness of breath, stomach trouble, weight loss, 


insomnia, nervousness, fainting on two or three 
occasions, and continuous back pain. (There was 
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no evidence of any organic disease.) His unit 
commander stated, “Soldier has continually avoided 
work, disappears without permission, frequently 
becames intoxicated, misses formations, and con- 
stantly offers physical complaints. When ordered 
to go over the night infiltration course, he disap- 
peared in the darkness and returned to barracks.” 
He was seen in consultation several times and 
finally in September 1944 his discharge by Sec. 
VIII i was recommended. Due to overseas ship- 
ment, this was never carried out. Soldier served 
as a litter bearer throughout combat and at termi- 
nation of the war was still on duty. 


Case J1.—Soldier aged 24—-married—first seen 
September 1044, at which time he had 9 months’ 
service. Family history—he was the youngest boy 
of three children; father died when he was 4. 
Soldier completed 6th grade at the age of 14. 
Work history was fairly good. He complained of 
dizzy spells, nervousness and especially of pain 
in an old herniorraphy scar and in the testicles. 
- He was extremely dissatisfied with his lot; said 
he had no enemies, didn’t know why he was fight- 
ing or wiry he should be in the army. His com- 
pany commander said soldier was undesirable and 
could de no job well. 
attitudes, he was labelled as a poor risk for com- 
bat. He remained on duty throughout combat as 
a rifleman in an infantry company. He received a 
Purple Heart for wounds, and a Bronze Star Medal 
for bravery. At termination of the war, he was 
still on duty. 


Case Ili.—Soldier aged 28—married—first seen 
June 1944 at which time he had 4} years’ service. 
He was the youngest child in the family. Family 
history was otherwise not significant. Soldier com- 
pleted the 10th grade at the age of 16. He worked 
on the family farm prior to induction. His chief 
complaint was pain in a wrist and knee as well 
as in the scar of an old burn of the back; other 
complaints were headaches, shortness of breath 
and nervousness. He had been hospitalized in an 
army general hospital where the diagnosis was 
“conversion neurosis’ and the recommendation was 
“Duty in the U. S—not fit for overseas duty.” 
His company commander found him undesirable 
and not useful in any capacity. Soldier served in 
a motor pcol of an infantry battalion throughout 
combat and at termination of the war was still on 
duty. 


Case IV.—-Soldier aged 28—married with two 
children—first seen June 1944, at which time he 
had more than 3 years’ service. Family history 
revealed that his parents had been separated for 
16 years, and that his mother had been in a State 
mental hospital for 4 years. Work history indi- 
cated intermittent and variable employment. Soldier 
completed the 7th grade at the age of 16. He 
complained of headaches, dizzy spells, nervousness. 
He said that he felt “all tore up” and that he 
had. periods when ke remembered nothing he did 





t An administrative discharge (rather than medi- 
cal) for corstitutional psychopathic states. 


Because of the soldier’s - 
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for a whole day. During the interview, he was 
tense and fearful. He had four courts martial for 
A.W.O.L. He was labelled as a poor risk for 
combat. During combat he served in an infantry 
battalion, and received the Bronze Star Medal for 
heroism. At termination of the war he was still 
on duty. 


At the end of 30 days of combat, only one 
of the entire group had been evacuated for 
“exhaustion” (army terminology in medical 
units forward of evacuation hospitals for psy- 
choneurosis or other psychogenic disorders). 
No other had been evacuated for any reason 
—137 were on duty. “Duty” is not a partic- 
ularly descriptive term for combat in winter, 
for living and fighting in snow and mud, for 
cold food and often little sleep, for constant 
proximity to death or injury, for loneliness 
and fear—but “duty” is the only available 
word. During the first month, one had been 
decorated with a Bronze Star for bravery. 

After 60 days of combat—3 had been 
admitted to the Division Clearing Station for 
“exhaustion,” 134 remained “on duty.” In 
the subsequent 3 months of combat there 
were no other admissions from this group for 
“exhaustion.” Eighteen had been evacuated 
or transferred for other reasons (2 had been 
killed in action, 1 was a battle casualty, 7 
were non-battle casualties and 8 were trans- 
ferred for various reasons). At the termina- 
tion of the war there were 120 remaining on 
duty. Nine had received a Purple Heart for 
wounds, 8 had received a Bronze Star Medal 
for heroic or meritorious service. | 

It is axiomatic that neurotics are poorly 
able to tolerate stress. In a general way, this 
is probably true. But are all stresses the 
same to all psychoneurotics, and further, does 
the neurotic maintain a constant potential to 
withstand a known stress; or is the potential 
a variable, subject to change with alterations 
in personality produced by new experiences? 
From a dynamic view only the last must be 
answered affirmatively. On a static basis of 
interpretation many thousands of men with a 
wide variation of psychopathies have been 
rejected for overseas service. There is no 
known method for measuring accurately the 
quantity of neurosis or personality disorder 
and especially of determining its ‘peculiar 
significance for the individual and its relation 
to an unknown situation. The basis for re- 
jection is therefore highly empirical and 
ł 
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speculative and subject to all the inequalities 
of training and experience of psychiatrists. 
This review of 138 cases certainly does not 
establish any fundamental truths, but it does 
indicate that all neurotics do not necessarily 
break down in combat; just as it indicates 
that there are some things the average psy- 
chiatrist (e.g., the author) does not know, 
namely :—which neurotics will or will not 


break down. It is true that in this group, . 


many were assigned to jobs within their 
capabilities, but no one should assume that 
any job in an infantry division provides a 
safe or comfortable existence conducive to 
the well-being of neurotics. 


Is it possible that some (if not many) of , 


those who have been rejected for service and 
those discharged from the Army with per- 
sonality disorders could adjust to military 
service, including combat? There is no doubt 
that neurotics are not, and would not be 


particularly happy in the service. There is. 


no doubt that many (although not all) are 
quick and eager to complain, to consciously 
exaggerate and dramatize symptoms, and 
therefore possess much nuisance value. Un- 
fortunately it is often this nuisance value 
which takes precedence over symptoms and 
possible assets and actually encourages dis- 
charges. Despite all regulations to the con- 
` trary, the average company commander does 
not want men in his company who “cannot 
keep up,’ complete all the marches, or who 
get into trouble. Some company commanders 
desire only men who should really be clas- 
. sified not 1-A but double 1 double A. It has 
long been known that there are not enough 
of these to-go around, and that strangely, 
the average soldier is somewhere between the 
best and the worst. Pressure from unit com- 
manders to dispose of “personnel problems” 
or those who do not “measure up” entirely is 
undoubtedly another factor in disposing of 
many men—men who could perform ade- 
quately (even though not excelling). Of 
importance then to the manpower problem 
(as well as the democratic principle of ser- 
vice by all who can perform duty) is the 
question: Can neurotics function in combat; 
aided if necessary by therapy, encourage- 
ment, or by “force” (t. e., refusal to recog- 
nize many neurotic symptoms as justification 
for release from duty) ? 
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That many psvchoneurotics can serve use- 
fully within the U. S. is common knowledge. 
But in general their induction :s discouraged 
by mobilization regulations, and their assizn- 
ment to combat is “viewed with alarm.” 

It is possible that there has been too mach 
emphasis on finding and diagnosing psycho- 
neurosis. How many of the rejected thou- 
sands could have adjusted to the service 
(including combat), no one will ever know. 
Despite the plethora of tests for detecting 
neurosis and personality disorders in mi- 
nutest quantity and severity, there is no re- 
liable measuring stick upon which to base. 
rejection for this or that duty or even any 
duty at all. Obviously psychotics and totally 
incapacitated neurotics present no prob.em. 
But where is the dividing line for rejection 
or acceptance fer all other gradations of neu- 
rosis? Is enough known about personality 
structure, to warrant predictions of behavior, 
except in the most general terms and ir the 
most extreme cases? 

‘Certainly a practical labcratory mechod 
of determining an individual’s tolerance is 
to expose him to the actual stress invo_ved. 
From the small group of cases here pre- 
sented, one can presume that many predic- 
tions may be unwarranted. 

Perhaps there has been too much cor.cern 
over negative factors and too little corcern 
over positive factors. Certainly a panting 
eagerness to detect personality disord2r is 
unjustified, and even when such is moze or 
less obviously present, should we not search 
more diligently for assets in personality 
which might be nurtured under proper tech-. 
niques and. circumstances? We know too 
little of the psychologic motives which keep 
men in battle. Many neurotics who pre- 
viously complained bitterly of headaches, 
dizziness, ease of fatigue and various aches . 
and pains carry on in battle despite symp- 
toms. Some psychopaths who seemed devoid 
of sense of responsibility, and full of hostility 
toward the army carry out their duties with 
distinction. Much has been said of mech- 
anisms of escape—too little about the -nech- 
anisms of “sticking it out.” Such techniques 
as stimulation of patriotism, of serse of 
duty and responsibility, ot pride in unit, 
(and other group feelings) are used with 
benefit in the army. Could nor a similar 
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program have rehabilitated many civilian 
neurotics for military service? 

It would be well to bear in mind con- 
stantly that while the task of the civilian 
psychiatrist is often to help a patient satisfy 
himself, and to function efficiently and con- 
tentediy, the goal of the army psychiatrist 
must be eficient functioning of an individual 


as a soidier without primary regard to his. 


satisfaction or contentment. Symptoms that 
arise from dissatisfaction are not always in- 
capacitating. Many people suffer in war. 
The criterion of one’s ability to perform mili- 
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tary duty should not necessarily include hap- 
piness at the task. 


CONCLUSION 


It is not intended that the material pre- 
sented should be construed as evidence that 
soldiers with known emotional illness adjust 
to the Army with the same relative ease as 
those without these problems. Certainly 
they do not. But there is evidence that many 
of them can adjust (although with difficulty) 
to training and combat. 


A REPORT ON THE USE OF THE WECHSLER-BELLEVUE SCALES 
IN AN OVERSEAS GENERAL HOSPITAL 


MORTON I. TEICHER Isr Lr, MAC, ann T/5 ERWIN SINGER, Assam, Inp1A 


A recent review of the literature on the 
Wechsler-Bellevue test(1) indicated the op- 


portunity for further investigation and data. 


Thig report is intended to summarize a rel- 
ativéfy brief experience with the use and ap- 
plication of the test in the neuropsychiatric 
section of the 2oth General Hospital, an 
American military installation, located in 
Assam, India. 

During the period from June 17, 1945 to 
September 17, 1945, the test was adminis- 
tered to 128 soldiers, an effort being made 
in each case to analyze the scatter and test 
performance for diagnostic purposes. The 
dates during which the test was given coin- 
cided with the Assam summer months when 
the rain and heat of the monsoon are not 
conducive to optimum test performance. 
Other factors also contributed to the diffi- 
culties. The psychometrician worked in a 
small room, located in a hospital ward and 
partitioned off from the rest of the room by 
a bamboo mat. Through this partition passed 
all the noise of the ward, including the sound 
of a radio. The noises made by psychotic 
patients receiving insulin and electric shock 
therapy about 20 yards from the. psycho- 
metrician’s office were a constant part of the 
test situation. Airplanes from a nearby field 
buzzed overhead, the roar of their motors 
blending unharmoniously with the loud tones 
of the radio and the shrill noises of the psy- 
chotics in an unending cacophony. All the 
test results must be evaluated in terms of 
these conditions which were obviously such 
as to make this a unique—and far from 
ideal—setting. 

Analysis for diagnostic purposes was made 
on the basis of the discussion by Wechsler 
(2) and the manual from the Menninger 
Clinic(3). The information contained in 
these two sources was combined to make a 
table of characteristic sub-test relationships 
for each clinical syndrome. A scattergram 
showing the relationship of sub-test scores 
was drawn up for each subject and was then 

analyzed in terms of the table to determine 


his diagnostic group. The psyckologist’s” 
report included a statement for each subject 
indicating in which diagnostic group his 
scatter and test performance tended to place 
him. This usually preceded the psychiatric 
examination and was used by the psychia- 
trist as an aid in arriving at a diagnosis. 

We have compared the psychologist’s esti- 
mate of the subject made on the basis of 
analyzing the test performance and scatter 
with the psychiatrist’s final diagnosis in each 
of the 128 patients tested. An arbitrary scale 
from o to 100 was used to evaluate the de- 
gree to which they coincided. If, for ex- 
ample, the psychologist’s report indicated 
that a patient’s test performance and scatter 
resembled that of an acute paranoid schizo- 
phrenic and the psychiatrist diagnosed that 
patient as a chronic paranoid schizophrenic, 
the degree to which these two statements 
coincided was estimated as 75. The results 
of the comparisons were considered “good” 
if they ranged from 75 to 100; “fair,” if they 
ranged from 30 to 74; and “poor” if they 
ranged from o to 29. The following table 
shows the results of this study for the major 
diagnostic groups. 


No. Good, Far, Poor, 
%o % % 
Psychotics ......-+ 13 85 ra) 15 
Psychoneurotics .. 62 26 16 58 
Psychopaths ..... 22 £45 10 45 
Normals ........ 12 60 O 40 
TOAT acss2sas 109 52 8 40 


Best results were obtained among the psy- 
chotics. In this group, the psychologists 
estimate and the psychiatrist’s diagnosis 
coincided 100% in 11 of the 13 cases. Com- 
parisons were considered perfect only wher 
the psychologist’s estimate and the psychia- 
trist’s diagnosis agreed as to severity as well 
as to type of psychosis. 

The highest degree of failures was re- 
corded among the psychoneurotics. This 
may be related to the fact that our syndrome 


‘characteristic table listed eight different 


QI 


92 í THE WECHSLER-BELLEVUE SCALES 


forms of psychoneurosis. The results of the 
comparisons were considered “poor” if the 
psvchologist’s estimate correctly indicated 
the existence of a neurosis but failed to coin- 
cide with the psychiatrist’s diagnosis as to 
type and severity of the neurosis. 

As seen above, the psychologist’s analysis 
was correctly indicative in 52% of the.-cases, 
which is somewhat higher than the 30-40% 
reported by Rapaport(3). 

Nineteen cases are not reported in the 
above table. These include a group of ro 
alcoholics which is discussed below and 9 
mental defectives for whom no scatter 
analysis was attempted. Scatter analysis is 
not considered practicable for mental defec- 
tives except to differentiate them from deteri- 
orated schizophrenics. Their scores are on 
so low a level as to invalidate the inter- 
pretations otherwise given to sub-test re- 
lationships. 

The group tested included patients hos- 
pitalized in the neuropsychiatric section, out- 
patients and patients being treated in other 
parts oz the hospital who were referred for 
psychiatric consultation. There were 74 
white and 54 Negro soldiers. The median 
length of overseas service was 18 months, 
with a range of 4 to 42 months. The median 
length of total military service was 3I 
months with a range of 12 to 58 months. 
Forty-seven per cent of the group were mar- 
ried; 6% had been separated or divorced. 
Of the entire group, 11% had some combat 
experience. The remainder were service 
troops, concerned with building and main- 
taining the Stilwell Road and convoying sup- 
plies over it to China. 

Mediar age, education and IQ of white 
and negro subjects is shown below: 


No. Age Education IO 

Whites ........ 74 26 84 years. QI 
Negroes ....... z4 25 8 years 80 
SOCAL. aan 128 25 84 years 84 


The low IQ scores are explained partly 
in terms of the adverse conditions under 
which the test was given. Furthermore, the 
group included a large number of mental 
defectives who were referred to the neuro- 
psychiatric section specifically for intelligence 
tests so that administrative proceedings for 
separation from the service could be initiated. 


small, 
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The test used is the old Form L of the 
Wechsler-Bellevue scale, including all twelve 
sub-tests: vocabulary, comprehension, infor- 
mation, similarities, digit span, arithmetic, 
picture arrangement, picture completion, 
block design, object assembly, paper form 
board and digit symbol. Much of the material 
for the performance tests had to be impro- 
vised, since a full copy of the test was not 
available. 

The alcoholics comprise a separateggate- 
gory since here the clinical diagnosis‘ was 
arrived at first and the Wechsler-Bellevue 
test was administered afterward, partly in 
order to determine whether or not a com- 
posite scattergram for the alcoholic could be 
worked out. Although the group(10) is 
certain characteristic patterns of 
sub-test relationships were discovered, as 
follows: 

1. There was marked lowering of the per- 
formance mean score as compared with the 
verbal mean. 

2. Comprehension was somewhat impaired 
as measured against the vocabulary level but 
within normal limits of the test mean. 

3. Information was excellently preserved 
and was superior to the vocabulary level. . 
4. Arithmetic was superior to digit span. 

5. Similarities was well retained, usually 
equal to or somewhat higher than vocabulary. 

6. Picture arrangement was severely im- 
paired and almost always lower than picture 
completion. 

7. Object Assembly was the most vulner- 
able of all the sub-tests and consistently ren- 
dered the lowest score. 

8. Block design was the best retained of 
the performance tests. 

There was a striking similarity in the per- 
formance of all to subjects which tends to 


‘indicate the validity of these relationships 


and the probability that their appearance in a 
scattergram is diagnostic of alcoholism. 
Use of scatter analysis for diagnostic pur- 
poses does not imply that a mechanical 
method of arriving at psychiatric diagnoses 
has been devised nor is it to be inferred that 
the psychologist is attempting to take over 
the psychiatrist’s function of making clinical 
diagnoses. Scatter analysis must be regarded 
as a diagnostic aid in much the same sense 
that biological laboratory procedures are a 
diagnostic aid in general medicine. In addi- 
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tion to being a helpful and important diag- 
nostic aid, scatter analysis can. be of value in 
differential diagnosis and it can often provide 
the psychiatrist with leads to be followed 
through in his examination of the patient. 
In one interesting instance, superficial psy- 
chiatric examination of a patient uncovered 
no significant pathological material. His test 
performance and scatter, however, clearly 
resembled that achieved by an acute paranoid 
schizophrenic. This led to ‘further clinical 


investigation during which sufficient psy- ` 


chotic material was produced to warrant the 
patient’s being dispositioned to the Zone of 
the Interior as an acute paranoid schizo- 
phrenic, which was the final diagnosis. 
This single instance would almost justify 
the time-spent in analyzing test performance 
and scatter since it contributed in no small 
measure to preventing the return to duty of 
a psychotic with possibly serious results. It 
is unnecessary, however, to rely on a single 
example. Our observations show that in 
more than one out of every two cases diag- 
nostic inferences were drawn which were of 
definite value and use to the psychiatrist. 
The high degree to which the psychologist’s 
estimate and the psychiatrist’s diagnosis 
coincided (52% of the cases) is particularly 


significant in view of the adverse conditions _ 


under which this work was done. The fact. 
that in a large proportion of the cases, the 
results of the comparison were poor points to 
the need for further refinement of technique. 
It must be remembered that biological labora- 
tory procedures are by no means infallible. 
We are dealing here with a relatively new 
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procedure and a good deal of further investi- 
gation is needed. Increased accuracy will 
come about as scatter analysis becomes more 
firmly rocted in an understanding of the psy- 
chodynamics of human behavior and less 
dependent on characteristic sub-test relation- 
ships arrived at through empirical observa- 
tion. The more we learn about why these 
relationships appear in a given clinical syn- 
drome, the greater will be the degree to which 
the psychologist’s estimate and the psychia- 
trist’s diagnosis coincide. 


SUMMARY 


1. The Wechsler-Bellevue t2st was admin- 
istered tc a heterogeneous group of 128 pa- 
tients in an overseas general hospizal under 
rather acverse conditions. 

2. The test performance end scatter of 
each patient was analyzed in order to deter- 
mine diagnostic implications. 

3. The psychologist’s estimates and the 
psychiatrist’s diagnoses were compared. In 
529% of the cases, they coincided markedly. 
In 8% of the cases, they coincided to some 
degree and in 40% of the cases, they differed 
to a considerable degree. 
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AUTO-FELLATIO 


REPORT oF A CASE 


MAJOR MORRIS M. KESSLER, M.C., A.U.S., ann CAPTAIN GEORGE E. 
POUCHER, M.C., A. U.S. 


In 1938 Kahn and Lion(1) described the 
first case of a “self-fellator.” The patient was 
a “cool, rather passive and egocentric young 
man with an outspoken tendency towards 
introversion and self-sufficiency, who from 
adolescence onward has developed numerous 
perverse sexual practices . . .. too passive 
and too shy to request irrumination from 
other boys, the idea of self-irrumination oc- 
curred to him. This new technique first ap- 
peased his desire for self-sufficiency, and 
later permitted him to have a feeling of 
uniqueness and further delight in exhibiting 
himself in front of his sexual partners. From 
early time onward inclining toward the posi- 
tion of the black sheep in his over-religious 
family, he appears to have utilized his sexual 
‘perversion as his own method of rebelling 
against his family and their moral standards.” 

It is cur purpose to present the second 
recerded case of self- or auto-fellatio. 


The patient, a 36-year-old white staff sergeant 
in a non-combatant military organization stationed 
in tkis country, had been seemingly well-adjusted 
and productive for a period of about two years. 
- He was admitted to the hospital, 13 September 
1944, complaining that since performing self- 
fellatio “on an impulse” about one month previ- 
ously, he had become increasingly fearful that 
others were aware of what he had done. Physical 
examination, except for the body habitus, was nor- 
mal. He was a tall, slender individual with a 
tendency toward a gynecoid pelvis. Posture and 
behavior fcllowed an effeminate pattern. The spine 
was markedly flexible, dispelling any doubt that 
he could perform the act described. He appeared 
rather young for his stated age; his expression 
was one of fear. and anxiety. He was over-alert 
and attentive to his surroundings as though sus- 
picious of them. He had an excellent vocabulary 
and was able to express himself efficiently and 
clearly, though the train of conversation was 
often interrupted by internal distractions. He 
described feelings of profound guilt and anxiety. 
He felt thet since performing self-fellatio he had 
become so sensitive to the expressions and attitudes 
of others that they must either know what he had 
done or that he was becoming insane. He began 
to think that when the other soldiers used the 
word “cock-sucker,” they were referring to him- 
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self. He also felt that people could tell by merely 
looking at his hands that he had been masturbat- 
ing. He was frantic lest his mother and sister find 
out about his condition. He was normally oriented 
and seemed to be above the average intellectually. 
He was capable of exercising good judgment under 
ordinary circumstances. He was completely lack- 
ing in insight, ascribing his nervous state to the 
inverse act alone, and unable to recognize the true 
source of his guilt and anxiety. 

The patient accepted reassurance well, and for 
a few days felt relieved to be in the hospital. The 
following history was obtained: His parents are 
of old American stock. He felt, however, that the 
vitality of the family must be diminishing because 
current generations had so few children. His 
parents proved to be incompatible and were di- 
vorced when the patient was I5 years old. A 
younger sister and the patient were raised rather 
strictly by the mother. He always remembers him- 
self as sensitive and self-conscious, giving as an 
example his distress when his voice “changed” and 
he had to retire from the church choir. At about 
13 he first performed self-fellatio. The incentive 
was an overwhelming “impulse” which he was un- 
able to resist. Orgasm was attained. Afterwards 
he was frightened and did not repeat the act until 
one month ago. The patient had no significant 
associations to the act. He denied particularly that 
he had been feeling badly about his parents’ differ- 
ences. In school he felt sure of himself, academi- 
cally, but inferior physically and socially. He was 
insecure in the company of girls. He felt a strong 
sexual urge and masturbated regularly. He has 
had no heterosexual or homosexual experiences. 
He felt that he was sexually abnormal and planned 
never to marry for fear that the condition would 
be inherited by his offspring. He started college 
with the approval of his mother but quit after 
about a year, explaining that he wanted to go to 
work. In the Army he felt that he had been a 
good soldier and had pride in his responsible posi- 
tion. However, he felt keenly his isolation from 
other soldiers and made numerous attempts to 
force himself to seek companionship. More recently 
he had become increasingly sensitive because of 
his ineffective personality and finally repeated the 
childhood act of self-fellatio, thus prompting his 
admission to the hospital. 

His history was supplemented by a detailed Red 
Cross report, the essential features of which are 
as follows: The mother believed that he was 
“precocious” in infancy. The family physician 
observed that as a child, he was subject to “nervous 
spells and tantrums” resulting from worry about 
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himself. He was circumcised at 19 years because 
the family physician felt that “this was increas- 
ing the serviceman’s nervousness.” The soldier 
smoked excessively according to the mother but 
was highly averse to the drinking “he saw in 
another member of his own iamily.” Mother stated 
that the divorce (instigated by herself) was on a 
friendly, mutual basis and that differences be- 
tween herself and her husband did not exist when 
the children were small. She expressed the opinion 
that the husband had been an ineffectual discipli- 


narian as compared to herself. The patient was | 


generally described as “intelligent, imaginative, and 
thoughtful but poorly adjusted socially and subject 
to feelings of inferiority and lacking in self-confi- 
dence.” For instance, he had been urged to go to 
a CCC camp and then balked at the last moment, 
responding only to the persuasion of the family 
physician. The mother further spoke of his inter- 
est in flowers and pets, exhibiting a cat to which 
he had been closely attached for 13 years. Refer- 
ence was made to his devotion to his only sibling, 
a younger sister; they had a common: interest in 
collecting books and unusual articles of furniture. 
The patient, in addition, showed some dislike of 
her friends. The sister is now married. After 
quitting college in the second year because of “mis- 
management” by a certain professor, the patient 
went to work in an uncle’s bank. He could not 
tolerate the uncle’s “belittling,” so his sister found 
him a position in the factcry where she was em- 
ployed. He did not like the work (manual) though 
he remained on the job for-2 years, finally quitting 
at his sister’s suggestion. He was then unemployed 
for 2 months prior to coming in the Army. Until 
the onset of the present illness, the mother and 
sister had been pleased because of his good military 
record. l 

After a few days of overtly good adaptation in 
the hospital, the patient was permitted the usual 
privilege of visiting the Red Cross building, the 
post exchange, and was sent to thé central pa- 
tients’ mess hall for meals. Soon thereafter, he 
reported, in a distressed state, that “now they 
know ebout me in the mess hall”; he felt that he 
_ must be going insane and asked to be transferred 
to the “closed” ward. It was also noted that he 
tended to gravitate towards any. group of patients 
as though to see if they were talking about him 
or perhaps to prevent such talk by his presence. 
It was felt that he was definitely paranoid and he 
was accordingly placed under “closed” ward super- 
vision: During the next week, while preparations 
were made for discharge from the Army, he im- 
proved somewhat. Discussion of his personality 
structure and its weaknesses served to allay his 
anxiety and to dispel the paranoid state although 
he was still uncertain whether or not his family 
would find out about his condition. He was able 
to return to the “open” ward and was discharged 
home, 18 October 1944, with a diagnosis of psycho- 
neurosis, narcissistic type, severe.” | 
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COMMENTARY 


This case was discharged from the Army 
as a severe narcissistic personality because 
he was no longer adaptable within the mili- 
tary service. It was felt that his intense 
narcissism was the:basis for a supervening 
schizoid trend and that unless he was re- 
turned to the protective environment of his 
home, the paranoid tendency already seen in 
a transient state, might develop into a last- . 
ing schizophrenic psychosis. 

Narcissism has been manifested through- 
out this soldier’s life. He lived closely within 
the family circle. He felt strongly the need 
for keeping himself aloof from strangers. 
He was sensitive and would leave jobs when- 
ever any pressure was placed on him and 
would then retire within the family circle. 


. Lacking the ability to sublimate his emo- 


tional drives, it is readily apparent why his 
autistic tendencies increased. At an early age, 
he became self-sufficient sexually through 
masturbation and eventually reached the 
acme of self-sufficiency in the act of auto- 
fellatio. 

Sexual self-sufficiency, either by mastur-.” 
bation or auto-fellatio, is tantamount tc 
having an affinity for one’s own sex. There- 
fore the level of fixation in this individual 
may be considered to be a primitive form of 
homosexuality. The panic states which he 
experienced in later life, in a strictly male 
environment, were not unlike those of the 
unconscious homosexual. He. had become 
overly sensitized to the expression “cock- 
sucker,” which is used so frequently by en- 
listed military personnel. Because the patient 
passed the greater portion of his life in a 
matriarchy, following the separation of his 
parents, he may have developed a strong 
feminine identification which would account 
for the unconscious homosexuality. He im- . 
pressed the writers as having many feminine, 
petulant traits. His manner of speech and 
certain of his gestures, plus an easy tendency 
to blush, were highly indicative of this trend. 
His rather feeble attempts to become adult 
and the poor success attendant upon these 
attempts is an indication of fixation at an. 
early level of psychosexual development 
rather than a regression backwards. Develop- 
ment of an overwhelming conscience created 
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guilt-lacen conflicts and helped precipitate 
episodes in which he became totally ineffec- 
tive. | , 

Auto-fellatio is possible only te those in- 
dividuals who have the necessary physical 
flexibility. It is probably given consideration 
by many an autistic pervert, but, its execution 
being impossible, they either resort to mas- 
turbation or develop along homosexual lines. 


CONCLUSION 


I. Reference is made to the first recorded 


[ July 


case of self- or auto-fellatio and a second one 


is presented. | 

2. The original patient was overtly homo- 
sexual; ours had strong latent homosexual 
tendencies. 

3. The relationship of auto-fellatio, narcis- 
sism and homosexuality is discussed. 
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PERSONAL PROBLEMS RELATED TO ARMY RANK ®* 
MAJOR JEROME D. FRANK 
Medical Corps, Army of the United States 


The purpose of this study is to investigate 
the relations of stresses connected with posi- 
tions of responsibility in the army to cer- 
tain personal reactions of army personnel. 
An opportunity for the study of this problem 
was afforded by a small number of soldiers 
of the top four non-commissioned grades— 
the “sergeants” —included in a group of over- 
seas psychiatric patients which has been pre- 
viously reported(3). The vast majority of 
sergeants are easily able to cope with the 
added problems and responsibilities of their 
‘rank. It was felt that the study of a few who 
required special aid in making a satisfactory 
adjustment would be of value for several 
reasons. 


Sergeants occupy crucial positions in the — 


army organization. They form the links be- 
tween the commissioned officers and the 
great body of enlisted men. They are im- 
mediately responsible for executing orders, 
and exercise important leadership functions. 
At the same time they are the channels 
through which the problems of the men are 
brought to the attention of the officers. As 
a group they excel the average soldier not 
only in intelligence, character and leadership 
ability, but also in the possession of special 
skills. They are the experts, the mechanics, 
cooks, guriners, clerks, on. whose specialized 
abilities the functioning of the modern army 
depends. As leaders and specialists they are 
more difficult to replace than the average en- 
listed man, and their disability more seriously 
damages the efficiency and morale of their 
units. Study of certain problems connected 
with their position, therefore, with a view to 
discovering how best to meet them, would 
seem to be worthwhile from the standpoint 
of conserving valuable manpower. 

In induction centers attention tends to 
focus on past history in the effort to exclude 
those apt to break down in army service. 
Overseas, on the other hand, where available 
manpower must be fully utilized and evac- 


1 From the Service of Neuropsychiatry, 118th 
General Hospital. 
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uation kept at a minimum, interest centers on 
the prevention and cure of psychiatric dis- 
order through the constructive modification 
of immediate personal-situational relation- 
ships. These may be relatively easily: ob- | 
served in sergeants because they tend to be 
subjected to severer emotional stresses than 
the average soldier. By virtue of their posi- 
tions they not only have heavier responsi- 
bilities but are apt to be focal points for the 
tensions of both other enlisted men and 
officers. 


COMPARATIVE SURVEY 


Most of the cases on which this study is 
based were the men of rank technician fourth 
grade or higher included ir. the group of 
psychiatric patients reported by Fox and 
Schnaper(3}. These were compared with 
the enlisted men of the rank of corporal or 
lower in the same group. A few subsequent 
cases were added to each group for ease of 
comparative handling. As in the previous 
study, the members of the hospital detach- 
ment were used as controls. 

Although there were no significant dif- 
ferences in types of clinical picture or inci- 
dence of certain predisposing background 
factors, the psychiatric disabilities of the 
sergeants, as contrasted with those of the 
other enlisted men, were much more ofter. 
considered to be service connected (see 
Chart II). This suggests that stresses con- 
nected with army service are of more dy- 
namic significance in producing psychiatric 
breakdown among sergeants than among 


„other enlisted men. 


The distribution of the different types of 
reaction was essentially the same in the two 
groups. In both, the most commen reaction 
was anxiety or depression. Next in fre- 
quency was -hypochondrical complaining, 
tinged with anxiety. Resentment was overtlv 
manifest in about the same proportion among 
both groups. Of the psychotic reactions, 
acute, brief episodes were seen with slightly 
greater frequency among the sergeants than 
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among the remainder, while chronic psy- 
chotic states occurred slightly less frequently 
among the sergeants than among the other 
enlisted men. Although the frequencies of 
different reaction types differ slightly in the 
twe groups, these differences are probably 
not significant. 

Using the data of the previous study(3), 
the incidence of certain background factors, 
personality traits, and aspects of army expe- 
rience was tabulated separately for hospi- 
talized sergeants and other enlisted men, and 
for the sergeants and other enlisted men in 
the hospital detachment as controls. Chart T 
presents the six items which yielded the 
most clearcut results. These are: a high 
school education or better (High School) ; 
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CuHart I.—Relative frequencies of certain back- 
ground and personality factors in hospitalized ser- 
geants and other enlisted men compared with nor- 
mal controls. 


-military service of three years or more (Ser- 

vice) ; estimates of the personality as sociable 
(Sociable), or as emotional, often with as- 
sociated vasomotor instability (Unstable) ; 
a family history of neurosis or alcoholism 
(Neurosis); and a past history of neurotic 
traits (Nervous). In Chart I, frequency 
values for patients lie to the right of the 
central vertical line, those for controls to 
the :eft of the line, For each item the top 
rectengles represent sergeants, the bottom 
ones other enlisted men. 

More sergeants than other enlisted men 
had a high school education or better. How- 
ever, fewer hospitalized than control ser- 
geants were this well educated, and the same 
holds for the other enlisted men. This sup- 
ports the clinical impression that one factor 


causing sergeants to breakdown is being 
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given responsibilities beyond their educa- 
tional equipment (see case IV below). 

More sergeants than other enlisted men 
had served in the army three years or more. 
In both groups, more of the controls than 
patients had served so long. Apparently men 
who have successfully come through three 
years army service are somewhat better 
adapted to it. 

As sociability is a personality attribute 
tending to make for promotion, it is not sur- 
prising that more sergeants than other en- 
listed men were rated as sociable in both hos- 
pitalized and control groups. Conversely 
emotional instability was slightly less often 
apparent in the sergeants, but here the most 
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Cuart [].—Percentage frequencies of line of 
duty status of psychiatric disabilities in hospitalized 
sergeants and other enlisted men. 


significant difference was between hospi- 
talized and control groups, regardless of 
rank. 

Family history of neurosis and history 
of neurotic manifestations prior to induc- 
tion were about equally frequent in hos- 
pitalized sergeants and other enlisted men, 
but significantly less in the corresponding 
controls ? (cf. 7). | 

In Chart II the psychiatric disabilities of 
the sergeants and other enlisted men are 
classified in accordance with whether they 
were considered to have been incurred in 


2 In the control group, only a small number of 
the sergeants had a past, history of neurotic mani- 
festations, compared with a significantly larger 
number of the other enlisted men, suggesting that 
adequately adjusted sergeants may tend to be more 
stable than other enlisted men even though psychi- 
atrically disabled ones are not. 
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line of duty (LOD Yes), or as existing be- 
fore induction (LOD No). Patients whose 
disabilities were considered to be caused by 
their own misconduct were also classed as 
line of duty “No.” It will be seen that a 
large proportion of the sergeants’ disabilities, 
contrasted with a much smaller number of 
those of the other enlisted men, were classed 
as line of duty “Yes.” The marked preponder- 
ance of service-connected disabilities among 
the sergeants holds true for both neurotic and 
psychotic patients considered separately.’ 
This fact, in conjunction with the same fre- 
quency of certain predisposing background 
factors in the two groups, bears out the sup- 
position of the greater relative dynamic im- 
portance of current situational factors among 
sergeants. 


CLINICAL DISCUSSION 


The upper four non-commissioned grades 
are positions of special advantages as well 
as special vulnerabilities, arising from the 
fact that sergeants. are enlisted men who 
carry out some of the functions of officers. 
With respect to the other enlisted men they 
tend to be foci of resentment as the “im- 
mediate agents of discomfort’ (4), a 
executants of what may be a resented order. 
Resentment may take the form of accusations 
of favoritism, of scorn because of supposed 
servility to officers, and so on. In addition, 
sergeants are objects of envy from those who 
covet their positions. The fact that they too 
are enlisted men not only increases their ex- 
posure to hostility fromthe others but lessens 
their protection against it. They lack the 
buffer afforded by the social distance a com- 
mission confers. Finally because of their 
special abilities or responsibilities, they are 
apt to be called on for a greater expenditure 
of effort than the average soldier, especially 
at certain times. 

Certain important stabilizing, influences 
counteract these insecurities. Sergeantcies 


3 Only two of the psychotic reactions among 
sergeants were classed as having been present be- 
fore induction (LOD No) which is to be expected, 
since a man manifesting psychotic trends from the 
time of induction would be unlikely to be made a 
sergeant. One of the cases was a paretic whose ill- 
ness first became manifest some time after induc- 
tion, the other, a cook with a simple schizophrenic 
reaction. 
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carry not only a financial reward, but pres- 
tige, as positions of responsibility, leadership 
and recognition of special skills. Sergeants 
have the ego-strengthening knowledge that 
they occupy key-positions. Non-commis- 
sioned officers clubs give them the support 
springing from group solidarity, as well as 
protecting them to some extent from the 
pressures outlined above. 

For almost all sergeants, the assets of the 
position more than counterbalance the dis- 
turbing elements, enabling them to function 
securely and effectively. Psychiatric casual- 
ties appear to occur characteristically among 


a small group, often of superior intellectual 


and characterological endowment, who have 
come to rely too heavily on achievement and 
approbation to allay a sense of personal in- 
security. Anything which threazens their 
ability to meet successfully zhe demands of 
their position may result in an emotional 
disturbance. For example, certain men who 
have regarded bodily vigor as the main in- 
strument of their success may react exces- 
sively to physical disability, as in the fol- 
lowing cases (cf. I, p. 134): 

Case ].—This 24-year-old intelligent, well built 
negro staff sergeant, a horse trainer in a mounted 


unit, was admitted from furlough complaining o=' 


vomiting and headache. He stated that he had been 
in vigorous health until he was trampled by a horse 
about two and one-half months previously. Three 
days afterwards he developed hermatiria and a pain 
in the left flank, for which he was hospitalized 
about 6 weeks. His symptoms persisted and he 
was unable to work. Finally his Commanding 
Officer suggested that he take a furlough. The 
patient took this to mean that his usefulness to the 
unit was over and that he would probably be dis- 
charged from the army. As he put it “when I 
accepted the Jeave I thought probably I would be 
dismissed.” His vomiting and lower abdominal 
pains started en route to the leave area. 

The patient's mother is described as highly ner- 
vous. The father had been a semi-invalid for 25 
years followirg a hip injury. Th= patient described 
himself as hot-tempered in childhood, but other 
neuropathic traits were denied. He was a purpose- 
ful, highly ambitious individual whose life was 
characterized by continuous achizvement. He con- 
tributed to his family’s support from an early age. 
He helped earn his way through high school by 
selling papers, and through college by athletic 
ability. At the time of induction he was in process 
of earning enough money to take graduate courses 
in library and social work. His wife was a college 
graduate and social worker. His army record had 
been without blemish. 
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Too 


In hospizal he‘ showed excessive concern about 
his conditicn, with tearfulness, agitation, and worry 
about its efect on his future. He slept poorly and 
complained of dizziness and headaches. He ex- 
aggerated his complaints and had dramatic attacks 
of lower abdominal tearing pain which appeared to 
be hysterical in nature. Careful review of his 
physical stetus revealed no cause for his complaints, 
nor was there any evidence of residual renal injury. 


Cask II.—This 24-year-old white chemical war- 
fare sergeant in a bomber group appeared on ad- 
mission to be completely disabled by sciatic pain in 
the left lez. He was bedridden, failed to respond 
to treatment, showed emotional disturbances, and 
seemed to be exaggerating his pain and disability, 
so was transferred from the orthopedic to the psy- 
chiatric service. There were definite but slight 
physical signs of sciatica. 

His father for years had used “foot trouble” as 
the reason for being a poor provider, and his 
mother frequently had to work. She at one time 
had a “nervous breakdown.” The patient was 
powerfully built but short and felt physically in- 
ferior to his larger, younger brother. From child- 
hood he was restless, overactive and aggressive. He 
had an excessive drive to achieve financial indepen- 
dence, working nights while he went to school, and 
later taking both day and night jobs which he 
changed frequently. At 20 he suffered a “break- 
down,” cured by working in an institution where 
his mother was a matron. He finally settled on 
tree surgery as a career. He was engaged to a 
girl of sup2rior educational level to his. 

Shortly after induction into the army he injured 
his back on the obstacle course, but had no further 
difficulty until about six months before admission 
when he awoke one morning with severe back and 
leg pain. Shortly before this he had been trans- 
ferred to a new squadron and promoted to sergeant. 
He was repeatedly hospitalized without permanent 
relief, relazses usually being brought on by violent 
exercise. 

In hospital he gradually unfolded his resentment 
because he felt so little had been done for him, 
and because of the implied accusation that he was 
“gold-bricking”; his dissatisfaction with his new 
assignment because the new organization appeared 
less interested in his subject than the old one, and 
-his worry about the effect of his disability on his 
career, As his attitude gradually changed from 
aggressive defensiveness to relaxed confidence, he 
became able to walk without support and with 
only a slight limp, and the mood disturbances 
largely subsided. 


The fathers of both these patients had been 
physical invalids and poor providers. This 
probably helped to produce in the sons a con- 
tempt for physical weakness, an overem- 
phasis on bodily strength as a prerequisite of 
success, and a determination to be better 
earners than their fathers were. It probably 
also heightened their sensitivity to the impu- 
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tation of malingering. Both men were emo- 
tionally related to women of superior educa- 
tion, increasing their feelings of insecurity. 
In both there was a functional elaboration 
of the disability, partly a direct expression 
of emotional disturbance, partly an effort 
to refute the implied charge of malingering. 

Case I was the financial mainstay of his 
family. His success was partly due to his 
abundant energy and strength. There are 
hints of over-ambitiousness and emotional in- 
stability, but his life was an unbroken tri- 
umphal'march until his accident. This threat 
to his health mobilized all his underlying 
anxiety. His use of the word “dismissed” 
sums up the loss of status which he felt had 
resulted from his disability. 

Case II felt physically inferior to his 


younger brother. After a period of frantic, 


restless money earning he settled on a career 
of tree surgery, which required considerable 
agility and strength. His disability threat- 


ened his prospects of continuing with this- 


work. An added source of insecurity was the 
relative disinterest of his new organization in 
his special field of chemical warfare, result- 


ing in a loss of approbation similar to that 


occurring when men are misclassified (see 
case V below). The coincidence of the flare- 
up of symptoms with his promotion is prob- 
ably fortuitous in this man, who appeared to 
welcome responsibility. 

The records contain two other similar 
cases, both negroes. The apparent greater 
frequency of this reaction among negroes 
may be related to their greater dependence 
on physical labor as a means of gaining eco- 
nomic and personal security. 

These cases illustrate the importance of 
distinguishing functional’ elaboration of or- 


ganic disability from malingering.’ Men who 


have functioned successfully for some time as 
sergeants are a prior: unlikely to malinger, 


‘because ‘this behaviour is inconsistent with 


the personality attributes which made them 
good sergeants. In such men even the faintly 
implied accusation of malingering compli- 
cates the therapeutic problem. It arouses 
hostility, blocking the rapport necessary for 
treatment. It increases the symptoms by in- 
tensifying the underlying anxiety, and causes 
the patient to cling to them all the more 
firmly to demonstrate that he is really ill. 


~ 
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Excessive reliance on good performance to 
allay anxiety may reveal itself in overconsci- 
entiousness. Driven by chronic anxiety cer- 
tain men work exceptionally hard, especially 
when the demand for work is limitless’ and 
they are under pressure from above. The 
fatigue produced by excessive effort may 
result in reduced efficiency, leading to a 
threat of demotion and increased anxiety, 
a typical vicious circle. ‘The eventual break- 
down is then attributed to “overwork.” Un- 
doubtedly exhaustion in itself lowers the 
threshold for emotional disturbances(6). 
With one or two possible exceptions in our 
series, however, the overwork was itself a 
manifestation of the constellation of personal 
vulnerabilities and situational stresses which 
brought about the collapse. . 

Attempts to restrain such men from ex- 
hausting themselves by working too long 
hours would be justified by the consideration 
that their total output would be greater if 
their immediate output were less. However 
such efforts would fail, and might even in- 
crease the anxiety in the face of the un- 
finished task, unless the insecurity underlying 
the drive to work were recognized and suc- 
cessfully met by, for example, generous ap- 
proval for the work already completed. 


Case III.—This dapper, superficially self-assured 
26-year-old technical sergeant was admitted at the 
end of his furlough, complaining of “sleeping sick- 
ness,” characterized by repeatedly dropping off to 
sleep at work, tremulousness and epigastric dis- 
tress. He was physically normal, and there were 
no findings suggestive of narcolepsy. 

His mother died when he was 4, and he and his 
younger brother were raised in an orphanage until 
he was 13. He was never on good terms with his 
father who drank heavily, and whom he describes 
as stubborn. Despite having to work from the 
age of 13 he achieved the equivalent of a second 
year high school education by 17. His civilian 
career was characterized by purposive self-improve- 
' ment, and a progression to increasingly well-paid 
white collar jobs. He stinted himself to put 
his brother through college, and ‘persuaded him 
to take ROTC so that he now had a chance to be 
an officer. He had always been hard-working and 
meticulous, with a heavy sense of responsibility. 

During basic training he studied accounting at 


night school, to which he attributed obtaining a- 


position in the subsistence commissary of the quar- 
termaster corps. Immediately after coming over- 
‘seas he volunteered to go into the interior with an 
officer and open up a trucking route. He stated he 
was the only volunteer. “Ee worked 14 hours a 
day and felt that the help given him was inadequate. 
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In this setting his attacks of sleepiness began. At 
the close of the mission he was recommended for 
Warrant Officer, but no opening was available. 
He then worked at a base section until he was 
transferred to a tropical island, he believes because 
his superiors suspected that. his persistent sleepiness 
was due to carousing at night. He had to do hard 
physical work at first there, and developed poor 
appetite and epigastric distress. His sleepiness con- 
tinued and he was soon transferred to a less respon- 


sible position on the ground that his work, though 


very well done, was too slow. This alarmed him: 
“When they start transferring a technical sergeant 
from here to there he’s definitely no good. I’ve 
been kind of worried about what they were going 
to do to me.” At this time tremulousness and weak- 
ness first appeared. 

In hospital he was given an opportunity to ex- 
press his dissatisfactions and fears. He implied, 
rather than actually expressed, resentment at hav- 
ing been given extra work and at not having had 
sufficient assistance. His attitude appeared to be 
one of hurt bewilderment that stich an excellent 
worker as himself should be so shabbily treated. 
He took great pride in his training: “I feel I 
know my job as a technical sergeant should.” 
Benzedrine was given as a subsidiary therapeutic 
measure. His nervousness and sleepiness gradually 
diminished and he was sent to a replacement center 
for reclassification. 


x 


This patient’s love-starved childhood cre- 
ated in him a strong need for affection and 
approval, which he satished by becoming a 
model citizen, gaining approbation by hard 
work and good deeds. A special source of 
security was his attempt to make himself in- 
dispensable to his younger brother and hold 
his love by constant help and guidance. This 
succeeded so well that the brother has ex- 
celled him. His satisfaction at this must have 
been tempered with anxiety at the realization 
that the brother no longer needed him. In 
the army he continued to strive successfully 
for approval, taking on all the work offered 
to him and being the only volunteer for an 
arduous assignment. His reward for this was 
in his eyes, to be overworked and given in- 
sufficient help. His sleepiness, which first 
appeared in this setting, probably represented 
both an attempt to escape from this disagree- 
able situation and a form of sulking at being, 
as he felt, both exploited and neglected. 


This feeling was intensified by failure to 


receive an expected promotion. ‘The result- 
ing increase of symptoms reduced his eff- 
ciency so far that he was transferred to a 
less desirable job. He stressed the hard 
physical labor involved, as if this were a 
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further sign of coldness and lack of apprecia- 
tion from his superiors. His symptoms be- 
came actite when a second ‘transfer to a less 
responsible position raised the threat of de- 
mction, making it clear that he had definitely 
- lost the.approval he had always relied on to 
allay his arxieties. 

in scme insecure men, with a limited 
education and often from a rural enviro- 
ment, personal stability may be threatened 
ty promotion. They feel inadequate to the 
new assignment and become anxious and 
depressed. This reaction seems identical with 
the “promotion depression” of civilian life 
(2). Positions of leadership are especially 
apt to produce this reaction, possibly because 
of the potential exposure to hostility which 
goes with them. The following case is 
illustrative : 


Case IV.—This 25-year-old sergeant in’ the en- 
gineers was admitted complaining aggressively of 
pains in the ears, dull burning in the head, and gen- 
eralized muscular stiffness. In addition he com- 
p-ained of unreality feelings, loss of initiative, poor 
sleep, poor memory and concentration, poor appe- 
tite, const:pation and weight loss. He said, “I don’t 
want any responsibility.” 

He was brought up in a rural area, and was sickly 
until the age of 16. He reached only the sixth 
grade, stopping because of the necessity of earning 
his living. He worked as a carpenter, living at 
home, until enlistment. 

Snortly after arrival on a tropical island he had 
three attacks of fever, two of which were identified 
as malariz. He made a good recovery and worked 
hard on construction work. A few months before 
admission a slight injury to his right shoulder 
necessitated his giving up baseball, his favorite 
pastime. Somewhat later he learned that his fiancee 
had married somecne else. His héad and ear symp- 
toms began at about this time. Soon thereafter his 
organization returned żo the mainland and he was 
promoted from technician fifth grade to sergeant 
and placed in charge of some men who were 
strangers zo him. He felt that he should have been 
madz technician fourth grade, which carried the 
same pay but without the command responsibilities, 
for whica he regarded his education as insufficient. 
He stated that the “men would not take orders” 
and that his commanding officer was “cranky.” 
Under these circumstances his bodily symptoms 
rapidly increased. The possibility that they were 
due to a recurrence of malaria was ruled out by 
their failure to respond to intensive anti-malarial 
therapy. During a nine weeks’ hospital stay his 
condition showed no significant change. 


This man came from a rural background 
and had received only a limited education. 
He had satisfactorily withstood the rigors 
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of the tropics. His vulnerability had been 
increased by a shoulder injury, depriving 
him of his favorite form of recreation, and 
by a personal misfortune. His promotion, 
given as a reward for good work, to a 
position requiring leadership over strangers, 
put him in a situation to which he felt totally 
inadequate and caused a marked increase 
in symptoms, 

This case illustrates that good working 
habits and docility need not be synonymous 
with leadership ability. Men whose good 
performance is motivated by a constant need 
for approval may perform excellently in sub- 
ordinate positions, yet be overwhelmed by 
anxiety when promoted. 

The case material also includes a man who 
developed incapacitating “stomach trouble” 
on promotion, leading him to do so poorly 
that he was demoted for inefficiency. He 
recovered rapidly,. only to relapse two years 
later when he was again promoted. 

Certain men experience a severe threat 
to their ego if not permitted to utilize the 
special skill by means of which they had 
achieved status in civilian life (cf. 5, p. 266). 
Being placed at work for which they are not 
trained gives them the feeling of having lost 
caste, and also exposes them to unaccus- 
tomed criticism for poor performance, This 
can be disastrous in persons whose self- 
respect is deeply involved in their work, and 
who lack sufficient plasticity to adjust to 
new activities: 


’ Case V.—This 48-year-old sergeant was admitted 
complaining of paresthesias and a sense of disten- 
sion of both lower extremities. He was tearful, 
tremulous, and appeared depressed and discouraged. . 
Physical examination demonstrated no organic 
disease. 

Both his parents died of arteriosclerosis. He 
completed two years of college, then served five 
years in the Navy. For fifteen years before en- 
listment he was a physiotherapist in a leading state 
mental hospital. 

He stated that he enlisted on the basis of verbal 
assurances that he would be used as a physio- 
therapist, being partly motivated by a desire not 
to lag behind his brother, a captain in the marine 
corps, and his son-in-law, an army sergeant. He 
was made a supply sergeant in a combat outfit and 
took part in two battles and five landings in the 
tropics. He strongly disliked his job, and was 
subjected to what he felt was unwarranted criticism. 
His symptoms appeared when, in addition to his 
other trials, he developed sores on his feet. He 
eventually achieved transfer to a general hospital — 
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in the hope of being permitted to do physiotherapy. 
Unfortunately no such work was available at the 
time and he was assigned to odd jobs. He became 
increasingly despondent, obtained a furlough, and 
turned in to this hospital. 

Here he was put to work as physiotherapist in 
the neuropsychiatric section and was allowed to 
demonstrate that he could make a valuable contri- 
bution. He cooperated enthusiastically and his 
complaints became insignificant. He was so eager 
to continue at his work that he accepted transfer 
to this organization although it meant being reduced 
to private. For several months he did excellent 
work, but then the issue of rank reasserted itself. 
He became increasingly dissatisfied because he 
did not promptly regain his sergeantcy, and finally 
asked to be transferred to another type of job. 
His emotional disturbances and bodily complaints, 
however, did not recur. 


This man had made an apparently suc- 
cessful civilian adjustment on the basis of the 
recognition accorded to his occupation. Ex- 
cept for a hint of overconcern about his 
health resulting from his parents’ illness, 
there is no evidence of previous anxiety. 
Exposure to the tropics, combat experiences, 
and a dermatitis with its chronic nervous 
drain prepared the ground for his break- 
down. However, the chief cause appeared to 
be being placed:in occupations for which he 
did not feel fitted and which involved a 
marked loss of status, emphasized by what 
he felt to be unjustified criticism of his per- 
formance. His resentment was heightened 
by the disappointment of his expectation on 
enlisting that he would be used as a physio- 
therapist. His rigidity, probably partly due 
to his age, prevented successful adjustment 
to those conditions, and he developed inca- 
pacitating anxiety and depression.‘ He will- 
ingly accepted reduction to the rank of pri- 
vate in order to get back to his specialty, 
with marked improvement in his symptoms, 
although he could not for long comfortably 
accept a reduced rank. 

A similar example of difficulties from in- 
ability to use special skills is that of a 3I- 
year-old staff sergeant who had applied for 
a direct commission as an expert on carrier 
pigeons. He was told that he would have to 


serve as an enlisted man for three months, | 


so he enlisted as a radar expert. As the 
months rolled by and no opportunity to do 
either radar or pigeon work appeared, he 
became increasingly dissatisfied and resent- 
ful, until after eleven months he required 
hospitalization, with a flare-up of old com- 
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plaints of nervousness and gastro-intestinal 
difficulties. 

The common denominator in most of the 
cases presented above is a threat ta the ego 
in insecure men who have relied too heavily 
on external achievement to support their 
self-respect and allay their anxieties. These 
men, often very successful in civilian life, 
may withstand poorly the special stresses of 
the position of sergeant, which, in the series 
here presented, are chiefly forms of the threat 
of failure. Among the many guises in which 
this may appear are physical disability in 
men who have attributed their success pri- 


marily to physical vigor, promotion to posi- 


tions for which the person feels himself in- 
adequate, and being assigned to work in 
which accustomed skills cannct be used. 

From these cases it would appear that 
efforts to utilize special skills discriminat- 
ingly and to grant sufficient recognition and 
approval are well justified, because of their 
value in counteracting feelings of personal 
insecurity which facilitate psychiatric break- 
down in certain sergeants. 


SUMMARY 


r. A group of non-commissioned officers 
of rank technician fourth grade or higher 
hospitalized for psychiatric disorder, com- 
pared to a group of controls cf similar rank, 
showed a greater frequency of family history 
of neurosis and neurotic manifestations prior 
to service, slightly less length of service, 
a lower educational level, and were rated 
less frequently as sociable and more fre- 
quently as unstable. 

2. Sergeants with psychietric disorders 
differed from other enlisted men with similar 
conditions ir having a higher. educational 
level, greater length of service, more frequent 
ratings as sociable and less as unstable. The 
two groups did not differ significantly iu 
frequency of family history of neurosis ‘or 
previous neurotic manifestations. 

3. The majority of both neurotic and psy- 
chotic casualties among sergeants were con- 
sidered to have been incurred in line of duty, 
and the proportion of service-connected psy- 
chiatric disability was greater for sergeants 
than other enlisted men. This suggests that 
situational factors, as contrasted with his- 
torical ones, were more important causes of 
psychiatric disability in sergeants than other 
enlisted men. 
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4. An outstanding cause of emotional dis- 
turbance in sergeants was the fear of failure 
in men who had been over-dependent on 
success end approval to allay anxiety. 

5. Threats to personal security included: 
` a. Physical disability in men who over- 
valued their bodies as means to success. 

b. Loss of approval, often with threat of 
demotion. 

c. Promotion to leadership positions ot 
men who felt inadequate to this responsibility. 

d. Assignment of specialists to work for 
which they are not trained. 
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THE PSYCHOPATHIC PERSONALITY 


THe Rorscuacy PATTERNS oF 28 Cases 
CAPTAIN KEITH D. HEUSER, M.C. U. S. Army 


INTRODUCTION 


The Rorschach pattern of the psychopathic 
personality continues to be a challenge to 
modern medicine and psychiatry. It is a 
problem for physicians and psychiatrists 
to evaluate the psychosocially maladjusted 
states which belong to the large hetero- 
geneous group of individuals known as psy- 
chopathic personalities. 

The backgrounds of the average psycho- 
paths, in this series at least, appeared to be 
more constant than even in the case of the 
psychoneurotic and psychotic patients, t.e., 
such factors as broken homes, nomadism, 
truancy, “lone-wolf” behavior, an early dis- 
like for the world in general, early continued 
use of alcohol or drugs, legal difficulties with 
arrests and disorderly conduct, an utter dis- 
regard of the feelings of others, and lifelong 
history of periods of marked emotional labil- 
ity and impulsivity, with the typical “I’m 
so sorry” attitude following misbehavior, 
enabling them to gain more liberties and 
freedom for repeated bouts of anti-social 
conduct. , 

The present study is based on a survey of 
soldiers received from forward echelons to 


a general hospital in the South Pacific Area. ’ 


PuRPOSE 


The aim was to correlate clinical and 
Rorschach findings to determine any demon- 
strable components of the total personality 
of the so-called psychopath that would be of 
diagnostic and ‘clinical significance. What is 
the inner personality structure of the person 
who constantly fights the forces of civiliza- 
tion? Why does the psychopath allow his 
primitive urges and drives to travel freely 
in complete disregard of social and moral 
laws and customs, with an apparent flimsy 
conscience that consists of but a feeble pre- 
cipitate of all the prohibitions and inhibitions, 
the rules of conduct, and the respect and feel- 
ings of others? The intent was to attempt 
to find any constant Rorschach factors that 
could be correlated with personality ele- 


ments as evidenced by clinical and military 
behavior. 


CONDITIONS 


It is felt that standard experimental con- 
ditions such as those provided in a general 
hospital in the South Pacific Area, would be 
difficult to duplicate in civilian life. The 
soldiers have been indoctrinated to military 
life and routine. The hospital day was fairly 
constant as to their common activities. All 
the patients arise at the same time, eat the 
same breakfast, were exposed to the same 
ward personnel, saw the same picture shows 
and in general fell into the rether drab rou- 
tine existance of overseas garrison life, The 
fluctuating milieu and shifting conditions of 
stress and strain as encountered in every day 
civilian life were not present in this series 


‘due to a more or less controlled military 


environment. This every day “sameness” 
of living is hard for the civilian, who has 


- not experienced army life, to comprehend. 


Its significance may of course be open to 
question. 

The soldier was allowed one week to be- 
come acclimated to the hospital and ward 
routine. Repeated interviews eliminated the: 
psychopaths with depressive, psychoneurotic 
or psychotic coloring. Psychometric tests 
were not done on all cases. Soldiers evi- 
dencing borderline intellectual capacities -or 
below were eliminated by the Wechsler- 
Bellevue test, This was done in an attempt 
to rule out any extraneous factors. 

Fach soldier was in good health, well nour- 
ished and rested, and not suffering from any 
medical or surgical disability. Routine ad- 
mission, complete urinalyses and blooc 
studies were within normal physiologic 
limits. In an attempt to improve rappori 
and lessen insecurity on the part of the’ pa- 
tient, the examiner explained that the pro- 
cedure (Rorschach) was irrelevant as far as 
the military status of the soldier was con- 
cerned, being purely a matzer of scientific 
interest and research. 
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CLINICAL MATERIAL 


A thorough clinical examination of each 


soldier was made including the following: - 


complaint and present illness, personal his- 
tory, personality traits, family history, men- 
tal status, complete physical and neurological 
examinations, including examination of the 
fundi oculorum and any other contributory 
examinations that were indicated such as 
X-ray, B.M.R., blood serology and chem- 
istry, spinal tap, etc. 

Of the 28 soldiers that fell into the group 
called psychopaths according to army classi- 
fication, 5 were psychopathic personalities 
with criminalism, 4 were sexual psychopaths, 
2 were classed as paranoid personalities. 
And the remaining 17 were inadequate 
personalities, 

The average age was 25; the youngest 
20 end tze oldest 36. This is a comparatively 
young over-all age incidence. The average 
length ol military service was 17 months 
with var-ations from 8 months to 8 years. 
The average time spent in an overseas 
theatre was 7 months, shortest 10 days and 
the longest 28 months. 

The Rorschach was accepted by 25 of the 


28 cases and was rejected by one sexual psy- . 


chopath, one hardened criminal and one in- 
adequate personality. This was felt to be of 
clinical importance since such behavior is 
frequently seen in psychotics or patients evi- 
dencing marked personal insecurity. Clinical 
abstracts. of each case have been compiled 
and attached to each respective Rorschach. 
A brief summary of a case falling into each 
subdivision follows: 


Case 6-—-C. P. S., inadequate personality. A 
24-year-old private with 20 months service and 33 
months in the South Pacific Area. Complaints 
on admission: “I just can’t stand any excitement; 
get excited easily and blow my top at everybody. 
I go into a rage against the slightest things—I 
know better—am sorry afterward, but I just lose 
control.” l 

Past history revealed birth and early develop- 
ment normal. Parents were show people and 
traveled in carnivals and small circuses. His 
childhood ambition was to become a showman. 
Started school at the age of 6 and completed. 3 
years of hizh school at the age of 16. “I just got 
tired of it.’ His mother evidenced a marked 
neurotic personality. He was reared by his grand- 
parents with strong attachment-and lack of dis- 
cipline. “I always had my own way.” Morbid 


fears of darkness and storms were the only neuro- 
pathic traits elicited. Eldest of two offspring. 
Sister rejected from Cadet Nurse Corps because 
of “nervousness.” He began drinking at the age 
of 14 with several-day sprees and alcoholic excesses. 
He denied any episodes of delirium tremens or 
alcoholic hallucinosis. He married at age of 18 a 
high school sweetheart with considerable family 
conflict over his alcoholic bouts. The union re- 
sulted in one offspring living and well. He was 
arrested for vagrancy at the age of 15 and had 
over 8 civilian arrests for drunk and disorderly 
conduct and gambling. His occupation prior to 
induction was that of running gambling conces- 
sions in small carnivals. He averaged well over 
$50 a week, including expenses. 

He was rejected from the military service on 
three separate occasions and finally joined as the 
result of an emotional upset with a friend who 
had a son in the service and “dared him to join.” 

He -admitted his military record was fortunate 
inasmuch as he had avoided formal courts martial. 
He lost a Tec 5 rating for “telling off” an officer. 
His conduct had resulted in many company pun- 
ishments. Several line officers had recommended 
courts martial on numerous occasions. He was 
evaluated as a rash, disrespectful person by the 
entire ward personnel. 

Complete mental examination was within normal 
limits. Physical examination was negative except 
for compound myopic astigmatism. Laboratory and 
neurological examinations were non-contributory. 


CaAsE 2.—C. P. S., inadequate personality with 
criminalism. 29-year-old private with Io months 
service and 44 months overseas in the South Pacific 
Area. Complaint on admission: “Same pain in 
the stomach—don’t like to be complaining, but 
I’m no better I guess.” The soldier was obviously 
groping for some type of subjective symptomatol- 
ogy and unable to do so with ease. 

Past history revealed birth and early develop- 
ment normal, Second of 7 children. “I didn’t get 
along with anybody; we were always fighting.” 
Started school at age of 8 and completed the 
6th grade at 14 with history of truancy and 
nomadism. Began moderate alcoholic excesses at 
age of 14. Denied any neuropathic traits. 

His criminal career started at the age of 16 with 
bootlegging, automobile theft, gambling and vari- 
ous rackets. At I9 he was arrested for armed 
robbery and spent 7 years in the Eastern State 
Prison. He was again arrested for violation of 
the Byer Act, but sufficient legal evidence was 
lacking for another conviction. 

Numerous attempts at duty trials and rehabilita- 
tion to no avail in this theatre. 

Mental and physical examination and laboratory 
data were non-contributory. 


Case 3.—C. P. S., sexual psychopathy. 24-year- 
old private with 24 months service and 22 months 
in South Pacific Area. Complaint on Admission: 
“I am a homosexual and with 2 years in the Army 
it has been torture and I can’t stand it any longer.” 
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Past history revealed his father deserted his 
mother soon after the patient’s birth. Mother was 
“high-strung”’ and remarried six times. He was 
the only child, with close maternal attachment and 
over-protection. He completed one year of high 
school at age of 14 and. quit to attend beauty school. 
Denied any neuropathic traits. 

At the age of 7 patient practiced fellatio on a 
20-year-old youth who asked him to do so. He 
became the member of a homosexual circle at the 
age of 17 and was the passive partner, dressing 
at times as a woman even to the undergarments. 

His initial heterosexual relationship took place 
at age of 17 at the demand of his mother who 
learned of his homosexuality. He visited a brothel 
“to find out whether it would change me any, 
although I knew it wouldn’t.” Experienced normal 
intercourse and ejaculation, but with no pleasure. 

He admitted multiple homosexual episodes in 
the service. His appearance was effeminate with 
female gait and the constant use of strongly scented 
toilet water. 

Mental status, physical and laboratory examina- 
tions were essentially negative. 


It was clearly recognized that the criminals, 
sexual psychopaths and the two paranoid per- 
sonalities were distinct and separate cases 
as opposed to the inadequate personality per 
se with no marked criminal, sexual or para- 
noid coloring of a sufficient degree to justify 
a definite diagnosis. However, since modern 
nosology tends to group them together, they 
were included in the total Rorschach picture 
and then later subdivided to find any typical 
differences. 

Rorschach workers agree that one cannot 
develop a typical diagnostic Rorschach pat- 
tern for each psychiatric classification, yet 
it is well agreed that certain components are 
` inclined to occur frequently enough to be of 
possible significance in certain illnesses, e.g. 
the prevalence of “color shock” in hysterical 
reactions. | 
_ The total and over-all Rorschach must 

be carefully analyzed and interpreted as a 
whole. In our series the Rorschach results 
as to the quantitative distribution of the 
various scoring categories were treated by 
a simple averaging of all the tests. This is 
of value but the qualitative characteristics of 
the responses are of equal significance as 
correlated with clinical behavior. 

On a basis of the total average, then for 
the entire group, the Rorschach pattern, as 
shown on page 108, was obtained. 

Inasmuch as this includes the total group, 
the data on page 109 represent only the 
inadequate personality, not including the 
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criminals, sexual psychopaths and paranoid 
personalities. 
RorscHacuH Data 


The relative constancy of the relationship 
among factors is easily observed, and the 


major difference appears to be in the weight 


of FM which is easily explainable when one 
considers the sexual psychcpaths in the 
total series. 

On the basis of 28 cases it is felt that the 
following factors are of value in the Ror- 
schach picture of the psychopath. 


I. Number of responses around 20. 

Reaction time for non-color cards is 
about the same as for the color 
cards. 

Total F around 55%. 

Original responses are absent. 

(H+A) :(Hd+Ad) is constantly 
21; 

M:Sum C is about 1:24. 

(FM +m) : (Fc+c+C') is weighed 
on (FM-+m) side due to sexual 
responses. 

8. Responses to cards VIII, IX, X 

around 38%. 

g. W:M around 5:1. 

10. D% is usually greater than 60%. 

11. The psychopath rarely refuses a card. 

12. A'% is usually less than 50%,(vs 
neurotics). 

There is an apparent poverty of inner 
and outer control with around 11 
or more F responses. 


ND WHY 


13. 


The quality of F responses is very poor 
and non-committal with little patience or 
interest and “a get it over with as quickly as 
possible” attitude. Klopfer and Kelly (“The 
Rorschach Technique”), state “that a lack 
of D especially 1/3rd of R indicates a lack 
of recognition of the problems of everyday 
life, and that an over-emphasis on D as 
a rule indicates that person employs com- 
mon sense as a mental basis for his mental 
activity.” | 

A D percentage of greater than 60% is 
not an obvious over-emphasis on D, yet one 
would expect the D percent to be weighted 
in the other direction, if these authors’ con- 
cept is correct, this would appear to be open 
to further investigation. 
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NUMBER OF RESPONSES 


MASTER SHEET — — TOTAL 28 CASES 


haga yoo 


a=~—h w& 


MOVEMENT 


72 453 1.65 .83 013 18 


DIFFUSION—VISTA Form Form] TEXTURE AND ACH- BRIGHT COLOR 


ROMATIC COLOR 


-10.@ 45 AB 45 1.36 .25 AS 


ı RELATIONSHIPS AMONG FACTORS - 


Total responses (R) = 208 
Total time (T) == 14.5 min.. 


‘ Ẹ f 
Average time per response p= 7 min. 


Average reaction time for cards I, IV, V, VI, 


VII=2 


Average reaction time for cards II, I, VIII, IX, 
X = 26 





Total 

HE = 50 F% 
FK+F+4F 
AEE = a5% 
A+ Ad 

A a5 A% 


Number cf P= 3 
Number cf O = 0 
*(H +A): (Hd + Ad) = 8.1: 4.3 
F F C 
; Sum c= EHHE ga 
M: sum C= 72:31 
(EM +m): (Fe + c + C’)* = 6:12 


No. of responses to cards 
VIII, IX, X ` 


R == 37.5% 
W:M = 5.5: .59 
Suczession : 
| aaa = 
Rigid Orderly Loose Confused 


(Place a check mark at the appropriate 
point on the scale above) 


ESTIMATE OF INTELLECTUAL LEVEL 


Intell. Efficiency 
.... Very superior 


Intell. Capacity 
.. Very superior 


.. Superior .. Ouperior 
.. High average ..High average 
x Average X Average 


.. Low average 
.. Dull normal 
... Feebleminded 


.. Low average 
..Dull normal 
.. Feebleminded 


‘ Note that this estimate is based mainly on the 


following : 


number and quality of W 
number and quality of M 
level of form accuracy 
number and quality of O 
variety of content 
succession 


MANNER OF APPROACH 
W(31%) D(62%) d(9%) Dd 24 S(1.5%) 


Enter the location percentages of the spaces 
above. Compare these percentages with the norms 
shown in the box below, by placing a check mark 
opposite the appropriate range of percentages. 


pow | e | a jams’ 
c10% C(w)) | 30% (D)) 1.5% 
30-45 (D) (a) 


10-20 (w) 
E pom oes 
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NUMBER OF RESPONSES 


MASTER SHEET - - INADEQUATE PERSONALITY ONLY 


Hep webh uo ono 


Fel DA ak aks Ud el ak Wk ae bd o kA 


MOVEMENT 


69 2.62 3] 44 j2 3 


ae TEXTURE AND ACH- , 
DIFFUSION -VISTA |FORM| Romatic color | BRIGHT COLOR 


10.9 .56 0 75 87 44 75 


RELATIONSHIPS AMONG FACTORS 


Total responses (R) = 182 © 
Total time (T) = 19 min. 


. T $ 
Average time per response (=) = 1.04 min. 


Average reaction time for cards I, IV, V, VI, 





VIL e351 
Average reaction time for cards H, HI, VHI IX, 
X = 32.5 
Total F 
s78 F% 
R 
A-+ Ad 
AN aca it 


Number of P= 4 
Number of O=0 
*(H + A): (Hd + Ad) = 6.75: 3.56 
FC + 2CF C 
Sum C stetan tat 3.13 
M: sum C = .8: 2.13 
(FM +m): (Fe -ce -+ C’)* = 2.75: 1.44 
No. of responses to cards 


VIII, IX, X 
e ee 37-196 


W:M=48:.75 l 
Succession: a l 
| a er E 
Rigid Orderly Loose 


(Place a check mark at the appropriate 
point on the scale above) 


' Confused | 


ESTIMATE oF INTELLECTUAL LeveL 


Intell. Capacity Intell. Efficiency 
..Very superior . .. Very superior 
. . Superior .. Superior 
.. High average .- High average 
X Average Average 


...LOw average 
....Dull normal 
...Feebleminded 


.. Low average 
...Dull normal 
.. Feebleminded 


Note that this estimate is based mainly >n the 
following : 


number and quality of w 
number and quality of M 
level of form accuracy 
number and quality of O 
variety of content ` 
succession 


} 
MANNER OF APPROACH 


W (28.75%) D(63.0%) d(6.1%) Dd 284 3 (2%) 


Enter the location percentages of the spaces 
above. Compare these percentages with the norms 
shown in the box below, by plecing a check mark 
opposite the appropriate range of percentages. 


ca C 
<io% ((w)) | 30% (CD)? 
30- Ee (oD) | 5% = | 


10-20 (w) 
sas a |10% Das | 
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In order to present the data obtained from 
each patient in a composite manner and so 
that the variations in answers are ‘evident, 
the following charts are given in order for 
the scatter to be seen. 

The succession throughout was fairly 
orderly. Careful analysis of the content, in- 
quiry, and testing the limits failed to pro- 
duce any important or constant findings that 
have not previously been mentioned. 
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havior. The psychopath lacks adequate in- 
tellectual depth to personally understand his 
behavior, yet his intelligence is within normal 
limits as measured by clinical and psycho- 
metric appraisal. The cognitive subdivision 
of his personality seems rather to be ruled 
by primitive basic instinctual and sexual 
drives to the exclusion of rational behavior. 
There is no apparent inter-personal conflict 


_over this apparent deviation in his integra- 


~ INADEQUATE PERSONALITY 


Case 
no. M FM m k K FK 
I 0 I o re) 0 I 
2 I 3 O 0 o o 
3 I I 0 O 0 0 
4 o 2 I Q O o 
z O I Í 0 0 I 
G o 2 o I o 0 
7 2 2 2 0 Oo o. 
& o 2 0 I o o 
g i 7 I o a) O 
I0 0 o (0) 2 O 0 
II ne) 2 a I o I 
12 I 2 O o I O 
13 I 4 0 O (e) 0 
I4 I Q o I a) o 
15 3 2 o o QO 0 
16 o 2 o i O O 
I7. Reject 


SUMMARY AND CONCLUSIONS 


Clinical and Rorschach studies were made 
on 28 soldiers evidencing a psychopathic per- 
sonality. The Rorschach scatter for each of 
these cases is given. Three brief clinical his- 
tories are included. The total Rorschach 
average is given and the criminals, sexual 
psychopaths and paranoid personalities sub- 
tracted from this total with the Rorschach 
pattern of the inadequate personality given. 

Certain relatively constant factors have 
been mentioned. It is felt that such a series 
under such a controlled atmosphere as pro- 
duced by the military service in an overseas 
theatre would be difficult to duplicate in 
civilian life. This is a limited number of 
cases. | : 

The psychopathic personality appears to be 
shallow, flat and lacking in sufficient inner 
and outer control to warrant normal be- 


BAR GRAPH DATA 


F Fe c Cc FC CF C 
16 O o o o I O 
14 o O o o 0O- 0 
14 3 0 2 0 0 2 
I5 O o 0 o O o 
14 I O Le O I O 
12 O o I I o 0 
II O o I I 0 I 
6 O o 0 I I 3.0 
12 O 0 0 o 0 o 
7 I 0 I 2 I o 
3 I o o 3 I o 
16 O O I 3 2 o 
5 0 0 0 0 o 0 
4 I o o 3 0 I 
16 I o 0 0 0 o 
5 I 0 5 O o 5 


tion and he continues blithely along his way, 
bumping his head into the stone walis of- 
social mores and customs time and again. 

Emotionally he is vacant with little innate 
emotional control and that present, when 
aroused, is characterized by violent upheavals 
and uncontrollable behavior of the rage re- 
action type which, at the time of the out- 
burst, is of psychotic nature and appears to 
mimic insanity even in the legal sense of- 
the word. ) 

The psychopath appears to be a social 
misfit, usually totally unmodifiable and ex- 


hibiting a deeply ingrained disorder of 


temperament. 


Nore:. The author is indebted to Dr. Edward G. 
Billings, M. D., Associate Professor, University of 
Colorado, ‘Department of Psychiatry; Psychiatric 
Consultant, South Pacific Base Command, for con- 
structive suggestions and criticisms. 
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CLINICAL NOTES 


A VETERAN USES GENERAL SEMANTICS FOR REHABILITATION 
BY THE VETERAN! 


It was not with willingness and whole- 


hearted coopération that this veteran of four 
campaigns in the South Pacific consented to 
give the information in this study. He felt, 
however, that doing so may help him relax. 
As far as putting to use the work of general 
semantics, it was a benefit; but, at first, to 
relate many incidents openly as in this paper 
was extremely difficult and he tended to re- 
lapse into the nervous condition he was in 
when released from the service. 

Here are a few examples of misevaluation 
that will illustrate the problems, of the vet- 
eran; many are extremely difficult to put 
into written description. 

The fear of darkness, for quite some time, 
hindered many of his activities after sun- 


down. It was hard to feel safe from enemy. 


fire even as a civilian in the United States. 
Most of the evenings were spent in the home 
rather than venture outside. The veteran 
put to work general semantics and took long 
walks down side streets at night, keeping in 
mind that the darkness he then encountered 
was entirely different from that in combat. 
After a week or so of such procedure, he 
began to relax and take part in evening 
activities outside. 

There is a great fear of crowds noticeable. 
Why this should be he cannot explain, unless 
it is due to the isolation and small numbers 
of men he encountered while in the Pacific 
area. To overcome this, he took walks in 
the downtown district and forced himself 
to mingle with people. He has partially over- 
come this fear and is still advancing. Per- 
haps one reason for his not mixing with 
people was the “‘silly conception” of war they 
expressed. At first, he lost his temper quickly 


1 The writer of this report was a student in Pro- 
fessor Elwood Murray’s class in general semantics 
at the University of Denver. The report was 
supplied by Count Alfred Korzybski, director, In- 
stitute of General Semantics, Chicago, and is pre- 
sented substantially as the veteran wrote it, includ- 
ing the title. 


; 


and made many cutting remarks to people. 
Later he developed a sullen silence refusing 
to comment on or discuss the situation ex- 
cept with those he felt were interested and 
were making an attempt to ease the situation. 
At present, he is most objective, trying to 
keep in mind that though there are remarks 
that irritate him, there is no possible way 
to understand the conditions without having 
experienced the same. Using this method 
of silence has helped a great deal with de- 
lay of reactions as an aid to evaluation. 
Though at frst he reacted within himself, 
and carried all the marks of ill-will, at present 
he uses this period entirely for evaluation. 

Tension was and still is quite noticeable; 
however, there is some improvement. After 
correct evaluation of sudden sounds, relaxa- 
tion came easier. The veteran was in a con- 
stant state of anxiety, tensed to move quickly 
should it be necessary. Movements of all 
those about him, no matter how slight, are 
observed. He found the identification in his 
reactions with being constantly alert for 
movements in trees and bushes that might 
be those of the enemy in combat. Realizing 
this, he is more at ease. 

When the veteran attended movies, he 
always left during the newsreel. He reacts 
to battle scenes as though he were present. 
It leaves him in a state of great anxiety 
and what might be termed “fresh combat 
fatigue.” The veteran is striving to over- 
come this identification. In doirg so, he 
remains in his seat and tries to keep in mind 
that it is just a screen with black and white ` 
pictures, rather than actual battle. There has 
been a noted improvement with regard to 
after-effect ; however, while witnessing the 
scenes, he sweats profusely. 

Aversion to noises such as the fire siren. 
Sirens-were used in combat .to alert soldiers 
for air raids. When the veteran hears sirens 
he breaks into a sweat and has great difficulty 
in controlling the desire to drop on the 
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grcund, To make a proper evaluation, he 
visited a fire station and examined the sirens 
on the engines. Seeing them as they were 
and for the purpose they are now used, has 
contribuzed to more self-control. 

Low flying planes also greatly affected him. 
He experienced a bombing in the early part 
of the war in which he was the sole survivor 
among some fifteen others. With exception 
of great shock and unconsciousness he was 
not injured. The low flying plane flashes 
this experience to his mind. To attempt to 
properly evaluate the situation, the veteran 
gained permission to enter an airfeld and 
examine planes. He stood close to the run- 
way when planes came in. This has not 
helped too much, but he believes he can 
train himself to picture peaceful maneuvers 
of friendly planes landing on an airstrip 
rather than death-dealing Jap bombers. 

This leads into his problem of insomnia. 
He has many nightmares; however, the 
-dream most often repeated is that of the 
action described above. In these dreams he 
breaks into a heavy sweat and awakens. 
Training in general semantics has not helped 
this situation, When the individual is asleep 
he cannot have the cortical control that he 
has during waking hours. ’ 

An example of pure identification comes 
out in the veteran’s dislike for rice. 
first view of the enemy dead was that of a 
Jap soldier which was in the process of 
deterioration. The bag of rice the soldier 
had been carrying was torn open and grains 
of rice were scattered over the body mixed 
in with maggots. When the veteran, to this 
day, sees rice, the above. described scene is 
vivid and he imagines grains of rice moving 
in his dish. To overcome this, he has eaten 
rice several times trying to remember. the 
rice before him is not the same as that on 
the body. Though the food is not relished, 
he has succeeded in overcoming the vomiting 
reflex at the sight of rice. 

When first returned, the veteran had a 
_ great dislike for dogs resulting from experi- 
ences with native dogs. These dogs were 
seen to devour bodies of both American and 
Jap soldiers, which, of course, was most 
distastefu: to the observer. When mongrels 
in the United States were’seen, or even heard, 
the above scene flashed to the mind and 
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immediate hate for canines became promi- 
nent. To overcome this, he forced himself 
to pet dogs and remember that these dogs 
were quite different from those on the islands. 
At present, he is fairly well adjusted to the 
situation. 

The veteran brought with him a Jap can- 
teen. This canteen was in deplorable con- 
dition when -he picked it up and needed 
some cleaning. Very seldom has he seen it 
since he has been back. Each time he has 
looked at it, the smell and surrounding con- 
ditions under which he was at the time come 
back to him. Also in connection with this 
reaction are some snap shots he brought 
back. These were in the same container 
until a short time back. They definitely had 
a mouldy odor; this, combined with scenes, 
was extremely hard on him. Since he has 
mounted the pictures and sunned them out, 
his reaction is much improved. 

This veteran’s reaction to soldiers who 
have not served overseas is most disagree- 
able. This reaction may come from notices 
put out overseas explaining that the reason 
for such extensive tours of duty was the 
shortage of replacements. When he returned 
and saw the great number of men on the 
streets, he developed a great dislike for them 
and without hesitation made slighting re- 
marks. Since first returning there has been 
some improvement along this line; however, 
he still holds-the grievance. He is trying to 
overcome this by keeping in mind that the 
individual himself cannot always help his 
status. 

The oppression of army life has left him 
with a most serious attitude of rebellion. If 
asked to do something, he is most co-opera- 
tive, but should someone order him, he flatly 
refused to co-operate. He has improved 
greatly, however, realizing that the situation 
is entirely different and in most instances, 
the cooperation betters his association with 
people. l 

Two weeks after the veteran had been 
discharged, he and his wife were visited by an 
elderly lady who was a friend of the family 
but had not been seen for several years. Dur- 
ing the course of conversation, the veteran 
excused himself from the room. As he was 
leaving, he overheard the visitor ask, “Why 
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isn’t your husband in the army?” He re- 
curned to the room and not too politely 
informed the visitor of his status. This led 
to a grave dislike for all elderly women. 
When the veteran began applying general 
semantics, he discovered the above. Since, 
ae has tried to bear in mind that all elderly 
women are not the same as the one described. 
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He has partially overcome the intense dis- 
like for them as a result. 

The veteran has been using the semantic 
relaxation technique. It has been a very 
short time since he started; however, since 
he began he finds tension relieved and he is 
earnestly working with it in hopes of com- 
plete success soon. 


CORRESPONDENCE 


Editor, AMERICAN JOURNAL OF PSYCHIATRY: 


Sir: I have been surprised to observe in 
your correspondence no note of protest in 
reference to the article in the November 
1945 issue of the AMERICAN JOURNAL OF 
PsycHratey on “Psychoanalysis and the Un- 
conscious” by Knight Dunlap. I had hoped 
that someone better qualified than myself 
would appear to answer Dr. Dunlap. Dr. 
Dunlap attempts to belittle Freud’s accom- 
plishments in founding the science of psycho- 
analysis by pointing out that there was nothing 
in it which was not either current in German 
psychology at the time or not derived from 
pre-Christian philosophical thought. No 
thinker works in a vacuum or completely 
de novo and it is absurd to expect it. Freud 
frequently acknowledged his indebtedness to 
others and showed how their theories were 
compatible or inconsistent with his own. To 
say that the libido is the successor to the 
ancient Greek psyche does not necessarily 
dismiss it as a useful psychological concept. 
Because Plato’s theory of dreams superfi- 
cially resembles Freud’s or because there 
are traces of other men’s ideas here and 
there ir his work does not mean that his 


work was simply a hodgepodge of super- . 


stition and derivative ideas. Freud took the 
material that he had to work on and brought 
forth an original well documented system 
` of thought that his predecessors had only 
half divined. 

To condemn psychodnalysis, as Dr. Dun- 
lap tries to, because there are several schools 
or sects of psychoanalysis is likewise illogi- 
cal. There are many more and more widely 
divergent schools of thought in the field of 
psychclogy than there are sects of psycho- 
analysis. Dr. Dunlap tries to give the im- 
pression that there is unanimity of psycho- 
logical thought and that all psychologists 
would accept his terminology and his defi- 
nition oI consciousness and unconsciousness. 

Dr. Dunlap is guilty of gross misstate- 
ment when he claims that some M. D.’s 
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with no previous training have completed 
| psychoanalytical training in less than two 


months. The requirements of the Ameri- 
can Psychoanalytical Association are a year’s 
interneship and a year’s full time work in 
a psychiatric hospital or clinic approved by 
the American Medical Association and the 
American Psychiatric Association. With 
these basic requirements the candidate must 
undergo a preparatory analysis and a course 
of theoretical and clinical instruction, which 
ordinarily takes 3-5 years. If Dr. Dunlap 
knows any place where this can be accom- 
plished in two months, I would be grateful to 
him for the information. In the article on 
psychiatric education by Charles Rymer in 
the January 1946 AMERICAN JOURNAL OF 
PsycHIATRY he states: “Although resi- 
dencies in psychiatry for the most part are 
poorly supervised by hospital administrators 
and vaguely and unsatisfactorily accredited, 
this is not true of the six training institutes 
in psychoanalysis officially recognized by the 
American Psychoanalytical Association.” One 
might more profitably inquire into the quali- 
fications of the psychologists who Dr. Dun- 
lap says have to repair the evil done by 
psychoanalysts. 

Finally Dr. Dunlap confuses the processes 
of repression and suppression, the latter of 
which is a conscious process. Psychoanalysts 


‘nowhere maintain that we should give un- 


bridled rein to all our impulses or that it 
is wrong to consciously suppress an asocial 
desire. What they do maintain is that an 
unconscious repression is frequently the 
source of a psychiatric symptom. The doc- 
trine of the unconscious and its importance 
for understanding psychological mechanisms 
is widely accepted by many psychiatrists who 
do not accept other Freudian concepts and 
who do not approve of Freudian method- 
ology. 
Yours truly, a 
Henry J. Myers, M. D.: 
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Editor, AMERICAN JOURNAL OF PSYCHIATRY: 


Sir: The only comment I wish to make 
on Dr. H. J. Myers’ note is: My statement 
that I have known M. D.’s with no specific 


Editor, AMERICAN JOURNAL OF PSYCHIATRY: 


Sir: Several months ago, Dr. Wm. Cad- 
bury left San Francisco for Lingnan Uni- 
versity in Canton, China to continue his 
medical missionary work and to teach medi- 
cine to his students. He wanted to return 
to his life’s work in Canton, where he treated 
his first patient in 1909. Later, he helped 
establish the medical school of Lingnan Uni- 
versity. 

Dr. Cadbury‘ arrived in Cano recently 
and found the university’s hospital filled with 
destitute patients and the medical school’s 
library entirely without books. He was in 
a Japanese concentration camp in 1942 when 
he was informed that the Japanese sold his 
medical books for fuel. 

Many friends have given all the medicine 
the university hospital required for one year. 
Unfortunately, we are unable to replenish 
-the medical school’s library to a very large 
degree. 

It is my sincere hope that you will come 
to the rally of a fellow colleague by send- 
ing him a gratis subscription of the reli- 
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psychiatric training, who beceme psychoana- 
lysts in a few weeks, still stands. 
Sincerely, 
KNicgHT DUNLAP. 


able AMERICAN JOURNAL OF PSYCHIATRY. 
Through ycur generous contribution Dr. 
Cadbury will be able to teack medicine with 
one of the fundamental instraments—up-to- 
date journals. 

Dr. Cadbury will rejoice to leara that the 
medical profession is still as cooperative, 
efficient, and ever ready with a helping hand 
when the occasion arises. 

The good doctor’s address is—Dr. William 
Cadbury, Lingnan University, School of 
Medicine, Canton, China. 

Respectfully yours, 
Ist Lr. GEORGE D. Fung, M.C, 
' Section 4, 
Madigan General Hospital, 
Fort Lewis, Wash. 

Dr. Cadbury’s name has been entered on 
our mailing list for a complimentary sub- 
scription to the JOURNAL. 

There may be those who read the above 
letter who will be able to assist by sending 
books, reprints or periodicals to the doctor 
to help him in the benevolent work he has 
undertaken.—EDp1rTor. 


AWARDS AND CITATIONS IN NEUROPSYCHIATRY 
SUPPLEMENTARY LIST 


Major oun W. Apre. (now Lt. Colonel), 
Medizal Corps, U. S. Army—Legion of Merit. 
As Chief, Mental Hygiene Branch, Neuropsy- 
chiatry Corsultants Division, Office of The Surgeon 
General, tram March 1943 to October 1945, con- 
tributed in an outstanding manner to the mental 
hygiene education of officers and enlisted personnel 
and the prevention of mental illness in the Army. 
His achievement reflected his outstanding ability 
and matericlly aided the nation’s war effort. 

Lt. COMMANDER RicHMOND J. Beck, Medical 
Corps, United States Naval Reserve—Commenda- 
tion Ribbon. For distinguished service in the line 
of his profession as Psychiatrist and Embarkation- 
Debarkaticn Officer aboard the U.S.S. Solace from 
November 1943 to July 1945. During this period 
‘he displayed professional skill and ability, demon- 
Strating outstanding zeal and steadfast devotion 
to duty in his handling of casualties evacuated from 
beachheads. He exhibited a high degree of physical 
fortitude ard endurance in expert treatment of the 
wounded and was directly responsible for saving 
the lives of many men suffering from shock and 
other combat disabilities. His personal attention 
to detail and leadership were an ever present source 
of inspiration. His services and conduct throughout 
were in keeping with the highest traditions of the 
United States Naval Service. 

COLONEL WILLIAM J. BLeck wenn, Medical Corps, 
United States Army-——Legion of Merit. For ex- 
ceptianally meritorious conduct in the performance 
of outstanding services in the Southwest Pacific 
Area, from 4 March 1942, to 15 October 1943. 
Colonel Blezkwenn commanded a medical regiment, 
planned and established two United States Army 
hospitals in Northern Territory, Australia, where 
extensive air operations were being carried out 
by the United States Army Air Forces. Providing 
vitally needed hospital facilities in an area from 
which evacvation was difficult, he was instrumental 
in saving the lives of many wounded officers and 
men. In January 1943, at an advance base in New 
‘ Guinea, he employed his own troops for labor, 
and, utilizing salvaged materials at hand, con- 
structed a model one thousand bed general hospital. 
Responsible for all medical installations throughout 
New Guinea, Colonel Bleckwenn established the 
first neuropsychiatric service in that region and 
was responsible for the rehabilitation of many 
patients, who returned to their units without further 
hospitalization. From June to November 1943, he 
directed preparations for the medical support of 
military operations along the north coast of New 
Guinea. By his outstanding professional skill, re- 
sourcefulness and organizing ability, Colonel Bleck- 
wenn made a noteworthy contribution to the support 
of military cperations in Australia and New Guinea. 
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Coroner Wiuram J. Brecxkwenn, M. C, 
A. U. S. Legion of Merit (Oak Leaf Cluster) .— 
Rendered distinguished service as Consultant in 
Neuropsychiatry, Sixth Service Command, from 
July 1944 to November 1945. With a background 
of rich experience in the actual handling of nervous 
and mental casualties in the combat area, he dis- 
played unusual foresight and understanding in or- 
ganizing the program of treatment for mentally 
disabled returnees. 

CAPTAIN Francis J. BRACELAND, Medical Corps, 
U. S. Naval Reserve—Legion of Merit. For ex- 
ceptionally meritorious conduct in the performance 
of outstanding services to the Government of the 
United States as Special Assistant in Psychiatry 
to the Surgeon General of the Navy, and later as 
Chief of the Division of Neuropsychiatry, Bureau 
of Medicine and Surgery, from January 1942 to 
October 1945. Possessing an international reputa- 
tion in the field of psychiatry, Captain Braceland 
was responsible for the procurement and training 
of medical officers and enlisted personnel to ade- 
quately establish psychiatric services to all Naval 
Hospitals in the United States and the Advanced 
Bases. His medical knowledge and ability con- : 
tributed immeasureably to the welfare of the Naval 
Medical Corps during these critical years. 

Major ALLEN W. Byrnes, M. C.—Bronze Star 
Medal. For distinguishing himself by meritorious 
service in connection with military operations 
against an enemy of the United States from 27 June 
1944 to 31 December 1944, in France, Luxembourg, 
Germany, and Belgium. As Division Neuropsy- 
chiatrist, Major Byrnes assumed responsibility for 
the supervision, treatment and evacuation of all 
neuropsychiatric cases. His organization and opera- 
tion of a Division Combat Exhaustion Center was 
characterized by outstanding efficiency. His ability 
and determination merit the highest praise and 
reflect great credit upon himself and the military 
service. 

CotoneL Joun M. CALDWELL, Jr. M.C., U. S. 
Army—Bronse Star Medal. For meritorious 
achievement at Hollandia, Dutch New Guinea from 
4 August 1944 to 30 June 1945, in connection with 
military operations against the enemy. As Com- 
manding Offcer of a large General Hospital, 
Colonel Caldwell was responsible for its construc- 
tion and operation and for the furnishing of medi- 
cal and surgical service to combat troops evacuated 
from forward areas as well as those staging 
locally. Through his improvization of utilities and 
expert management of all available manpower the 
hospital was prepared to receive patients within 
two months after construction had started. Within 
the following two month period its capacity was 
increased by more ‘than 200 per cent of its original 
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1000 bed authorization and even while operating 
at maximum capacity, he maintained the highest 
professional standards of medical care and inspired 
the staff by his unremitting perseverence and 
personal example. By his resourceful administra- 
tion, indefatigable efforts, and devotion to duty, 
Colonel Caldwell expedited the return to service of 
many thousands of rehabilitated personnel and con- 
tributed greatly to the humane disposition of the 
disabled. 

Ross M. Coapman—Certificate of Merit (Selec- 
tivé Service Medal). In acknowledgment and ap- 
preciation of patriotic services performed without 
compensation in- the administration of the Selec- 
tive Training and Service Act of 1940, during the 
period from January 1, 1941 to January I, 1946. 

Lr. CotoneL WirLraĮm H. Dunn, M. C.—Legion 
of Merit. Lt. Colonel Dunn rendered distinguished 
service as Neuropsychiatric Consultant, Fifth Ser- 
vice Command, from October 1944 to December 
1945. He energetically introduced new and im- 
proved techniques for the treatment of neuropsy- 
chiatric disorders, markedly reducing the period 
of hospitalization and effectively resocializing a 
great number of disabled military personnel. ` 

WurraM Rusa Dunton, Jr.—Certificate of 
Merit (Selective Service Medal). In appreciation 
of your loyal and faithful adherence to duty given 
voluntarily and without compensation to the im- 
partial administration of the Selective Service Sys- 
tem, the Government of these United States ex- 
presses its gratitude in this public recognition of 
your patriotic services. 

Lr. Coroner Witrtram H. Everts, M.C— 
Legion of Meritt. Serving in the Neuropsychiatry 
Consultants Division, Office of The Surgeon Gen- 
_ eral, from September 1943 to June 1945, Lt. Colonel 
Everts displayed professional ability and vision in 
developing a policy for the diagnosis and treat- 
ment of organic diseases and injuries of the 
neryous system. He was in large measure re- 
sponsible for the splendid record made by the Army 
in its management and care of neurological patients. 

Mayor Howarp D. Fasine, Medical Corps, U. S. 
Army—Legion of Merit. For exceptionally meri- 
torious conduct in the performance of outstanding 
services as Director of the School of Neuropsy- 


chiatry, 36th Station Hospital, European Theater 


of Operations, from 15 November 1943 to 30 June 
1044. Major Fabing supervised the various courses 
and did all the teaching of division medical officers 
at the neuropsychiatry school. Through his efforts, 
the training film entitled “Combat Exhaustion” 
was produced. He standardized the remedial ther- 
apy for the effective treatment of front line neuro- 
psychiatric casualties so that over half the men 
suffering from this disturbance could be returned 
to duty within a week. Very few of the men who 
attended the school had any previous special train- 
ing in psychiatry, but, by employing the method- 
ology taught by Major Fabing, they have been 
successful in treating psychiatric casualties in the 
combat zones. 

Lr. CoLoneL MALCOLM J. FARRELL —Legion 
of Merit. As Deputy Director, Neuropsychiatry 
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Consultants Division, Office of The Surgeon Gen- 
eral from April 1942 to June 1945, displayed ex- 
ceptional ingenuity and foresight. As a result of 
his initiative and resourcefulness, division psychia- 
trists were appointed, mental hygiene consultation 
services established throughout the country and 
a critical backlog of psychiatric patients in the 
Pacific Theater eliminated. 

Captain James B. Funxuouser, Medical Corps 
—Bronuse Star Medal. For meritorious -achieve- 
ment in connection with military operations in 


` Italy from 1 May 1944 to 8 May 31945. Captain 


Funkhouser, as Assistant Chief of the Neuropsy- 
chiatric Section of the 45th General Hospital, had 
sole charge of the locked wards >f the Neuropsy- 
chiatric Section. During this period 1,456 locked- 
ward patients were admitted with an average of 
121 new cases each month. As trained personnel, 
both nurses and corpsmen, was not available, an in- 
tensive course of instruction was conducted by Cap- 
tain Funkhouser, and because of emotional or in- 
tellectual incompatability there was a continuous 
turn-over in personnel assigned making necessary 
the continuation of this course throughout the entire 
period. Despite the handicap of inadequate ward 
and recreational facilities for care of these patients, 
many of whom were criminally insanz, not one 
incident of any significance occurred and no patient 
permanently harmed himself or did harm to others. 
Captain Funkhouser was one of the pioneers in 
the use of electric shock therapy which renders 
these patients quickly and easily transportable and 
recognized the importance of evacuating patients 
from the theater as promptly as possible in order 
that they might not continue to be a burden of 
unusable manpower. The remarkable record of ac- 
complishment established in his section was due 
to the untiring and unremitting efforts of Captain 
Funkhouser, his training and indoctrination of the 
personnel assigned and the vigilance and conscien- 
tious devotion to duty with which he inszired them. 

Lr. Coronet Joun H. Greist, M.C.—Army 
Commendation Ribbon. For meritorious service as 
Neuropsychiatric Consultant, Office of the Surgeon, 
Headquarters Seventh Service Command, Omaha, 
Nebraska, from 27 June 1945 to 28 February 1946. 
He visited hospitals, conducted clinics, taught 
classes, made public appearances, and by his leader- 
ship and personality stimulated a quality of psy- 
chiatry that would not otherwise have been possible, 
and contributed materially to the success of the 
medical program of the Service Commend. 

Lr. COLONEL ArtHur O. Hecker, M. C.—Bronze 
Star Medal. For meritorious service in connection 
with military operations, as Mecical Service Co- 


ordinator, 12th Hospital Center, from I May 1944 


to 8 May 1945. Lieutenant Colonel Hecker’s efforts 
in the skillful placement of professional men and 
the resultant increased efficiency in operation of 
the Medical Services of the 12th Hospital Center, 
his keen judgment in establishing policies for the 
disposition of thousands of cases of neurcpsychiatric 
disorder, trench foot and malaria caused many use- 
ful men who would otherwise have been returned 
home to be transformed from batle casualties into 
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efficient soldiers in the European Theater of Opera- 
tions. At all times he showed utmost willingness 
to assume extra duties and he always turned in a 
superior performance, no matter what the task. By 
his superb technical ability and his outstanding 
devction t duty, Lieutenant Colonel Hecker has 
contributed immeasurably to the successful opera- 
tions of the Medical Corps. 

Major Davin W. Huccer, M. C—Army Com- 
mendation Ribbon. “During World War II The 
Medical Department carried out its mission with 
outstanding success. This achievement was made 
possible only through the combined efforts of all 
Medical Cepartment personnel. Your service with 
the Medical Department has been exceptional when 
compared with others of the same grade of similar 
position, end I wish to commend you for your 
outstanding contribution as Assistant Chief, Mental 
Hygiene Eranch, Neuropsychiatry Consultants Di- 
visicn, Ofice of The Surgeon General, on 29 
April 1944 to'9 June 1945.” 

Major Jonn M. FLuMeRFeLtT—Army C obi 
tion Ribben, During World War II the Medical 
Departmert carried out its mission with outstand- 
ing success. This achievement was made possible 
only throrgh the combined efforts of all Medical 
Departmert personnel. Your service with the Medi- 
cal Depar-ment has been exceptional when com- 
pared with others of the same grade of similar 
position, and I wish to commend you for your out- 
standing contribution as Chief, Psychiatry Branch, 
Neuropsychiatry Consultants Division of the Office 
of The Surgeon General, from i6 July 1945 to 
4 January 1946. 

Major Harry L. FREEDMAN. —Army Commenda- 
tion Ribbon. Major Freedman as Director, Men- 
tal Hygiene Unit, Headquarters, Eastern Signal 
Corps Uni Training Center, Fort Monmouth, New 
Jersey, from 22 December 1941 to 22 November 
1943, capably discharged important responsibilities 
in the organization and operation of a Psychiatric 
Unit for the reclassification and elimination of 
maladjusted soldiers. 

Major Harry L. Freepman, M.C., A. U. S.— 
Legion of Merit. As director, Mental Hygiene 
‘Division, ASFTC, Camp Plauche, New Orleans, 
Louisiana, from 20 July 1944 to 2 January 1946, 
displayed exceptional skill and was eminently suc- 
cessful in the organization and direction of this 
unique staff section. His unit handled more than 
four thousand cases of maladjusted soldiers. With 
the aid o= this outstanding service the problem 
of eliminating non-effectives from this command 
was solved in a highly efficient manner. In achiev- 
ing this objective, he exhibited ån unusually high 
degree of resourcefulness and creativeness which 
aided immeasurably in the accomplishment of 
military missions which are vital to the mainte- 
nance of the mental health of military personnel. 


Through unselfish devotion to duty, leadership, 


‘and exemplary performance Major Freedman re- 
flects crecit to the service, his profession, and 
himself. 

Lr. Coroner, Ronatp H. Kerrie, M. C.—Bronze 
Star. For meritorious service in connection with 
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military operations against the enemy during the 
period 5 December 1044 to 2 September 1945. 
In the final phase of the successful very long range 
bombardment of the Japanese homeland from bases 
in the Marianas, Colonel Kettle contributed sub- 
stantially and directly to B-29 operations. He 
displayed rare devotion to duty and efficiency in 
the prosecution of his assigned tasks. Despite the 
tremendous work load occasioned by rapidly ac- 
celerated combat operations, he performed his duties 
with distinction and success. Colonel Kettle’s deter- 
mination and skill played an integral part in the 
final victory over the enemy, reflecting great credit 
on himself anc the Army Air Forces. 

Mayor HERBERT S. GASKILL, M. C—Army Com- 
mnendation Ribbon. During World War II the 
Medical Department carried out its mission with 
outstanding success, This achievement was made 
possible only through the combined efforts of all 
Medical Department personnel. Your service with 
the Medical Department has been exceptional when 
compared with others of the same grade of similar 
position, and you are commniended for your out- 
standing contribution as Chief of the Psychiatry 
Branch, Neuropsychiatry Consultants Division, 


Office of The Surgeon General, from 2 June 1945 


to 21 November 1945. 

TECHNICAL SERGEANT FRANK T. Grevinc, Medi- 
cal Department, A. U.S—Legion of Merit. For 
outstandingly meritorious service as Sergeant Major 
of the Mental Hygiene Unit, for his contribution 
in the conception of the first Mental Hygiene Unit 
in the Army established at Fort Monmouth, New 
Jersey; for superlative performance while recon- 
ditioning neuropsychiatric casualties in the capacity 
of Sergeant Major, Mental Hygiene Unit, England 
General Hospital, Atlantic City, New Jersey. In 
these positions of responsibility, he exhibited an 
unusually high degree of resourcefulness and cre- 
ativity which aided immeasurably in the accom- 
plishment of military missions which were vital 
to -the maintenance of the mental health of mili- 
tary personnel. Through unselfish devotion to duty, 
leadership, anc exemplary performance, Technical 
Sergeant Greving reflects credit to the service, his 
profession, anc himself. 

Roscoze Hati—Certificate of Merit (Selective 
Service Medal). In acknowledgment and appre- 
ciation of patriotic services performed without 
compensation in the Administration of the Selec- 
tive Training and Service Act of 1940, during the 
period January I, 1941 to January I, 1946. 

Mayor Arre O. Lupwic, M.C.—Army Com- 
mendation Ribbon. For outstanding service from 
23 August 1945 to 17 December 1945. Major Lud- 
wig prepared comprehensive studies which aided 
greatly in formulating policies for the effective 
prevention, treatment and salvage of neuropsy- 
chiatric casualzies. By his personal initiative, con- 
spicuous ingenuity and efficiency he contributed 
materially to the success of the Medical Service in 
combat operations. 

CoLonEL Marc J. Musser, M. C. U. S. Army.— 
Legion of Merit. For exceptionally meritorious 
conduct in the performance of outstanding services 
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in the Southwest Pacific Area, from 14 June 1943 
to 23 March 1945. As Commanding Officer, 135th 
Medical Regiment, later redesignated the 135th 


Medical Group, Colonel Musser displayed outstand- . 


ing professional skill in. the establishment and 
maintenance of an effective evacuation service dur- 
ing campaigns of Sixth Army forces from Papua 
to Luzon. He established and directed ambulance 
evacuation in Port Moresby and Milne Bay, Papua, 
and in Finschhafen, British New Guinea, and 
supervised the training and equipping of clearing 
and collecting companies of his regiment for par- 
ticipation in major amphibious operations in the 
Southwest Pacific Area, Although his units were 
operating over wide areas throughout the theater, 
he made frequent inspections and maintained co- 
hesion and high morale among his troops. Similarly, 
he exercised supervision over land, sea, and air 
evacuation for the Leyte operation and through 
his leadership and organizational ability, the mission 
was accomplished with marked success. Again 
charged with all evacuation during the Luzon Cam- 
paign, he established a complex and highly efficient 
system designed to meet any exigency, and further 
instituted the large scale 'use of light liaison air- 
craft, effectively expediting the evacuation of 
combat ‘casualties. Through his driving energy, 
resourcefulness, and unfailing devotion to duty, 
Colonel Musser made a conspicuous contribution 
to the exceptional care of the wounded throughout 
the theater. 

Major Danie. E., O’Keere, M. A. C—Army 
Commendation Ribbon. During World War Ii 
the Medical Department carried out its mission 
with outstanding success. This achievement was 
made possible only through the combined efforts 
of all Medical Department personnel. Major 
O’Keefe’s service with the Medical Department 
has been exceptional when compared with others 
of the same grade of similar position, and he is 
commended for his outstanding contribution as the 
Chief Psychiatric Social Worker, Neuropsychiatry 
Consultants Division, Office of The Surgeon Gen- 
eral, from 17 July 1945 to 10 January 1946. 

CAPTAIN LAWRENCE I, O’Ketry, M. A. C—Army 
Commendation Ribbon, During World War II 
the Medical Department carried out its mission 
with outstanding success. This achievement was 
made possible only through the combined efforts 
of all Medical Department personnel. Captain 
O’Kelly’s service with the Medical Department has 
been ‘exceptional when compared with others of 
the same grade of similar position, and he is com- 
mended for his outstanding contribution as Deputy 
Chief and later as the Chief Clinical Psychologist 
in the Neuropsychiatry Consultants Division, Office 
of The Surgeon General, from 30 August 1945 to 
. I0 January 1946. 

WEINFRED OvEerHOLSER—Certificate of Merit (Se- 
lective Service Medal). In acknowledgment and 
appreciation of patriotic services performed with- 
out compensation in the administration of the 
Selective Training and Service Act of 1940, during 
the period from January 1, 1941 to January I, 1946. 
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Major Harry L. MacKinnon, Medical Corps, ~ 
U. S. Army—Bronse Star Medal. For meritorious 
achievement in connection with military operations 
against the eremy on Luzon, Philippine Islands 
from 31 January 1945 to 4 March 1945. l 

Huco MzrLLA—Certificate of Merit (Selective 
Service Medal}. In acknowledgment and apprecia- 
tion of patriotic services performed without com- 
pensation in the administration of the Selective 
Training and Service Act of 1940, during the period 
from January I, 1941 to January 1, 1946. 

Mayor Josera J. Micuaets, Medical Corps, 
A. U. S.—Citation for Legion of Merit. As Chief, 


_ Neuropsychiatric Service, Newton D. Baker Gen- 


eral Hospital, Martinsburg, West Virginia, from 
June 1943 to December 1945, created and main- 
tained an organization which rendered service of 
immeasurable value to patients suffering from 
nervous and mental disorders. He repeatedly demon- 
strated his outstanding professional skill, man- 
agerial ability and unselfish devotion to the wel- 
fare of the mentally ill. 

CAPTAIN WarREN B. Mils, Medical Corps— 
Army Commendation Ribbon. Performed meri- 
torious services from 13 December 1944 to 14 Janu- 
ary 1946, as Chief of Electroencephalography, 
Neuropsychiatric Service, and Asst. Chief, Neu- 
rology Section, Neuropsychiatric Service, New- 
ton D. Baker General Hospital, Martinsburg, West 
Virginia. Accomplishing highly professional as- 
signments with distinction, Captain Mills reflected 
great credit on himself and the military service. 

Mayor Marvin R. Presser, M. C.—Bronse Star 
Medal. For meritorious service in connection with 
military operations against the enemy during the 
period from 13 December 1944 to 18 April 1945, 
in Germany. Major Plesset, Division neuropsychia- 
trist, displayec praiseworthy skill and judgment in 
in the discharge of his duties. Under his expert 
treatment and control, cases referred to him for 
consultation were promptly and efficiently treated, 
thereby effecting a great saving of manpower tc 
the Division. His willing, cooperative attitude and’ 
professional skill are in accordance with the highest 
military traditions, 

CAPTAIN RopertT T. Porter, Medical Corps— 
Army Conunendation Ribbon, Performed meritori- 
ous services from 9 July 1944 to 14 January 1945, 
as Chief, Closed Ward Section, Neuropsychiatric 
Service, Newton D. Baker General Hospital, Mar- 
tinsburg, West Virginia. Accomplishing highly 
professional assignments with distinction, Captain 
Porter reflected great credit on his profession and 
the military service. l 

CoLonEL WILLIAM C. Porter, M.C. A. U. S.— 
Legion of Merit. As Director, School of Military 
Neuropsychiatry, Mason General Hospital, Long 
Island, New York, from October 1943 to December 
1945, effectively presented an intensive program 
of practical psychiatry. By his expert professional 
knowledge and exceptional ability to impart his 
ideas to his students, he’ contributed materially 
toward a more efficient handling of neuropsychiatric 
problems arising in the Military Service. 
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STAFF SERGEANT MYRON JOHN ROCKMORE, Medi- 
cal Department, Army of the United States—Legion 
of Merit. For outstanding meritorious service as 
Chief Psychiatric Social Worker, Mental Hygiene 
Division, Army Service Forces Training Center, 
Camp Plauche, New Orleans, Louisiana, for super- 


lative performance while reconditioning neuropsy- - 


chiatric casualties in the capacity of Chief Psy- 
chiatric Social Worker, Mental Hygiene Unit, 
England General Hospital, Atlantic City, New 
Jersey, and for his contribution in the conception 
and operation of the first Mental Hygiene Unit 
in the Army established at Fort Monmouth, New 
_ Jersey. In those positions of responsibility, he 
exhibited an unusually high degree of resourceful- 
ness and creativity which aided immeasurably in 
the accomplishment of military missions which 
were vital to the maintenance of the mental health 
of military personnel. Through unselfish devotion to 
duty, leadership, and exemplary performance, Staff 
Sergeant Rockmore reflects credit to the service, 
his profession, and himself. 

Cotone, Lauren H. Smurs, M.C—Legion of 
Merit. Colonel Lauren Howe Smith, M.C. 
A. U. S., distinguished himself as Neuropsychiatric 
Consultant, Office of the Surgeon, Ninth Service 
Command, from November 1943 to November 1945. 
He ebly directed training and assignment to aug- 
ment the -number of available officers in this 


critical specialty and his achievements significantly . 


contributed ta the psychiatric rehabilitation and 
recordition:ng programs within the Command. 
CotoneL PauL L. Scrroreper, M.C., A. U.S.— 
Legion of Merit. As Consultant- in Neuropsychia- 
try, Fourth Service Command, from March 1944 
to October 1945, exhibited an unusually high de- 
gree of prcfessional skill and outstanding adminis- 
trative ability. He made significant contributions 
to the success achieved at all stations within the 
Command in the diagnosis and treatment of patients 
suffering with neuropsychiatric disorders. 
CoroneL Morton T. SemenreLD, M.A. C.— 
‘Army Commendation Ribbon. During World War 
II the Medical Department carried out its mission 
with outstending success. This achievement was 
made possidle only through the combined efforts 
of. al Medical Department „personnel. Colonel 
Seidenfeld’s Service with the Medical Department 
has been exceptional when compared with others 
of the same grade of similar position, and he is 
commended for his outstanding contribution as 
Chief Clinical Psychologist, Neuropsychiatry Con- 
sultants Division, Office of The Surgeon General, 
' from 20 December 1943 to 15 November 1045. 
GEORGE S. Srevenson—Certificate of Merit (Se- 
lective Service Medal). In acknowledgment and 
` appreciatior of patriotic services performed without 
compensaticn in the administration of the Selective 
Training and Service Act of 1940, during the period 
from January I, 1941 to January 1, 1946. 
CoroneL Doucras Armour Tuom, M.C., 
A. U. S—Legion of Merit. As Consultant in Neu- 
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ropsychiatry, Second Service tena on 17 
May 1943 to 8 September 1945, rendered distinc- 
tive and outstanding services. Bringing to his 
assignment a wealth of experience and a deep 
understanding of the mentally ill, Colonel Thom 
was largely responsible for the success obtained 
both in psychotherapy and in reconditioning the 
neuropsychiatric patient. He rendered invaluable 
service in furthering the highest quality. of diag- 
nosis and professional care in this phase of medi- 
cine at all stations within the supervision of the 
command. His assistance in professional organiza- 
tion, practices, and training programs at Mason 
General Hospital materially contributed. to the’ 
eminence of the Army’s largest psychiatric facility. 
Colonel Thom continuously directed all of his 
energies to promoting a kindly attitude toward 
the mental patient. His efforts and accomplish- 
ments reflect highest credit upon himself and the 
Medical Corps. 

Carrain Epwin A. Weinstern, M.C., A. U. s. 
—Bronze Star Medal. For meritorious services in 
support of combat operations from 1 August 1944 
to 2 May 1945, in Italy. Captain Weinstein, as 
Chief psychiatrist of the Fifth Army Psychiatric 
Center, maintained the professional work of the 
center at the highest level, and by so doing was 
directly responsible for reducing the manpower loss 
from psychiatric casualties to an absolute minimum. 
His clear understanding of the practical aspects 
of psychiatric disabilities contributed immeasurably 
to the prevention of emotional disorders among 
Fifth Army troops. Captain Weinstein exhibited 
rare initiative and skill in the organization of pro- 
fessional conferences for Fifth Army psychiatrists 
to coordinate clinical experiences in current ‘situa- 
tions, contributing materially to the formulation of 
effective professional policies in’ the battle area. 
His unremitting efforts reflect credit to himself and 
are in keeping with the finest traditions of the 
Medical Corps of the United States Army. 


SPECIALISTS IN NEUROPSYCHIATRY, 
U. S. NAVY 


*CAPT. FRANCIS J. BRACELAND, U.S.N.R. Legion 
of Merit. 

LEUT. Joszern M. Forey, U.S.N.R., Bronze Star 
Medal. 

Cart. DAVID C. GAEDE, U.S.N., Legion of Merit. 

*Capt. BaRTHOLOMEW W. Hogan, U.S.N., Navy ` 


‘and Marine Corps Medal, Silver Star Medal. 


Lr. Cor. Stuart C. Knox, U.S.N.R., Gold Star 
in lieu of second Silver Star Medal. - 

CAPT. RAYMOND J. Mansriern, U.S.N.R., Legion 
of Merit. 

*Capt. ACLPFAR A. MARSTELLER, U.S. N., Legion 
of Merit. l 


U. S. PUBLIC HEALTH SERVICE 
Sctrceon Louis Jacoss, Selective Service Medal. 





* Members of the Association. 
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THE CHICAGO MEETING 


The first meeting in the second century 
of the life of the Association was held at 
the Palmer House, Chicago, from May 27 
to 30, 1946, under unusual circumstances. 
It was the first peace-time meeting since 
1941, so that many of our members who 
served in the armed forces were able to 
attend. On the Friday preceding, after many 
warnings, a nation-wide railroad strike had 
materialized, and many members for a time 
at least had serious doubts of their ability 
to reach Chicago. Nevertheless, the meeting 
set a record for attendance of members— 
1076! The number of out-of-town guests 
suffered by reason of the uncertainties of 
transportation, yet the non-member regis- 
tration reached 937, making a total atten- 
dance of 2013. | 

The Program Committee, under the chair- 
manship of Dr. William Malamud, had 
labored diligently during the year, and pre- 
sented a well-balanced arrangement of papers 
totalling no less than 120 (some presented, 
as usual, by title only). On the first morning, 
after the usual addresses of welcome and 
‘business details, four sessions heard papers 
respectively on Psychiatry in Industry, Psy- 
chiatric Social Work, Administrative Psy- 
chiatry, and Rehabilitation. The afternoon 
saw the meetings of the Section on Psycho- 
analysis (jointly with the American Psy- 
choanalytic Association) and of the Sections 
on Convulsive Disorders, Forensic Psychi- 
atry, and Psychopathology of Childhood. 
Tuesday morning, following the election of 
officers (which was enlivened. by nomina- 
tions from the floor) the main session was 
devoted to Psychiatry in the Military and 
Public Health Services during the War, with 
simultaneous sessions on Experimental In- 
vestigation, and on Constitution and Hered- 
ity. The afternoon sessions were occupied 
with discussions of Psychiatric Services of 
the Veterans Administration, Psychosomatic 
Studies, and Treatment. In the evening the 
traditional “round tables” were held—tradi- 


tional, that is, except for the fact that they 
were not preceded by group dinners. The 
attendance at some of these informal discus- 
sions, nine in number, was substantial, as 
usual. 

The morning session on Wednesday, after 
the election of members and the presenta- 
tion of reports, was devoted to two addresses 
by invited speakers. Dr. Paul R. Hawley, 
medical director of the Veterans Adminstra- 
tion, discussed the place of psychiatry in the 
Veterans Administration program, and Pro- 
fessor Harlow Shapley gave one of his inimit- 
able and stimulating addresses, entitling it 
Planets are Predictable. Following the 
Devereux luncheon, at which Dr. Karl A. 
Menninger discussed psychiatric’ training, 
Dr. Bowmaz: presented his presicential ad- 
dress. A forum on the Future of the Asso- 
ciation was then held, organized by the 
Special Committee on Reorganization. This 
application of group discussion techniques 
showed itself to be useful in organizational 
as well as in psychiatric practice. 

At the annual dinner that evening the 
Salmon Medal for distinguished service to 
psychiatry was presented for the second time 
in the history of the Association, this time to 
Dr. Joseph W. Moore of Albany for his 
epoch-making work in demonstrating the 
spirochaete in the brain of pzretics ; unfortu- 
nately, Dr. Moore was unabie to attend. Az 
this time also formal announcement of the 
Psychiatric Foundation under the auspices 
of the Association was made. 

Professor Raymond Moley of Columbia 
Law School gave a thoughtful and provoca- 
tive address on A New Wozrld with an Old 
Mind. The dinner concluded with a dance 
program by Ruth Page and Bentley Stone; 
general dancing followed. 

The concluding day was devoted to papers 
on such topics as Psychiatry in Medical 
Education, Group Psychotkerapy, Psycho- 
pathology, Psychiatric Studies of Social 
Problems, and Shock Therapy. 
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At any meeting of the Association far more 
business is transacted than the reading of 
papers. The Council held four meetings 
and made recommendations which were ac- 
cepted by.the Association. These will be 
detailed m the next issue of the JOURNAL. 
A few points may be mentioned briefly. New 
York City was selected as the place of the 
1947 meeting (May 19-23, Hotel Pennsyl- 
vania). An extensive report of:the Com- 
mittee on. Standards and Policies was ac- 
cepted, and it was voted to distribute it to 
the governors and health authorities of the 
several states. It was voted to enlarge the 
Special Committee on Reorganization to not 
more than 15 and to authorize it to consult 
with the Committee on Program on the pro- 
gram for the forthcoming meeting. Four 
affiliated societies were admitted; the Colo- 
rado Neuropsychiatric Society, the New 
Jersey Neuropsychiatric Association, the 
North Carolina Neuropsychiatric Association 
and the Neuropsychiatric Society of Vir- 
ginia. The Special Committee on Psychiatry 
in the Armed Forces was discharged upon 
its own request. A Section on Military Psy- 
chiatry and a Standing Committee on, Mili- 
tary Psychiatry were established. A Com- 
mittee ox Preventive Psychiatry was also 
established. It was voted to establish the 
JOURNAL on a monthly basis as soon as 
circumstances permit, and to distribute the 
army films on psychiatry as requested by 
the Surgeon General. Dr. Kenneth Appel 
was nome-nated to the American Board of 
Psychiatry and Neurology, and Dr. C. C. 
Burlingame was named as delegate to the 
meeting cf the Royal Medico-Psycnological 
Association to be held in Edinburgh in July 
1946. It was voted to record the Associa- 
tion’s opposition to the threatened limitation 
of activity of St. Elizabeths Hospital as em- 
bodied in the reorganization pan now pend- 
ing in Congress. 

The folowing officers were dend Presi- 
dent, Dr. Semuel W. Hamilton; President- 
Elect, Dr. Winfred Overhiolser. Secretary- 
Treasurer, Dr. Leo H. Bartemeier ; Auditor, 
Dr. George H. Preston; Councillors, Dr. 


Kenneth E. Appel, Dr. Karl M. Bowman, . 


Dr. William C. Menninger, Dr. Thomas 
A. C. Rennie. Officers of Sections: Convul- 
sive Disorders, Chairman, Dr. Willard H. 
Veeder, Secretary, Dr. H. Houston Merritt; 
Forensic Psychiatry, Chairman, Dr. Hervey 
M. Cleckley, Vice Chairman, Dr. George M. 
Lott, Secretary, Dr. Richard L. Jenkins; 
Military Psychiatry, Chairman, Dr. Francis 
J. Braceland, Secretary, Dr. Lauren H. 
Smith; Psychoanalysis, Chairman, Dr. 
Robert P. Knight, Vice-Chairman. Dr. Greg- 
ory Zilboorg, Secretary, Dr. Dexter Bullard ; 
Psychopathology of Childhood, Chairman, 
Dr. Reynold A. Jensen, Vice-Chairman, Dr. 
Malcolm J. Farrell, Secretary, Dr. Oscar J. 
Raeder; Executive Committee, Dr. Frank- 
lin Robinson and Dr. Lauretta Bender. 

The local committee, under the chairman- 
ship of Dr. Clarence A. Neymann, had been 
assiduous in its planning. For the ladies 
there were a lecture and tea at the Art In- 
stitute, and a luncheon and fashion show 
at the Marshall Field stores. On Monday 
evening, instead of the smaller cocktail par- 
ties originally planned, a large one was held. 
In addition to the flow of soul (?) an ex- 
cellent entertainment was provided, followed 
by general dancing. The entertainment fol- 
lowing the annual dinner has already been 
mentioned. The Illinois Psychiatric Society 
and the Illinois Neurological Society were 
both involved in the hospitality, and the 
thanks of the Association have been officially 
extended. 

As always, the Palmer House acquitted 
itself nobly. The facilities for exhibits (the 
exhibits, both scientific and commercial, were 
excellent) and meetings were superb, and the 
efficiency and courtesy of the officials and 
employees of the hotel are deserving of the 
highest praise. 

To sum up this report, then, the 1o2nd 
annual meeting was an unqualified success. 
Our total membership now stands at 4009; 
interest in the activities of the Association 
is high on the part of members and public, 
so we may well feel that the second century is 
off to a good start. 

WINFRED OverHOLSER, M. D., 
Secretary-Treasurer. 
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A GLIMPSE BEHIND THE CURTAIN 


GENETICS IN 


Widespread interest is sure to be aroused 
tby a recent Russian book on genetics. 

Lysenko speaks with some authority for 
he is a member of the Academy of Sciences, 
a responsible administrator, and director 
of important research laboratories in the 
1J. S. S. R., such as the All-Union Institute 
of Selection and Genetics. His considered 
views on genetics as here summarized from 
public lectures can only be regarded as in- 
credibly revolutionary and reactionary. His 
book will have its many amazed readers 
chiefly because it offers a fleeting glimpse 
of some curious trends a science may take 
when it develops in isolation. 

Some ten years ago the first muffled re- 
ports reached the outside world of an 
ideological campaign against genetics in the 
J. S.S.R. Sympathetic visiting geneticists 
began to return home somewhat disillusioned. 
Russian research workers previously active 
suddenly ceased publication. The Interna- 
tional Congress of Genetics scheduled for 
Moscow in 1939 was cancelled by the Soviet 
zovernment at the last minute, and a meeting 
was subsequently arranged in Aberdeen with- 
out Russian representation. This domestic 
controversy evidently raged over a number 
of issues: the publication of data showing 
racial I.Q. differences; the subservience of 
science to the state and to political doc- 
trine; dialectic materialism and the tradi- 
tional scientific method; and, more specifi- 
cally, over the relative merits and success 
of genetic methods of improving crops as 
compared ‘with Lysenko’s cereal “vernaliza- 
tion” treatments and Minchurin’s “graft 
hybridization.” In this contest the extreme 
Leftist or Egalitarian faction apparently 
won out. 

In substance Lysenko here challenges, and 
summarily rejects, or ignores as irrelevant 
or unimportant, all the main post-Darwinian 
advances, so laboriously made and solidly 
established, in our knowledge of the mecha- 


1T. D. Lysenko, 1946, “Heredity and Its Vari- 


ability,” 55 pp. published in Russian 1943, revised . 


1044, and now translated by Professor T. Dob- 
zhansky of Columbia University. King’s Crown 
Press, Morningside Heights, New York. 


THE USSR, 


nisms of inheritance. He attacks especially 
“Mendelian-Morganian genetics,” the “pea 
law,” the “allegedly constant ratios” in cross- 
ing experiments, the gene as the physical 
basis of hereditv. The more precise cyto- 


‘logical proofs and the chromosome theory 


are held to be no less than sheer “invention,” 
and “completely unacceptable to a biologist.” 
Genes are “granules of unapprehended ma- 
terial” “allegedly known only to them” (the 
geneticists)! Thus does the author hack 
vigorously at the very roots of modern 
genetic science. 

Obviously distressed by, statistical exact- 
ness, he substitutes an easier going home- 
made synthesis of comparatively vague, naive 
and dubious theories. In general he reverts 
to outdated positions, held 80 years ago and 
soon tested and abandoned. Though these 
men are not credited, the views expressed 
trace clearly to Lamarck and Spencer (the 
inheritance of acquired characters), and 
to Darwin (the provisional hypothesis of 
pangenesis). 

Lysenko is consistent throughout in exalt- 
ing the role of external conditions. New and ' 
different conditions force changes and create 
“a different nature, a different heredity.” 
Altered nutrition or temperature, for in- 
stance, continually “build over” the living 
body, and form “substances,” which accumu- 
late and ‘‘beecme fixed and assimilated in the 
sex cells.” Fertilization is a metabolic proc- 
ess of “mutual consumption” ofthe fusing 
gametes. “Heredity is the essence of the 
conditions of the external environment as- 
similated by the organism in a series of pre- 
ceding generations.” The external “becomes 
an integral part of the heredity.” He in- 
terprets his own experiments as showing that 
in this way hereditary winter wheats are 
rapidly “destabilized” and transformed into 
hereditary spring wheats simply by spring 
sowing. 

The “conservatism of the nature of or- 
ganisms” may also be “liquidated” through 
grafting or hybridization. Pages are devoted 
to Minchurin’s “method of tne mentor” in 
vegetative hybrids, where a young scion of 
tomato or potato grafted or to an older, 
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more vigorously growing, stock of another 
' variety or species, is “educated” or “im- 
proved” to “create new superior varieties.” 
Thus his students (directly contradicting 
the universal experience) report that the 
scion acquires from the stock permanent 
hereditary changes in fruit color or shape, 
leaf shape, taste and earliness of maturity. 
These changed branches, moreover, when 
bred from seeds, show variable pseudo- 
mendelian “ratios.” For Lysenko’s school 
graft hybrids and sexual hybrids do not 
difer in principle, and both exhibit in all 
ill-defined degrees segregation, blending, 
dominance, recessiveness, hybrid vigor, etc. 

To the reviewer it would seem that, de- 
Spite Lysenko’s power and prestige, the 
ultimate significance of his revolt against 
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genetics may easily be overrated. It is 
perhaps, fairer to surmise that he has beer 
doing some personal feuding, and may not 
after all, really dominate or faithfully repre- 
sént Soviet geneticists as a whole. Accord- 
ingly we note with relief that even now 
some of his colleagues in animal genetics are 
publishing sound researches in current num- 
bers of the American Naturalist and the 
Journal of Heredity, and are again cooperat- 
ing in developing their science on a unifiedim 
international front. 

We may reasonably doubt whether the 
frail plant Lysenko has reared in protected 
seclusion can long survive.in the atmosphere 
of free criticism to which it is now exposed. 

Joun W. MacArtuour, Pu. D., 
University of Toronto. 


NEWS AND NOTES 


Tue WESTERN STATE PSYCHIATRIC IN- 
STITUTE AND CLINIC, PITTSBURGH, PA.— 
The first Annual Coordinating Conference 
was held at the, Institute April 4-5, 1946. 
The aims of the Conference were to coordi- 
nate the services of psychiatry, psychiatric 
nursing, clinical psychology and psychiatric 
social service; to promote the work of the 
professional personnel in these fields; and 
to encourage the mutual contributions of 
psychiatry and general medicine. Approxi- 
mately 800 individuals attended. 

On the first day the morning session was 
devoted to administrative problems with 
Dr. Grosvenor B. Pearson, director of the 
Institute, Dr. Howard K. Petry and the 
Honorable Miss S. M. R. O’Hara, Secre- 
tary of Welfare, as speakers. In the after- 
noon group psychotherapy in adults was dis- 
cussed by Dr. Samuel B. Hadden and a 
panel was devoted to the treatment of over- 
active and agitated patients. The principal 
speaker at the dinner meeting was Dr. Sam- 
uel Hamilton, president-elect of the Ameri- 
can Psychiatric Association, who discussed 
“The Psychiatric Hospital in the Com- 
munity.” | 

Concurrent sessions in psychiatric social 
service, psychiatric nursing and psychology 
occupied the second day of the Conference. 
The speakers on the social service program 
included Mrs. Henrietta B. DeWitt, Miss 


Ruth Gartland and Mr. Nelson Johnson. At 


the sessions in psychiatric nursing the speak- 
ers were Mrs. Lela Anderson and Dr. James 
H. Wall. The psychology sessions provided 
an exhibit of materials for the study of the 
personality, a case demonstration employing 
these techniques, and a symposium on re- 
search in psychology presided over by Dr. 
Henry A. Murray. 


INTERNATIONAL CONGRESS ON MENTAL 
DEFICIENCY.—At the annual meeting of the 
American Association on Mental Deficiency 
held in Cleveland last November, it was 
decided -to make 1948 a year of special 
celebration for the association to commemo- 


rate the centennial of the first American 
institutions for the mentally retarded which 
were established in Massachusetts in 1848. 

It was decided to plan for an International 
Congress on Mental Deficiency to be held 
in Boston in May or June cf 1948 under 
the leadership and guidance of Dr. C. Stan- 
ley Raymond as chairman of the committee. 
This would be the first of possibly other in- 
ternational congresses on the subject of men- 
tal deficiency. There will be members on 
Dr. Raymond’s committee from each one of 
the continents. A complete list of the com- 
mittee is to be presented to the council of the 
association at its annual meeting in Montreal 
October 2, 1946. The list of the committee 
will be published later. 


BIOLOGICAL PHOTOGRAPHIC ASSOCIATION. 
—This Association will hold its sixteenth 
annual meeting at the Hotel La Salle in 
Chicago, September 5, 6 and 7, 1946. Ex- 
perts in the fields of biological and clinical 
photography will give illustrated talks on 
new developments in methods and equip- 
ment. Techniques of still and motion-picture 
photography, copy, and photomicrography, 
will be discussed. The work of many of the 
leading biological photographers and new 
materials and equipment will be on display. 

The Biological Photographic Association, 
a non-profit organization, was formed in 
I931 to raise the standards o2 photography 
in teaching and research, and to act as a 
clearing house for information on photo- 
graphic methods. Its members are profes- 
sional scientific photographers; scientists 
with an interest in photography as applied 
to their fields; and designers of precision 
equipment. The Association’s Journal, pub- 


‘lished quarterly, is furnished free to mem- 
"bers. 


Membership privileges include. an 
authoritative question-and-answer service; 
also the right to borrow loan-albums and 
exhibits of scientific prints for study and 
display. Further information may be ob- 
tained by writing the Secretary of the Bio- 
logical Photographic Association, University 
Office, Magee Hospital, Pittsburgh 13, Pa. 
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New York PSYCHOANALYTIC SOCIETY.— 


At the annual meeting May 21, 1946, the 
New York Psychoanalytic Society and the 
New York Psychoanalytic Institute elected 
the following officers for the year ending 
April 30, 1947. 

. Society: President, Dr. Philip R. Leht- 
‘man; Vice-President, Dr. Henry A. Bunker ; 
Secretary, Dr. Emeline P. Hayward; Trea- 
surer, Dr. Harry Weinstock: 

Institute: President, Dr. Adolph Stern; 
Vice-President, Dr. Ruth Loveland; Secre- 
tary, Er. Otto Isakower; 
Harry Weinstock. 


Tue Seron Instirure.—Dr. C. H. Roger- 
son, formerly medical superintendent of Cas- 
sel Hospital at Swaylands, England, has 
been elected medical director of the Seton 
Institute at Baltimore, Md. The reorganiza- 
tion of Mount Hope Retreat, renamed the 
Seaton Institute, was reported in the No- 
vember 1945 issue of the JOURNAL (p. 422). 

There are several vacancies on the staff, 
especial'y for junior psychiatrists and for 
interns seeking training in psychiatry. 


THE LANGLEY PORTER CLINIC REFRESHER 
CoursE.— The University of California Med- 
ical School announces a twelve weeks’ re- 
fresher course in psychiatry and neurology, 
starting Monday, September 16, 1946 at the 
Langley Porter Clinic. 

This course is a repetition of the one given 
last January, Februar y and March, with 
minor changes. It is open to physicians 
generally and particularly to those returning 
from the armed forces. Registration is tenta- 
tively limited to 60, and the course will not 
be given for less than 25 applicants. 

Instruction will be given under the direc- 
tion of Dr. K. M. Bowman, professor of 
psychiatry, University of California Medi- 
cal School, and will include all branches of 
psychiatry and related topics. 

Registration is open to graduates of ap- 
proved medical schools with nine months’ 
general internship. Fee for the course will 
be $200, payable in advance. Candidates 
registered under the provisions of the G.I. 
Bill of Rights will receive a refund prorated 
according to their terminal leave. 
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Immediate application for registration is 
recommended. It should contain the follow- 
ing information: (È) place of legal resi- 
dence, (2) medical school attended and date 
of graduation, (3) experience and training 
in psychiatry, (4) short record of mili- 
tary service. Address applications to Stacy 
R. Mettier, M. D., Head of Post Graduate 
Instruction, Medical Center, University of 
California, San Francisco 22. 


EXPANSION OF CHILD GUIDANCE CLINICS 
IN NEw York State.—The State Depart- 
ment of Mental Hygiene has announced a 


‘ program of expansion of its child guidance 


clinics, made possible by a $120,000 increase 
in the budget voted by the legislature. 

Four clinic teams are already operating 
and seven more will be set up as soon as 
personnel becomes available. 

“Each team will be made up of a psychia- 
trist, a psychologist, two social workers and 
a stenographer. Teams now work out of 
central offices in Albany, Binghamton, Buf- 
falo and Utica and provide service in IIo 
cities and towns throughout the state. New 
offices wi'l be established in the Middletown, 
Ogdensburg and Syracuse areas and two 
additional teams in tlie Albany and Buffalo 
areas. The approximate number of clinics 
to be held monthly under the proposed pro- 
gram will be 350 as compared with 140 
during the peak year of 1941. 

A state wide survey of the work of exist- 
ing clinics ‘conducted in 1944 showed that 
after five years, in; 1859 cases, 44.3 percent 
were adjusted, 8 percent were much im- 
proved and 27.3 percent improved. Primary 
behavior disorders were most frequent, and 
there was a 29.5 percent adjustment in this 
group, and a 59.1 percent adjustment in 
cases presenting social problems. 


PSYCHIATRIC EDUCATION AT LONG ISLAND 
CoLLEGE oF MEDICINE.—President Jean A. 
Curran has announced a substantial post-war 
expansion of the teaching and research pro- 
grams in psychiatry at the Long Island 
College of Medicine. Nine additional psy- 
chiatrists have been appointed and the staff 
now includes 17 psychiatrists, oné clinical 
psychologist and one social worker, who 
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serve under Dr. Howard W. Potter, clinical 

srofessor of psychiatry and head of the 
“William Alanson White Memorial Clinic 
which has just completed its second full 
year under a six year grant from the Com- 
s«nonwealth Fund. 

- Instruction is now given to first year medi- 
cal students and continues through the sub- 
sequent years of their course. The teaching 
program for the coming year will extend to 
226 hours. Dr. Jules H. Masserman, assis- 
tant professor of psychiatry and research 
associate of the Sprague Memorial Institute 
at the University of Chicago, will join the 
staff in the autumn of 1946. 


PSYCHIATRIC ‘Nursine INSTITUTE.—The 
annual Psychiatric Nursing Institute under 
the combined auspices of the Rochester State, 
Syracuse Psychopathic and Willard State 
Hospitals (New York) was held at the 
Willard State Hospital June 11-12, 1946, 
with a total attendance of approximately 400 
public health and nursing officials and others 
interested in psychiatry and its relation to 
the community. 

Dr. Kenneth Keill, director, and Dr. 
James A. Brussel, assistant director, offi- 
ciated as chairman on the first and second 
day respectively. The program included a 
wide range of topics of current psychiatric 
interest, discussed by prominent speakers. 
The occupational therapy departments of 
the three hospitals held an exhibit, as did 
the Macmillan Book Company. 


PHILADELPHIA PSYCHOANALYTIC SOCI- 
ETy.—At its annual business meeting, June 
15, 1946, the Philadelphia Psychoanalytic 
Society elected officers for the year as fol- 
lows: 

President: LeRoy M. A. Maeder, M. D. 

Vice-President: George W. Smeltz, M. D. 

` Secretary-Treasurer: Robert S. Book- 
hammer, M. D. 

Representative on the Executive Council, 
American Psychoanalytic Association, for a 
term of two years: LeRoy M. A. Maeder, 
M. D. 

Representatives on the Board of Profes- 
sional Standards, American Psychoanalytic 
Association: G. Henry Katz, M. D., George 
W. Smeltz, M. D. 
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Educational Committee: Chairman until 
June 1947: Sydney G. Biddle, M. D. Vize- 
Chairman until June 1947: LeRoy M. A. 
Maeder, M. D. 


STUDENT SoctaL Work Ares, Naw 
York.—Scholarships for study at accredized 
schools of social work have been awarced 
by the State Department of Mental Hygiene 
to eight college graduates of New York 
State. Commissioner MacCurdy, statəs: 
“These young women, after three monzhs 
of graduate study, will be the first student 
social work aides chosen by the Department 
as a part of an over-all program extend:ng 
the social service work of the department 
beyond anything previously contemplated in 
the field.” 

According to this program, which is che 
direct result of a critical shortege of suitable. 
personnel, four of the student aides will study 
during the summer at the New York School 
of Social Work, and four. at the Smith Col- 
lege School for Social Work. In the fall the 
eight young women will begin careiully su- 
pervised work at upstate institutions of the 
State Department of Mental Hygiene. Each 
student aide has agreed to work in a state 
institution for at least one year. Also in the 
fall, the additional assignment of two stu- 
dent aides to the Fordham University School 
of Social Work is anticipated. At the enc of 
a.year, these students will te eligible for 
promotion and opportunities will be given 
them to continue their study while in the 
state service. Credit will be allowed by the 
schools for the work experience. ` 

The recent increase throughout the state 
in the number of positions for psychiacric 
social workers is the basis of the thorouzh- 
going expansion of the program of the de- 
partment which is planned to give more 
adequate care both to patients in the hcszital 
and to convalescent and discharged patients. 





PSYCHIATRY IN Korea—A meeting of 
Korean neuropsychiatrists was held at the 
Seoul University Medical School, June 11, 
1946. Captain Milton M. Berger, M.C., 
Seventh Infantry Division psychiatrist, 
addressed the Korean doctors on “Recent 
Advances and Trends in Psychiatry and 
Neurology.” After the formal meeting, re- 
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freshments were served and the subjects of 
Korean mysticism and superstition were dis- 
cussed in open forum. 

The Korean psychiatrists are greatly in- 
terested in developing a mental hygiene 
movement in Korea and are eager to learn 
of the work of colleagues in the United 
States and other countries. A plan to es- 
tadlish a Korean Psychiatric Association is 
being formulated. 

The JOURNAL extends to the colleagues in 
Korea its congratulations and best wishes. 


Wayne University CoLLEGE or MEDI- 
crinE.—Dean Hardy A. Kemp has announced 
an ano-ymous gift of $90,000 to underwrite 
the expansion of the university’s program in 


psychiatry for a period of five years. The - 


donor indicated that prior to the end of the 
period the program will be reviewed to de- 
termine whether or not the grant should be 
continued. The funds will be administered 
through the Wayne University Foundation, 


a non-profit corporation founded to act as - 


trustee cor the receipt, management and dis- 
bursement of grants and gifts to the uni- 
versity. 
Dr. John M. Dorsey, director of the Child 
Gtidance Division of the Children’s Fund of 
Michigan, has been appointed chairman of 
the department of psychiatry, on a full time 
basis, as from July 1, 1946. This will mean 
that the program can now be enlarged so 
-that psychiatry may take its place as one of 
the major departments in medical education. 


ELECTROSHOCK RESEARCH ASSOCIATION. 
-—At the first official meeting of the Electro- 
shock Kesearch Association at the Palmer 
Heuse Hotel, Chicago, May 27, 1946, a 
constitution and by-laws were adopted and 
officers elected. The secretary-treasurer re- 
ported progress on the development of stand- 
ard statistical patterns for reporting results 
from shock therapy and in the collection of a 
library z£ reprints of the world literature on 
electros.ock, 

The officers are: 

Presicent, Victor E. Gonda, M. D., Chi- 
cago, Il. i 

Vice-President, George T. Harding, M.D., 
Worthington, Ohio. 
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Sec’y-Treasurer, Paul H. Wilcox, M. D. 
Traverse City, Mich. 

Councillors, R. Philip Sheets, M.D. 
Traverse City, Michigan. W. T. Libersom 
M. D., Hartford, Conn. 


APPOINTMENTS TO N. Y. State DEPART 
MENT OF MENTAL HYGIENE. — Three recen 
appointments to the central staff of the Nev 
York State Department of Mental Hygiene 
have been announced by Dr. Frederick Mac- 
Curdy, Commissioner. Miss Lillian V. Sals- 
man who will fill the position of director 
of nursing services has held many importan 
posts in nursing education. She will cen- 
tralize for the first time the Department’s 
nursing services. Miss Virginia Scullin who 
has been in the New York services since 
1924 has been appointed director of occupa- 
tional therapy and, as successor to Mrs 
Eleanor Clark Slagle, will direct and coordi- 
nate occupational therapy in all the institu- 
tions of the Department. Mr. Arthur Brad- 
ley, formerly recreation instructor at the 
Newark State School, will be responsible 
for the development of physical training 
activities in the various mental hygiene 
institutions. 


NATIONAL INSTITUTE OF SocIAL RELA- 
TIONS.—This new agency, organized early 
this year, has been incorporated in the Dis- 
trict of Columbia as a non-profit educational 
organization. It has been set up by a 
group of former officers on the staff of the 
Surgeon General of the Army who, during 
the war, prepared the discussion material to 
assist the soldier to understand the issues 
of war. It is the purpose of the Institute to 
carry over this general plan into civilian 
service. i 

Discussion material dealing with vital 
issues of the day has been provided and an 
experimental study of the service is being 
conducted in 6 selected communities, with 
a full-time community worker in each city. 

The Institutes board of consultants in- 
cludes Mrs. Manchester Boddy, Mrs. J. B. 
Calkins, Col. Evans F. Carlson, Dr. Everett 
R. Clinchy, Mrs. LaFell Dickinson, Dr. 
Donald DuShane, Dr. Frank P. Graham, 
Dr. Mordecai W. Johnson, Miss Katharine 
Lenroot, Brig. General William Menninger, 
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——Vr. Philip Murray, Bishop G. Bromley Ox- 
«iam, Mr. Quentin Reynolds, Dr. Channing 
H. Tobias, Dr. George S. Stevenson, Mr. 
‘Walter F. Wanger, Mr. Frank L. Weil. 

Information may be obtained from the 
«miational office, 1029 Seventeenth Street, 
N.W., Washington 6, D. C. 


Court Psycuiatric Ciinics CONFER- 
ENCE.—A dinner was given by William H. 
Haines, M. D., Director of the Behavior 
Clinic of the Criminal Court of Cook County, 
at the University Club in Chicago, on May 
27, 1946, at which were present the repre- 
sentatives of the various court clinics attend- 
ing the American Psychiatric Association 
convention. The following clinics were re- 
presented : 


Psychiatric Clinic, Court of Common Pleas, 
Cleveland, Ohio, by Royal G. Grossman, M. D., 
director. 

Psychopathic Clinic of the Recorder’s Court of 
Detroit, by L. W. Wiren, M. D., director. 

Bellevue Psychiatric Hospital, New York, N. Y., 
by Morris Herman, M. D., assistant director. 

Guidance Institute of Berks County, Reading, 
Pa., by Herbert H. Herskovitz, M. D., director. 


Frank Curran, M. D., and S. Bernard Wortis, 
M. D., both of New York, and Lowell S. Selling, 
M. D. of Detroit, also were present because of 
their interest in court clinics. 


The Psychiatric Institute oi the Municipal Court 
of Chicago was represented by David B. Rotman, 
M. D., director, and his two assistants, T. J. Dulin, 
M. D., and Alex J. Arieff, M. D. 


The Juvenile Court of Cook County was rep- - 


resented by J. R. Hora, M. D., director, and his 
assistant, Sam I. Stein, M. D. 

The Behavior Clinic of the Criminal Court of 
Cook County was represerted by William H. 
Haines, M. D., director, and Leo A. Kaplan, M. D., 
assistant diretcor. 


It is planned to hold similar dinner meet- 
ings at each meeting of the Association in 
order that the various court clinic staffs 
may become acquainted with each other and 
endeavor to work out their problems. 
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THIRD INTERNATIONAL CONGRESS OF AN- 
THROPOLOGICAL AND ETHNOLOGICAL SCi- 
=NCES.—The Permanent Council of the Con- 
gress, meeting in Oxford and London in 
April, 1946, voted to hold the next session 
of the Congress in Czechoslovakia in August, 
1947. The last meeting of the Congress was 
aeld in Copenhagen in 1938. Invitations for 
the 1947 méeting had also been received from 
Portugal and Mexico. 


THE AMERICAN COLLEGE OF PHYSICIANS 
announces its twenty-eighth annual session 
to be held in Chicago, Ill, April 28-May 
2, 1947. 

Dr. David P. Barr, New York, president 
of the College, will be in charge of the pro- 
zram of general sessions and lectures. Dr. 
LeRoy H. Sloan, Chicago, nas been ap- 
pointed general chairman, and will be in 
charge of the program of hospital clinics and 
panels, as well as local arrangements, enter- 
tainment, etc. Mr. Edward R. Loveland, 
executive secretary of the College, 4200 
Pine Street, Philadelphia 4, will have charge 
of the general management of tre session and 
the technical exhibits. 

Other medical societies are urged to note - 
these dates in order that conflicts in meeting 
dates may be evoided for mutual benefit. 


New DIRECTORY or PSYCHIATRIC CLIN- 
Iıcs.—The new edition of the Directory is 
now available from the National Committee 
for National Hygiene, 1790 Broadway, New 
York 19, N. Y. Price 50 cents. It lists the 
688 community clinics in the United states 
and also state institutions, state government 
departments promoting mental hygiene, Vet- 
erans Administration regional offices and 
hospitals, mental hygiene societies, family 
welfare societies, community welfare councils 
arid veterans information centers. 

Community Clinics in the United States 
(May, 1946) are listed as follows: 


School Court Restricted. 

Children Adults All- children cases Veterans to agency 
only only purpose only only only clients Total 
Community clinics ......... 67 22 174 16 5 I2 I4 310 

Division of state or county 

government ............. 193 12 IAI 9 18 373 
Veterans administration .... a ; Sa 5 5 
Total 260 34 315 25 23 17 14 688 
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THE NATIONAL COMMITTEE FOR MENTAL 
Hyvcrene.—Dr. George S. Stevenson, medi- 
cal director, announces that the 37th annual 
meeting of the National Committee for Men- 
tal Hygiene will be held at the Hotel Penn- 
sylvania, New York, October 30 and 31, 
1946. 

A discussion of mental hospitals, citizen 
responsibility, and outlook for the future will 
be presented on Wednesday morning, Octo- 
ber 30. The afternoon program will be 
focused on practice and prospects in com- 
bating Fascist ideology. 
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Medical practice from the mental hygiene 
standpoint will be the theme of the Thurs- 
day morning session, October 31. The Las- 
ker Awards for “Most Significant Experi- 
mental Investigation into Behavior Devia- 
tions” and “Outstanding Contribution to 
Advancement and Improvement of Public 
Mental Hospitals” will be presented at the 
luncheon meeting. The afternoon session will 
consider Federal provisions and the develop- 
ment of state mental hygiene programs in 
relation to them, with special reference to 
the Mental Health Act of 1946. 


DIPLOMATES CERTIFIED BY THE AMERICAN BOARD OF PSYCHIATRY AND 
NEUROLOGY, INC., CHICAGO, MAY 24 AND 25, 1946 


PSYCHIATRY 
(By Examination) 


Abel, Samuel E., Veterans Administration, Mur- 
freesbo-o, Tenn. 

Alston, James A., 305 Blackstone Blvd., Provi- 
dence, R. I. 

Austin, Florence O., Patton State Hospital, Patton, 
Calif. 

Barasch, Julius, Harlem Valley State Hospital, 
Wingdale, N. ¥. 

Barta, Frank R. (Major), 462 Aguila Court, 
Omaha. Nebr. 

Bartemeier, Lee Henry, 8-250 General Motors 
Bldg., Detroit, Mich. 

Bezll, Charles R. F., 618 Doctors Bldg., 478 Peach- 
tree St., N. E. Atlanta, Ga. 

Beck, Robert W.. St. Mary’s Hill, Milwaukee 4, 
Wis. 

Bedinger, Ada D., Butler Hospital, Providence, 
R. I. 

Berlien, Ivan C., 3128 Guardian Bldg., 
Mich. 

Blank, E. Robert, Mason General Hospital, Brent- 
w ood, NY.: 

Blanrock, Melvin F, 715 Lake St., Oak Park, IH. 

Bohnengel, Charles A., 340 Newbold Ave., Moore- 
town, N. Y. 

Bourke, William W. (Major), Veterans Adminis- 
tration, Marion, Ind. 

_ Bradley, John D., Duke Hospital, Durham, N. C. 
Brown, Charles A. (Lt. Colonel), 168 High St. 
Perth Amboy, N. J. 

Brown, William, 2064 W. 13th St, New York 11, 
N. Y. 

Cane, Byron S., Hotel Burlington, Washington, 
D.C 


Detroit 26, 


Carley, Walter A., Lowry Medical Arts Bldg., 
St. Patl 2, Minn. 

Carroll, R. Charman, Duke Hospital, 
N. C. l 

Casey, Jesse F., Winter General Hospital, Veterans 
Administration, Topeka, Kans. 

Cibelli, Louis A. (Major), Veterans Administra- 
tion, Roanoke, Va. 


Durham, 


Cleary, Louis F, U. S. Marine Hospital, Balti- 
more II, Md. 

Coleman, Jules V., 4200 E. oth Ave., Denver 7, 
Colo. 

Crank, Henry H., 3617 W. 6th St., Topeka, Kans. 
Cromwell, J. O. (Lt. Colonel), 1021 E. 67th St. 
Inglewood, Calif. 
Diamond, Leon S. (Captain), U. S. Veterans 

Hospital, American Lake, Wash. 
Erickson, Clifford O., Pouch “A,” Rochester, Minn. 
Erps, Benjamin, Veterans Administration, Downey, 
Ill. 


*Evans, Harrison S., 463 E. Town St, Columbus, 
Ohio. 

Feldman, Edward G. (Captain), 4400 W. 16th St., 
Chicago, Ill. 

Feldman, Raymond, Crest Hotel, 6724 S. Stoney 
Island Ave., Chicago, Ill. 

Felix, Robert H., U.:S. Public Health Service, 
Washington 14, D. C. 

Fielding, Lewis J. (Major), c/o Mrs. J. R. Meyer, 
1280 Ocean Ave., Brooklyn 30, N. Y. 

Fife, William S., rr09 E. 4th St., Royal Oak, Mich. 

Florio, William A., U. S. Army General Dispen- 
sary, Pentagon, Washington, D. C. 

Gail, Irving A. (Captain), Veterans Administra- 
tion, Lexington, Ky. 

Gans, Robert W., Kennedy General Hospital, Mem- 
phis, Tenn. 

Gerstle, Mark, Jr., c/o Mrs. Lionel Stahl, 170 E. 
7oth St, Apt. 9-A, New York 21, N. Y. 

Gill, Morton M., 3617 W. 6th St., Topeka, Kans. 

Glaser, Fritz, 7or6 Euclid Ave., Cleveland, Ohio. 

Gottesfeld, Benjamin H., 4 Vernon St., Hartford 6, 
Conn. 

Graves, Charles C., Jr., 
Neds o 

Grimes, Burton P., State Hospital, St. Peter, Minn. 

Gronner, Robert, 55 E. Washington St., Chicago 2, 
Ill. 

Gysin, Walter M., 1436 Medical Arts Bldg., Omaha 
2, Nebr. 

Harris, William L., Kings Park State Hospital, 
Kings Park, L. I., N. Y. 


* Denotes complementary certification. 


State Hospital, Mariboro, 


Ead l 


iaun, Paul, rro4 Vermont Ave. s N.W., Washing- 
ton, D. C. 

Hawkins, James R., 83 5 Carew T ower, Cincin- 
nati 2, Ohio. 

Henderson, J. Lester (Captain), 6818 47th Ave. 
N.E. Seattle, Wash. 

Hepburn, Charles K., 524 Hume- Mansur Bldg. 
Indianapolis, Ind. 

Hoagland, Thomas V., Ypsilanti State Hospital, 
Ypsilanti, Mich. 

Isenberg, Morris (Captain), Medical Branch Sepa- 
ration Center, Jefferson Barracks, Mo. 

Juracsek, Valeria R., University Hospital, Ann 
Arbor, Mich. 

Kagwa, Benjamin H., 6306 Cottage Grove, Chi- 
cago, IIl. 

Kells, Paul, 307 N. E. osth St., Miami 38, Fla. 

Kraus, Albert (Captain), Rehabilitation Center, 
Chicago, Ill. 

Krug-Brady, Othilda, Cincinnati General Hospital, 
Cincinnati 29, Ohio. 

Landis, Edward E., 7 Hawtherne Hill, Lomsville 3, 


Ky. 
Leonard, Charles E., 
Oklahoma City, Okla. 
Levine, Harold N., 5304 32nd Aves . Woodside, 
L. I., N. Y. 


1212 Medical Arts Bldg., 


Levingston, Anne G., Metropolitan Sale Hospital 


Waltham, Mass. . 

Levitin, David, Suite 1128-30 N. Michigan Ave. 
Chicago, Ill. 

Lidz, Theodore, John Hopkins Hospital, Baltimore, 
Md 


Lowry, James`V. U. S. Public Health Service 
Hospital, Lexington, Ky. 

Luidens, Henry (Lt. Colonel) 282:S. Roys Ave., 
Columbus, Ohio. 

Mace, Norman C. (Major), Veterans Administra- 
tion Hospital, Mendota, Wis. 

Mallin, Aaron W. (Captain), 2164 N. Marston St., 
Philadelphia 21, Pa. 

Marks, Ben, 902 Industrial Bank Bldg., Detroit 26, 
Mich. . 

Mason, Aaron S. (Major), Veterans Administra- 
tion, Downey, Iil. 

Meller, Robert L., 1541 Medical Arts Bldg; Min- 
neapolis, Minn. 

Menninger, William C. (Brig. Caer, Rm, 2- 
E316 Pentagon, Surgeon General’s Office, Wash- 
ington, D. C. 

*Meyersburg, Herman A. (Lieut.), U. S. N, 
T. & D. C, Camp Peary, Va. 

Moore, Donald F., Box “A,” Ypsilanti, Mich. 

Morris, Donald P., Southwestern Medical College, 
2211 Oaklawn Ave., Dallas 4, Texas. 

Norfray, Raymond J., 6 N. Michigan Ave, Chi- 
cago, Ill. 

Norman, Jacob P., Foxboro State Hospital, Fox- 
boro, Mass. 

Orr, Douglass W., 1116 Spans: Ave., Seattle 4, 
Wash. 

Parsons, Ernest H.’ (Colonel), Brooke General 
Hospital, Ft. Sam Houston, Texas. 

Paster, Samuel, Kennedy General Hospital, Mem- 
phis, Tenn. 
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Peal, Stanley, Sheppard & Enoch Pratt Hospital, 
Towson 4, Md. 

Pignataro, Frank P., New Jersey State Hospital, 
Marlboro, N. J. 

Pike, .William W. Rockland State Hospital, 
Orangeburg, N. Y. 


_ Polan, Simon (Major), Veterans Hospital, Oteen, 
N. C. 


* Denotes complementary certification. 
Portnoy, Isidore, 74 W. 68th St, New York 23, 
N. Y. 


- Post, Edward S., Veterans Administration Hos- 


pital, Marion, Ind. 
Rapoport, Jack, 25 W. 54th St, New York, N. Y. 
Rappa, James E., 681 Clarkson Ave., Brooklyn, 
N. Y 


Reader, Donald R., W. D. P. C., Medical Branch, 
-Ft. Snelling 11, Minn. 

Robbins, Lewis L. (Major), The Menninger Clinic, 

; Topeka, Kans. 

Rodis, Isadore, 1725 Eye St, N.W. Washington 6, 
D.C. 


Rosen, Samuel R. (Captain), 78-14 Austin St. 
Forest Hills, N. Y. 

Schmidhofer, Ernest, 1026 Wilson Ave., Chicago 40, 
Ill. 

Senseman, Laurence A., 
ville, R. I. 


160 Chapel St., Sayles- 


. Simonson, Melvin, Veterans Administration, Down- 


ey, North Chicago, IN. 

Smith, Beverley E. (Lt. Colonel), Valley Forge 
General Hospital, Phoenixville, Pa. 

Straker, Manuel (Captain), Ste. Annes Hospital, 
Ste, Anne de Bellevue, P. Q. 

Sullivan, Joseph D., 300 E. Tremont Ave., New 
York, N. Y. 

Sutherland, George F. (Major), Crile General 
Hospital, Cleveland 9, Ohio. 

Tarlow, Virginia S., 30 N. Michigan Ave., Chicago, 
Ill 


Tatum, Joseph C. (Lt. Colonel), Veterans Admin- 
istration Hospital, Downey, IIL 

Timm, Oreon K., Veterans Administration Hos- 
pital, Ft. Custer, Mich. 

Trawick, John D., Jr, U. S. 
Bethesda, Md. 

Wade, Chester, Rogers Memorial Sanitarium, 
Oconomowoc, Wis. 

Waliner, Julius M., 1313 E. Ann Street, Ann Aabot 
Mich. 

Walzer, Joseph, 53 Leroy St, New York City. 


Naval Hospital, 


_ Weisdorf, Wm., 3105 Wavansia Ave., Chicago 47, 


Til. 


_ Whitaker, C. A., Oak Ridge Hospital, Oak Ridge, 


Tenn. 


NEUROLOGY 
(By Examination) 


Garvey, John L., 208 E. Wisconsin Ave., Milwau- 
kee, Wis. 

Kohut, Heinz, 950 E. s9th St., Chicago 37, IH. 

Lambros, Vasilios S., 7720 14th St., N.W., Wash- 
ington 12, D. C. 
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Sweet, William H., Massachusetts General Hos- 
pital, Boston 14, Mass. 

Zimmerman, Joseph, 118 Eighth Ave., Brooklyn 15, 
N. Y. 


PSYCHIATRY AND NEUROLOGY 
(By Examination) 


Badal, Daniel W., University Hospitals, Cleveland 
6, Ohio. 

Brown, Joe R., Department of Neurology, Uni- 
versity of Minnesota Hospitals, Minneapolis 14, 
Minn. 

Chambers, Rawley E., Fitzsimmons General Hos- 
pital, Denver, Colo. 

Ford, Walter L. (Major), 1702 Avenue “H,” Gal- 
veston, Texas. 

Goldberg, Bernard R., 31 Lincoln Park, Newark, 
N. J. 

Groh, Robert H., 2025 R St, N.W., Washington 9, 
D. C. 

Kazan, Avraam T. (Captain), Hdgs. 
Colorado Springs, Colo. 

Lederer, Henry D., Central Clinic, Cincinnati Gen- 
eral Hospital, Cleveland, Ohio. 

Linn, Louis, 70 E. 83rd St, New York 23, N. Y. 

Mueller, Robert J., 3914 Watson Ave, St. Louis, 
Mo. 

Rosenbloom, Julius L., Colorado State Hospital, 
Pueblo, Colo. 

Spark, Isadore, 258 S. 18th St., Philadelphia. Pa. 

Thompscn, Walker, 1430 Tulane Ave, New Or- 
leans, La. 

Von Witzleben, Henry D. 30 N. Michigan Ave. 
Chicago 2, Il. 

Wilbur, Cornelia B., 562 West End Ave., New 
York 24, N. Y. 

Zucker, Joseph M., Butler Hospital, 
RI - 


14 À. FE, 


Providence, 


CERTIFIED IN PSYCHIATRY ON RECORD 
MAY, 1946 


Bevis, William M., Regional Office, Veterans Ad- 
ministration, St. Petersburg, Fla. 

Cox, Clarence G., State Hospital, Milledgeville, Ga 

Dobson, William M., Veterans Administration Hos- 
pital, Northampton, Mass. 

Fessenden, C. L., Kings Park State Hospital, 
Kings Park, N. Y. l 

Fisher, E. Moore, Veterans Administration, Room 
250, Washington, D. C. 

Holland, John A., Crile General Hospital, Cleve- 
land 9, Ohio. 

Kelleher, James P., Rome State School, Rome, 
N. Y. 

King, Marion R., Bureau of Prisons, Washingtor» 
25, D. C. 

Levy, Edwin M., Veterans Administration Hospi- 
tal, Canandaigua, N. Y. 

MacLachlan, Mary, Kings Park, N. Y. 

Miller, Clarence R, Veterans Administration Hos- 
pital, Coatesville, Pa. 

Mitchell, Henry S. (Major), Fort Mackenzie, 
Sheridan, Wyo. 

Mudge, Erwin H., Gowanda State Hospital, Hel- 
muth, N. Y. 

Pierce, Appleton H., Philadelphia State Hospital, 
Box 6000, Torresdale, Philadelphia 14, Pa. 

Trentzsch, Philip J., 1230 Park Ave., New York 28, 
N. Y 


Van de Mark, John L., 
ter 7, N. Y. 


1600 South Ave., Roches- 


CERTIFIED IN PSYCHIATRY AND NEU- 
ROLOGY ON RECORD, MAY, 1946 


Adams, Winthrop, 55 Tremont St., Boston, Mass. 
Marsteller, Aclpfar A., Bureau of Medicine and 
Surgery, Navy Department, Washington, D. C. 
Ravitz, Leonard, 1948 E. 97th St, Cleveland, Ohio. 
Sobin, Julius, 24 Waverly Ave. Newark, N. J. 


DIFLOMATES CERTIFIED BY THE AMERICAN BOARD OF PSYCHIATRY AND 
NEUROLOGY, INC, SAN FRANCISCO, JUNE 25, 1946 


PSYCHIATRY 
(By Examination) 


Auerback, Alfred, 450 Sutter St., San Francisco 8, 
Calif. 

Beaton, Lindsay Eugene, 1640 Campbell Ave., Tuc- 
son, Arizona. 

Bendheim, O. L., 719 E. Culver St., Phoenix, Ari- 
zona. 

Coen, Robert A. (Major), 
Roseburg, Oregon. 

Diamond, Bernard L., 20 Romolo Place, San Fran- 
cisco II, Calif, 

Due, Floyd Oliver, 3611 Piedmont Ave, Oakland, 
Calif. 

Finley, Malcolm Hedges, 490 Post St., ‘San Fran- 
cisco 2, Calif, 


118 N. Chadwick St., 


Hause, Edward Earle, 450 Sutter St., c/o Dr. A. 
Auerback, San Francisco, Calif. 

Hubbs, Roy Sears, Veterans Administration Hospi- 
tal, Palo Alto, Calif. 

Kramer Stephen Elliott, 1147 Longwood Ave. 
Pueblo, Colo. 

Lambert, Richard Hooker, 451 Barroilhet Ave. 
San Mateo, Calif. 

Lester, David Washington, 233 “A” (Medico- 
Dental Bidg.), San Diego, Calif, 


Litteral, Emmett B. (Colonel), Letterman General 


Hospital, U. S. Army, San Francisco, Calif. 


Loewenberg, Richard D., 2672 Union St., c/o Dr. 


Sassman, San Francisco, Calif. 
Lyon, John Morgan, 4200 E. Ninth Ave., Den- 
ver 7, Colo. 
"a John D., 117 Daniels Ave. Vallejo, 
ali 
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erry, Herbert Allen, Eastern State Hospital, 
Medical Lake, Wash. l 

'eterson, Donald B. (Lt. Colonel}, Letterman 
General Hospital, Presidio of San Francisco, 
` Calif. 


chmidt, David G., 435 Magnolia Ave., Larkspur, 


Calif. 
s\mburg, Earl J. (Captain), Regional Hospital, 
Hamilton Field, Calif. 


NEUROLOGY 
(By Examination) 


arsh, Clemson, 1801 New Jersey St., os Angeles 
33, Calif. 

xosow, Herman Michael, Veterans Administration, 
Wadsworth Hospital, Los Angeles 25, Calif. 


NEWS AND NOTES 


135 


PSYCHIATRY AND NEUROLOGY 
(By Examination) 


Ives, Elinor R., 3439 Linda Vista Ter., Los Angeles 
32, Calif. : 
Newman, Henry W., Stanford Hospital, San Fran- 
cisco, Calif. f 
Polan, Charles G., 1125 Medical and Dental Bldg., 

Seattle 1, Wash. 
Tuchler, Maier I., 3020 Clay St., San Francisco, 
Calif. 


PSYCHIATRY AND NEUROLOGY ` 
(On Record) 


Kimbell, Isham, Veterans Administration Hospital, 
Fort Custer, Mich. 


BOOK REVIEWS 


Woz THERAPY AND TRUTH AND REatity. By 
' Otte Rank. Translated with three introduc- 
tions by Jessie Taft. oe York: Alfred A. 
Knopf, 1945.) 


As I finished reading this book the following 
thoughts ran through my mind; 
must expect when medically untrained individuals 
venture into the art of healing.” “Dr. Otto Rank” 
was not ¿n M. D., as one might think looking at his 
picture on the inside of the fly leaf. I have known 
him well throughout his psychoanalytic’ career and 
have first hand knowledge of the factors that led 
to his defection from Freud. For about sixteen 
years, Rank was an active worker in the psycho- 
analytic movement; he made excellent contribu- 


tions to some phases of psychoanalysis but he be- - 


came thcroughly muddled soon after he began to 
delve in analytic therapy. 
Rank was the first and most outstanding of 
Freud’s lay pupils. Like Saks and others he was 
attracted to Freud’s views after reading the “In- 
ter>retation of Dreams,” and, as he was primarily 
interestec in art, his first psychoanalytic production 
was a treatise on “The Artist” (Der Kiinstler) 
which he submitted in manuscript form to Freud. 
The latter was greatly impressed by his talent, 
and as Rank was a poor student, Freud took him 
under his wing and helped him to obtain his Ph. D. 
by appointing him paid secretary of the Vienna 


Psychoanalytic Society. Rank’s most important - 


work, in my ‘opinion, was “Das Inzest-Motiv in 
Dichtung und Sage,” (The Incest-motive in Liter- 
ature and Legend), which he gratefully dedicated 
to his highly revered teacher, Sigmund Freud. This 
was the first important work that opened new 
vistas in mythology, folklore and literature. He 


wrote a number of other notable works, alone and 


) 


in collaboration with others, until. 1923, when he 
published “Das Trauma der Geburt” (The Trauma 
of Birth), in which he delved deeply into the 
therapy cf the neuroses, for which he was neither 
fit by training nor temperament. Freud disagreed 
with his views, and this ‘started the imbroglio which 
ended in Rank’s branching out as a therapist, 
philosoph2zr and what not. 

Having been more than an onlooker in this affair, 
and though fully agreeing with Freud on thera- 
peutic grounds, I was not altogether’ unsympathetic 
to Rank. I shall briefly sketch my version of the 
situation. 

After the first world war, Freud, like every 
Austrian, was impoverished. Those of us who lived 
in allied countries therefore, took it upon ourselves 
to send patients and students to Freud, for that 
was the only help he was willing to accept from 
his sympathetic friends. As his Vienna pupils were 
all in dire need (I know that. Rank was one of 
them), Freud sent the surplus of his patients to his 
medical co-workers, and then decided to do the same 
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for his lay pupils. That started the question of lay- 
analysis which later gave rise to so many contro- 
versies. Freud’s original idea was that the lay- 
analysts should’ work under the supervision of 
physicians—the whole problem was fully dis- 
cussed in a very interesting work to which the 
reviewer wrote a long reply.t There was no 
question that some of Freud’s lay pupils were 
thoroughly versed in didactic analysis, but Freud’s 
sympathy blinded him to the fact that to treat pa- 
tients requires more than mere theoretical knowl- 
edge. Rank was certainly well versed in the theory 
of psychoanalysis, but Freud ignored the fact that 
Rank was subject to emotional fluctuations and 
that a knowledge of its theories does not prevent 
the disease. Having started to treat patients, 
Rank soon promulgated all sorts of wild theories 
which finally led ‘to his separation from Freud 
and psychoanalysis. 

To return to the review of this book. We gather 
from the Foreword that it is a combination of 
two of Rank’s.works: “Will Therapy,” and “Truth 
and Reality.”, The translator, Miss Jessie Taft, 
states ‘in the Foreword that “It is important that 
these two books which are basic to an understand- 
ing of Rank’s psychology and therapeutic method 
should remain available to students in schools of 
psychiatry and social work.” I do not share this 
opinion. I find nothing in this book that is of any 
value to any student in schools of psychiatry. The 
“Foreword” is followed by the “Translator’s Pref- 
ace,’ and. this is followed by the “Translator’s 
Introduction, *'in all of which Miss Taft is doing 
her best to guide the reader through the chaos that 
pervades this. work. That a book of about 300 
pages should require three introductions is in it- 
self an indication of a fundamental debility. I read 
the original works, fragments of which compose 
this work, and I am sure I am not the only one who 
found it hard,to follow the author. The English 
work, which though well translated, is just as 
difficult to read. 

The book consists of three parts: Will Therapy, 
Part: One, which runs to Chapter IX, and Will 
Therapy, Part Two, which runs to Chapter XV, and 
Truth and Reality which consists of seven. chapters. 
Each part and each chapter start with quotations 
from such authorities as Kant, Oscar Wilde, 
Pindar, Persius, Browning, Nietzsche, Paracelsus 
and others. If we have. the right to consider such 
quotations as Leitmotifs of the author’s stream of 
thought—and I feel we have—they are interesting 
indications of the author’s befuddled state of mind. 
In brief, this book is a hodge-podge of ideas, which 
taken individually are quite interesting, but are 
quite incomprehensible as'a coherent whole of a 


1Brill: The Question of Lay Analysis (Die 
Frage der Laienanalyse) Journal of Nervous and 
Mental Disease, April 1927. 
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treatise on “Will Therapy,” and “Truth and 
Reality.” 
A. A. BRILL, M. D. 


New York. 


HUMAN CONSTITUTION IN CLINICAL MEDICINE. By 
G. Draper, C. W. Dupertuis, and J. L. Caughey, 
Jr. (New York: Paul B. Hoeber Inc., 1944.) 


In 1916 George Draper noted that child victims 
of an epidemic of infantile paralysis possessed 
certain similar identifying qualities of physical form 
and general personality. A long series of carefully 
recorded observations made since that time by 
Draper and his colleagues on patients with many 
diseases provides the material presented in this 
interesting and valuable book. The authors empha- 
size the essential relationship between each indi- 
vidual in his totality and his disease or disorders. 
It is pointed out that there is a clear resemblance 
in kind between the complete living person and 
each cell of his various systems and that, in other 
words, “no two stomachs or intestines, and no two 
hearts, or livers, react similarly to any ingested 
food or poison or emotion.” An attempt is made 
to correlate the detailed observations on mor- 
phological, physiological and psychological charac- 
teristics of different groups of patients and point 
out the relationship of this total constitution to 
their diseases. 

The chapter on “History-Taking” might well be 
read by every medical student and every student- 
doctor. . 

The sections devoted to anthropometry present 
interesting data on patients suffering from perni- 
cious anaemia, acute rheumatic fever, gastric and 
duodenal ulcer, hypertrophy of the prostate, gall 
bladder disease, migraine, toxaemias of pregnancy 
and carcinoma of the uterus, etc. It is pointed out 
clearly that the characteristic constitution fre- 
quently associated with definite diseases is based 
on the general trend of the whole group. For 
instance “all gastric ulcer patients are not long and 
thin, but our observations of peptic ulcer and gall 
bladder patients lead us to believe that at least 75 
per cent show distinctive bodily characteristics.” 
The overlapping or mixing of hereditary charac- 
teristics is obviously important and reduces the 
value of such measurements in dealing with indi- 
vidual cases. 

Under the heading, “Mosaic of Androgyny,” is 
an interesting chapter describing extra-genital sex 
differences. Attention is drawn to the differential 
sex incidence of a number of diseases, varying from 
gout and Marie-Strumpell spondylitis with male 
incidences of 98 per cent and or per cent respec- 
tively to carcinoma of the gall bladder and hyper- 
thyroidism with a female incidence of 91 per cent. 

There are interesting chapters on such fields as 
genetics, growth and development, constitutional 
physiology and clinical use of constitution studies. 

In a final chapter the importance of recognition 
of the unity of the organism is again emphasized. 
After an earlier period of “scientific medicine” the 
rediscovery of the psyche as an integral part of the 
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-patient has led “to a supposedly new kind of medi- 


cine, at this moment qualified br the term psyche- 
somatic.” Ever since the biologists applied the or- 
ganismal concept of man, however, “medicine has 
needed no further qualification. It remains simply 
Medicine.” 
R. F. Farouuarson, M.D, 
University of Toronto. 


NATIONAL HEALTH AGENCIES. A Survey with 
Especial. Reference to Voluntary Associations. 
By Harold M. Cavins.’ (Washington: Public 
Affairs Press, 1945.) 


This book is much more thar a directory. The 
last two hundred pages are devoted to descriptive 
statements of some eighty-two foundations, merr- 
bership agencies and promotional agencies more ar 
less in the health field. They show how the spe- 
cific activity came into being, forces that were 
behind it, the stages involved in its growth, present 
organization and function. Of course, taken tc- 
gether, it gives us something of a picture of the 
social mind of America and, as is pointed out by 
the author, we have here a disctssion of an instru- 
ment that is peculiarly American. The first thirty- 
five pages as a matter of fact are devoted to an 
interpretation of the evolution of the health agency 
as an expression of a democratic process of meeting 
social needs. Some of the stories of these agencies 
show rather clearly how the altruistic interest of a 
private citizen has led him to seek out and dis- 
cover other persons with similar interests and form 
a partnership in the promotion of these interests. 
One gets the feeiing that we have in this process an - 
immense force that should not be lost sight of and 
that perhaps is lost at times when the principle of a 
rotating board is adhered to too strongly. 

One group of stories deals with the professionai 
membership agency and shows how it evolves from 
a conclave of professional persons who are ex- 
changing experience, often into an agency that is 
not too distinguishable from the promotional agency 
referred to above. A third group of agencies in- 
cludes the foundations and shows how extensively 
these ‘have cut across and supported the activities 
of the professicnal membership and promotional 
voluntary heelth agencies. 

The American Psychiatric Associaticn is selected 
as one of the four membership associations, and 
among these four is given the first place in the 
volume. The content of the five pages of descrip- 
tion is of course not new material, standard sources 
having been called upon for information. This also 
applies to The National Committee for Mental 
Hygiene which is presented as one of the ten volur- 
tary promotional or educational agencies. 

An introduction by Reginald M. Atwater of the 
American Public Health Association gives a good 
perspective on the volume and ties it in with a 
prospective report, “Voluntary Health Agencies,” 
an interpretative study to be issued shortly by the 
National Health Council. 

GEORGE S. STEVENSON, M.D. 
National Committee for Mental Hygiene, 
New. York. 
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Men Unper Stress. By Roy R. Grinker, Lt. Col., 
M. C, and John P. Spiegel, Major, M. C. 
(Army Air Forces). Philadelphia: Blakiston, 

. 1645. 

A medical monograph may be judged under 
three main headings: (1) the impression which 
it evokes as a work of literature; (2) the aptness 
and authenticity of the clinical description, as well 
as the validity of the therapy which is recommended 
and used; and (3) the theory which underlies the 
description end the conclusions, and is set forth as 
the working hypothesis. 

This volume, “Men Under Stress,” makes the 
finest of impressions. It is a distinguished book, 
both in format and in the essential brilliancy of its 
English. From the classical beginning wherein the 
flying man is linked to his great prototype, Icarus, 
to the solemn warning in the final paragraphs of 
the book, there is nothing lacking, and there is 
everything which such a book should have. There 
are descriptions justifiably to be described as clas- 
sical, because there is a living mixture of fine emo- 
tion, calm objectivity and keen insight, a combina- 
tion which represents an ideal in the semantics of 
psychiatry. The language is always plain and fre- 
quently bolc. It pulls no punches, and yet it is 
subtle with an underlying irony and, I believe, is 
always permeated by a wholehearted sympathy for 
the sufferinzs and trials which the “men under 
stress” have undergone. There are descriptions of 
the ordeals of training, the flight, the battle, the 
tedious waiting, the harassed sleep, the monotony of 
diet—in short, the acute suffering and the tedium 
. vitae, whick can only be designated as splendid, 
The authors have lived with these men. They have 
suffered with them, at least vicariously. They have, 
to use their own purase, been able to “identify” 
themselves with them. This identification, although 
it is a term I do not particularly like, has enabled 
them to portray one of the most poignant phases of 
modern warfare. The men are real. They are flesh 
and blood and bowels. They are barraged by con- 
flicting motives. And the stress of their lives has 
a three-dimensional depiction, which can only mean 
that the authors are gifted with the capacity to see 
into other men’s lives and to portray miost ade- 
quately what they see. 

Turning to the second phase of this review: The 
clinical descriptions are excellent. Anxiety—free 
and fixed—stands out in the lives of these men and 
is described tersely and adequately. The different 
types of men are separated. The normal man who 
breaks down under undue stress is not merged with 
the sufferer who has shown his weaknesses 
throughout his life, and for whom the anxiety 
state into which he is plunged during his air service 
is merely tke culmination of a psychiatric career. 
The imaginative man, whose gift for feeling be- 
comes a double-edge sword which lacerates him, 
is not conftsed with the psychopath who finds it 
difficuit to accept authority under conditions where 
his egoism is obstructed and his inability to cooper- 
ate brought out into sharp relief by the military 
necessities. The soft mother’s boy, who has under 
a mistaken :dealism taken up the most arduous of 


military work, is sympathetically described; but so 
is the tough guy, whose dissociation from terra 
firma, the death of his comrades, the peril of the 
fak which rises up as a winged instrument of de- 
struction, and the growing certainty that sooner or 
later if he flies enough he, too, will be among the 
missing or the dead, all of which break down his 
cohesion into the neurosis which the authors clearly 
describe. 

The effect of poor food, disturbed sleep, physical 
hardship, and the tensions of conflict and fear are 
described in terms to which anyone can agree, no 
matter what his underlying philosophy oi psychiatry 
may be. There is an especially fine description of 
the neurology and physiology of action, motion, 
sensation, mood, and feeling-tone, which should be 
separated out from the book and published as a 
synopsis of our present-day knowledge. The 
authors state that it is very likely that more refined 
clinical diagnostic methods and subtler metabolic 
methods would reveal physiological mechanisms be- 
hind the anxiety, the neurosis and the breakdown. 
The reviewer is particularly sympathetic with this 
viewpoint and can only praise and admire the physi- 
ological and neurological knowledge which thus 
comes forth. 

The use of sodium pentothal and its startling 
effect in producing hidden psychological material is 
stressed. The process by which the individual is 
very simply restored to something like normalcy is 
called “narcosynthesis” and is the subject of a pre- 
vious monograph by one of the authors. The 
same process, or a very similar one, was called 
“narco-analysis” by the British, and I regret 
that not enough credit has been given to Erich 
Lindemann whose classic work on sodium amytal 
is really the basis of much of the recent phar- 
macodynamic studies. His name is not even 
mentioned in the text although it appears in the 
index. Whether the therapeutic process is narco- 
synthesis or: narco-analysis, it is definitely at least 
treatment by a drug, a barbiturate, one of the 
blessed family of drugs which gives fine results 
in the treatment of mental disorders to those who 
know how to use them. The results are attributed 
more to the so-called synthesis than to the drug. 
I believe from my own experience that the reverse 
is true; that the “cure” of acute amnesias, hysterias 
and other stress-induced states depends on the 
narcosis which, after all, is an old treatment in 
the history of psychiatry. The “synthesis” is dra- 
matic, but I doubt its necessity. 

When we turn to the long and brilliant chapters 
on psychodynamics, the reviewer must pause in his 
praise of this book. Psychoanalytic concepts gov- 
ern, yet nothing in the book itself indicates that 
any psychoanalysis has been done in these cases 
and, in fact, the authors state that no such pro- 
cedure was followed. A priori judgments govern 
the discussion of the psychodynamics. It is re- 
freshingly true that one can read this book and 
find nothing of the Œdipus complex, penis envy, 
castration fear; and all the various formule of 
oral, anal and other eroticism are either conspic- 
uously absent or tentatively introduced. The Ego 
and the Superego are shuffled around as if they 
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were Separate and clearly defined structures, but 
I miss that feral primitive, the Id; he has been lost 
in the shuffle. The old psychoanalysis has disap- 
peared though now and then the integrated habit 
of thought of the writers comes out as, for example, 
when they state that the American soldier loves 
milk because of maternal linkage. This hardly ex- 
plains why he also likes beer and cigarettes, and 
why he seeks night-clubs when he returns home. 
He likes milk because it is a very fine drink, one 
that he has been trained to think of as the best of 
fluids so far as calories and vitamins are concerned. 
He has no more maternal fixation than the men of 
those countries in which wine or beer take the place 
of milk as a beverage. 

This same trend appears when the authors dis- 
cuss the constant use by the soldiers of a certain 
four-letter word, which represents the solid excre- 
ment, and from which the authors deduce, rather 
fantastically, a gastrointestinal anal libido. This 
excrement is really rather disgusting. Its smell 
is disagreeable. One can slip in it. Even dogs go 
through a ritual of covering it over, and apes and 
monkeys—-so we are told by the zoclogists—change 
their nests and their places of abode when s..t 
accumulates. In fact, the word is an appropriate 
symbol of disgust, and disgust is a constant emo- 
tional phase of military life. I doubt if it has a 
deep personal psychological significance. In reality, 
its use is part of the mores. 

I am not convinced by the use of the term “identi- 
fication,” especially where it is stated, time and 
again, that the leader of an outft, the pilot, is 
identified with the father. I think here that the 
common, let us say, vulgar error of a good deal 
of psychoanalysis becomes exposed in its nakedness. 
Things which are similar to one another become 
identical. The leader of a group is similar in some 
respects to the father. That does not make leader- 
ship and fathership the same by a long road of 
differences. I have spoken to many airmen, pilots 
and non-pilots. If the crew trust their leader, the 
pilot, they feel happy because, after all, their lives 
are in his hands. One might as well identify the 
engineer of a train with the father, since the pas- 
sengers trust him. They may hate his guts if he 
is overbearing, conceited, unjust, too superior, in- 
competent and for a thousand and one personal 
reasons. Generally, the pilot is the contemporary 
of the rest of his crew in age. If he is a good 
leader, well and good. If he is not, then dissension, 
disunion and anxiety naturally appear together with 
hatred. But he is not a provider. He has not rocked 
them to sleep when they were babies. He has not 
been the man who lived with their mothers. The 
identification does not exist and should not. Iden- 
tification with the group is a good enough term, 
but I fail to see where it is any better than the 
term cooperativeness or group solidarity. This is 
not mere etymological hair-splitting. Identification 
has come to have a special meaning of psycho- 
analytic implication. Group solidarity is the aim 
of morale-building. It is increased by trust, mutual 
aims, mutual hatred and good leadership. It is 
destroyed by distrust, conflicting aims, such as in- 
volved in the terms jealousy and rivalry, inability to 


cooperate, bitterness and poor leadership. All these 
are stressed in this excellent bcok when the dis- 
cussion remains on what I call, without any adverse 
implications, a commonsense level. It loses its 
validity, so far as one reader is concerned, when 
the term identification is used. 

And I am rather weary of the psychiatric cliché 
“regression.” If this merely means that a person 
of one level of cohesion and physiological and psy- 
chological integrity is reduced to a low2r level, the 
term is good enough. This is the kind of thing 
which takes place in the organic diseases as well as ` 
in the functional But when the term regression 
carries with it the regression to childhood, then I 
object in the name of childhood. Again the fallacy 
of making identities of things which have some 
similarities reappears and illogica‘ly. For childhood 
may have dependence, but it is keenly inquisitive, 
highly energetic. It is expanding, growing, palpi- 
tating with life and vigor. The “regressing” person 
as he moves downward may show some of the emo- 
tionality and immaturity of childhood. In general, 
he is a totally different person from a child. He is 
a sick adult, and he is as different from a normal 
healthy child as he can be. It is, I believe, by an 
artefact of analysis that he is discovered to have 
gone back to chitdhood complexes. The sick man, 
whether he have an anxiety neurosis, hysteria, or 
what-you-will of the numerous ard merging mental 
disorders by which man is afflicted, snows disin- 
tegration, disharmony of function, and imbalance— 
physically and mentally. He is not so much at z 
lower level of integration and energy, as he is at 2 
disordered level. Certainly, he cannot ke compared 
to the healthy child without a distortion both of his 
state and that of the child. l 

Theory ceases to be important in the discussion of 
a book like “Men Under Stress.” It really does not 
matter what the psychoanalytic or other theory 
may be behind the work which is represented by 
this book. The authors have worked on and for 
their patients not as psychoanelysts or psycho- 
therapists, but as doctors of mecicine. They have 
utilized rest and physiotherapy of all kinds. They 
have set in motion physical and psychological re- 
cuperative agencies. They have used drugs. They 
have explained, consoled, bolstered and disciplined 
into integrity sick men, men who have undergone 
grave and disorganizing stress. 

It is an under-statement to szy that this book 
should be in every psychiatrist’s library. To those 
who have not read and digested iz, I say they have 
missed an enriching experience. 

ABRAHAM MYERSON, M. D., 
Boston, Mass. 


THE 1945 YEAR Book or NEUROLOGY, PSYCHIATRY 
AND ENDOCRINOLOGY. Edited by Haas H. Ruse, 
M. D. and Mabel G. Masten, M. D. (Neurol- 
ogy); Nolan D. C. Lewis, M. DP. (Psychi- 
atry); Elmer L. Sevringhaus, M.D. (Endo- 
crinology) (Chicago: The Year Book Pub- 
lishers. 1946.) 


The initial item in the 1945 edition of the Year 
Book is a dedication by the authors of the section 
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on neurolagy to Dr. Peter Bassoe, the first editor, 
who died Nov. 5, 1945. Dr. Bassoe’s portrait ap- 
pears as frontispiece. 

Another major loss to medicine during the year 
is recorded in the death, Oct. 1, 1945, of Walter B. 
Cannon, whose work was especially important for 
neurclogy in the field of autonomic physiology. 

The editors have sought by careful selection and, 
as faz as possible, with critical comment or evalu- 
ation to present the important experimental studies 
as well as clinical observations for the benefit par- 
ticularly of teachers and practicing clinicians. As 
an example of reporting they discuss Wartenberg’s 
“Studies in Reflexes,” a series of articles that ap- 
peared first in the Archives of Neurology and Psy- 
chiatry, and later as a handbook. This is a valuable 
source book containing a description cf all the 
reflexes with simplified terminology. A detailed 
criticism ol the book by Marion Hines is quoted 
to the effect that the author does not discuss the 
anatcmy and physiology of reflex arcs, as would 
have been very helpful, and fails to do justice to 
the interpretation ot the phenomena he describes. 

Esvecial attention is called to recent studies on 
epilepsy and the newer drug treatments, particularly 
of petit mal and allied types. The importance of 
education for patient, physician and public alike as 
to the status, and proper management of the con- 
vulsive discrders is stressed. Recent and continuing 
investigaticns have vastly improved the outlook for 
patients su-fering from these conditions. 

There are numerous reports on cerebral and 
meningeal :nfections and the use of the sulfa drugs 
and penicilin. The present status of the penicillin 
treatment 3f neurosyphilis: “success in the im- 
mediate amelioration of symptoms and also in sero- 
logic improvement. Follow-up studies necessary.” 

Nclan Lewis, in the section on psychiatry, com- 
ments: “Tne sooner a real understanding is reached 
between internal medicine and psychiatry, the more 
rapid will be the progress of medical science. In 
medicine the mind has always been deemed im- 
portant theoretically, but in most instances it has 
been left out of consideration or given a minor 
signincance when bodily diseases have been under 
practical therapeutic consideration.” 

Emphasized is the extraordinary part of psy- 
chiatry in military medicine in World War IJ, and 
the mass of evidence it has furnished relating to 
the effects of emotional states on bodily functions, 

Further evaluations of the shock therapies are 
being recorded. A special division is devoted to 
articles or. child psychiatry; another longer one to 
neurotic and psychosomatic reactions; and a final 
division ceals with military psychiatry. 

As Sevringhaus edits the section on endocrinology 
for the last time in the present Year Book, he 
outlines briefly the status of the subject.when the 
section first appeared in the Year Book in 1934 
as ccmpared with today. The fundamental concepts 
of twelve years ago remain. These include the 
relationships of the anterior pituitary as a “master 
gland,” and the “dynamic balance” theary to ex- 
plain the socalled “polyglandular syndromes” that 
has thrown additional light on the etiology of 
diabetes mellitus. 


BOOK REVIEWS 


[July 


Among the advances of the period are better 
understanding of the mechanisms of the menstrual 
cycle, the discovery and application of synthetic 
estrogenic compounds, adrenal cortex studies that - 
have contributed vitally to the treatment of Addi- 
son's disease, and the use of thiouracil for relieving . 
thyrotoxic status. 

“The question of whether to relate the endocrine 
system to the nervous system or to nutrition can 
be answered only by stating that both relationships 
are important but that the endocrine organs are 
really related to the entire body and to virtually 
all physiology.” 

There is some improvement in world literature 
coverage in the 1945 Year Book as some of the 
foreign journals are again becoming accessible; and 
the volume upholds the high standard of reviewing 
and editing that has been maintained through the 
years. i 


C. B. F. 


War Neuroses. By Roy R. Grinker, M.D., and 
John, P. Spiegel, M.D. (Phila.: Blakiston 
Company, 1945.) 


This volume is a revision of an earlier publica- 
tion written at the end of the Tunisian campaign, 
and brought out during the war for the restricted 
use of medical officers. As such it served an ad- 
mirable purpose in bringing to this group an ac- 
curate description of the various types of the war 
neuroses that they were to encounter. In addition, 
it furnished a rational and dynamic approach to 
the understanding of the psychodynamics of these 
conditions. Above all, it stressed sound therapeutic 
principles which emphasized regard for the indi- 
vidual patient and for the psychological mechanisms 
involved in his illness, and focused attention on 
the value of “uncovering” techniques. 

The case histories are well chosen and accurately 
depict the common types of war neuroses. One 
misses data in regard to the relative incidence of 
the various types of cases, an omission which may 
give rise to the impression that the dramatic and 
severe anxiety states were more frequent than was 
actually the case. Throughout the volume indeed, 
the lack of important statistical data is disturbing. 
One cannot agree with the authors that statistics 
regarding psychiatric casualties of war can have 
little significance (p. 3). With complete and quali- 
fying information accompanying the figures, much 
can be learned from such compilations. 

The ‘book suffers somewhat from the limited 
viewpoint of the authors, who saw cases from one 
short and victorious campaign only, and in relation 
to the front, in one installation only. In view of 
their correct appraisal of the importance of giving 
the site of psychiatric observations during war, it is 
unfortunate that there was omitted a definite state- 
ment as to their geographic location at the time this 
work was done. 

The psychosomatic disturbances, found to be so 
important in later experiences in the war, might 
have been given greater emphasis. Also their dis- 
cussion of the depressed states is inadequate. Such 
cases became extremely common in divisions with 


1946] 


BOOK REVIEWS 


- 141 


quence, “second best” methods of which group tech- 


long combat records. The moot question of blast 


- concussion is admirably handled. The more effective 
dissemination of the authors’ point of view especially 


to medical officers prior to entering combat, might’ 


have prevented many erroneous diagnoses of blast 
concussion in cases with pure anxiety ‘states. 

The opinions expressed in regard to exhaustion 
states reflect those current among psychiatrists 
active in forward areas during the Tunisian cam- 
paign. Later experience showed clearly that ex- 
haustion per se is almost never the cause of neurotic 
breakdown in combat. The authors’ “exhaustion 
states” were later classified as anxiety states, but 
the important point is that follow-up studies demon- 
strated that early treatment interrupted the progress 
of the disorder, and that such soldiers could function 
effectively when returned to combat duty. 

In their discussion of etiologic factors the error is 
made of drawing conclusions from case material 
alone. For example, no valid conclusion can be 
reached concerning the question of the vulnerability 
to neurotic breakdown in combat of various per- 
sonality types unless accurate data are also col- 
lected from groups of soldiers who were exposed 
to combat but did not break down. Although more 
fully discussed in a later section, this chapter should 
have given more weight to the very important fac- 
tor of lack of motivation and orientation among 
our troops as an etiologic agent. 

The chapter on therapy is one of the best in the 
book. Both the discusstons on narcosynthesis artd 
psychotherapy are excellent. This reviewer is in 
accord with the authors’ rejection of continuous 
sleep therapy. The method has failed to prove 
efficacious in other hands also, and-in addition 
readily lends itself to the rcoutinization which leads 
to neglect of the individual patient and his psycho- 
logical problems. l 

The omission of a statement of the proportion of 
cases treated .with narcosynthesis is unfortunate. 
In the experience of others, working in forward 
areas, only from five to ten percent of the total 
cases seen were found, by the criteria given by the 
authors, to be suitable for this type of therapy. 
The absence of these data may have been responsible 
in part for the over-enthusiasm for the method now 
current, following the appearance of the earlier 
publication. One must also point out that the suc- 
cess achieved by the authors was due in no small 
measure to the fact that they were extremely skill- 
ful therapists with a profound grasp of psycho- 
dynamics. A word of caution as to the possible 
dangers of this method in unskilled hands would 
have been valuable. Narcosynthesis ts a method 
which must be learned, which has definite indica- 
tions, and which should be used by the untrained 
only in the presence of competent supervision. _ 

Group therapy, with which the authors had little 
experience, found wide application later in the war. 
While the outline for a therapeutic regimen as 
given in this book is an excellent one, it 1s doubtful 


if it could be fully achieved in most overseas hos- 


pitals during the war, due to the enormous case 
loads imposed upon each psychiatrist. In conse- 


niques was one, had to be used. 

The last sentence of this chapter expresses ex- 
cellently the essence of any practical end rational 
therapy for these casualties overseas: “For the 
soldier, return to work is the best therapy—counter- 
acting his dependent trends, bclstering his ego- 
ideal, and permitting him to return home with the 
army, and not as a crippled failure.” Later ex- 
periences by other psychiatrists have amply con- 
firmed the truth of this statement. 

In the final chapter the account of the psycho- 
logical factors important in psychodynamics is ir 
accord with most observations, but the section orn 
“physiological mechanisms” is speculative and in 
need of confirmation. Other experiences have shed 
some doubt on the opinions of the authors as to the 
mode of action of barbiturates in narcosynthesis. 
Grinker and Spiegel have stressed some of the 
physiological effects of these drugs in the process, 
and have denied that the effects might have been 
due simply to chemically induced hypnosis. Others 
have found that the described effects could be pro- 
duced by the use of very small amounts of drug, 
with suggestion, while still others achieved the 
self-same results with hypnosis alone. The authors’ ` 
points of view need much further confirmation be- 
fore they can be accepted generaily. 

ALFRED O. Lupwie, M. D., 
Massachusetts ‘General Hospital, 
Bostoa, Mass. 


New Goars For OL AcE. Edited by George Law- 
ton (New York: Columbia University Press, 
1943.) | 


This book is composed of a series of papers by 
different authors. There is considerable variation 
in the value of the various chapters and some lack 
of continuity. Three chapters seem to the reviewer 
as worthy of special mention: “Ageing Mental 
Ability and Their Preservation” by George Lawton, 
“The Older Person in the Changing Sozial Scene” 
by Lawrence K. Frank, and “Physical Changes in 
Old Age and Their Effects Upon Mental Attitudes” 
by the late Llewellys Barker. 

Lawrence K. Frank points out “until recently we 
have been inclined to think of heelth and sanity as 
something that was mysteriously lost, but today 
we are beginning to realize that health and sanity 
must be achieved by meetirig the tasks cf life more 
adequately, courageously and effectively.” He also 
points out that many individuals can tind escape 
from their problems by keeping occupied at their 
daily work. When, however, they -etire, these prob- 
lems loom up much more seriously and the in- 
dividual is unable to deal with them. He concludes 
that retirement is not the solution for most older 
persons; that they do not want idleness and freedom 
“but an opportunity to do something with their 
lives that will make them significant.” 

The chapter by Llewellys K. Barker will be of 
particular interest to those who knew him per- 
sonally and saw how he exemplified the proper 
mental hygiene for older persons. Dr. Barker was 
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74 at the time he wrote this chapter and died while 
the proofs of the book were being read. 

Barker r2commends that on reaching middle age 
persons should plan their lives so that there will 
be a gradual adaptation to the ageing process rather 
than a posiponement of such changes and then be 
forced suddenly and without preparation to adapt 
to new anc trying situations. He has many prac- 
tical suggestions for making old age a happier 
experience. He advocates a southern climate in 
winter, suzgesting a northern climate in the 
summers, but apparently not considering certain 
parts of the country where a rather equable climate 
prevails throughout the year. 

For insomnia he suggests a glass of hot milk or 
a little whiskey; he prefers alcohol as a hypnotic 
to bromides znd barbiturates. He also discusses 
diet, giving one which he personally used. There 
is also emthasis on the notional attitude which one 
should adapt to the ageing proéess. 

On the whole the book is an excellent contribu- 
tion to the subject. It is clearly and simply written 
and can ke understood by the average intelligent 
lay reader. On the other hand, the experienced 
psychiatrist will find much of value in it. It is a 
book, therefore, that can be recommended to all 
groups for general reading. 

K. M. B. 


A Hanpscok or Psycuratry. By Louis J. Kar- 
nosh, M. D., and Edward M. Zucker, M.D. 
(St. Louis: C. V. Mosby Co. 1945.) 


Tke growing appreciation of psychiatry among 
the members of the medical profession generally 
and increasing recognition of it as a proper subject 
for inclusion in the undergraduate curriculum has 
resulted in the production of a number of small 
texts. Such books considering the groups for which 
they are intended have a legitimate place in medical 
literature. They, with varying fortunes, attempt 
to supply the funcamentals of psychiatric knowl- 
edge. The general practitioner who desires some 
acquaintance with the psychiatric problems which 
he is certain to meet and the medical student gain- 
ing similar elementary knowledge, do not desire 
large bocks with much inclusion of highly special- 
ized mater-al. For these the handbooks meet a real 
need. 

The thirgs one would be anxious about are: Is 
the material presented sufficient to meet the need; 
and is there a concise practical presentation of the 
clinical stetes commonly encountered? 

The present volume meets both requirements and 
does it well. Long experience in both special and 
general hespiials and in teaching renders the au- 
thors capable of selecting the right material and 
presenting it in clear and understandable fashion. 
Thev know very well that much psychiatric termin- 
ology is confusing and even irritating to those for 
whom it is not the usual everyday professional! 
language. The laity and even many in the generai 
profession of medicine entertain the definite idea 
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that in psychiatry resounding terminology is a 
substitute for foggy and uncertain concepts. 
Throughout the text the language is as simple as 
it could well be and there is added at the end of 
the book a very good glossary of terms that may be 
unfamiliar to the special groups of readers for 
whom the book is intended. 

The general body of doctrine is unexceptionable, 
the clinical descriptions are excellent and the il- 
lustrative case histories selected serve their purpose 
well. The same may be said of the illustrations. 
Some original diagrams showing mechanisms under- 
lying the origin and clinical manifestations of the 
psychoneuroses are particularly good and will do 
more to bring understanding than much writing. 

Chapters on physical therapy, occupational and 
recreational therapy and shock therapy are welcome 
in a book of this size. Too often these important 
matters receive little more than cursory mention. 
Here concise directions are given and certainly they 
will be appreciated. A chapter on psychiatry and 
the law states the fundamentals well. In a relation- 
ship that presents so many “local” variations no 
more could be expected. The section on privileged 
communications leaves some inferences that are not 
justified. In not all jurisdictions are medical com- 
munications considered privileged. 

All in all, the authors have produced a book well 
adapted to its intended purpose as a guide to the 
general practitioner and the undergraduate student 
of medicine. 

A. T. M. 


RYPINS MEDICAL LICENSURE EXAMINATIONS. 
Fifth edition. Edited by W. L. Bierring. 
(Phila.: J. B. Lippincott Co. 1945.) 


This book is highly recommended to those pre- 
paring for medical licensure examinations. It con- 
sists of summaries of the highlights of each of the 
medical clinical specialties, along with questions at 
the end of each section based on the subject matter. 
This provides a provocative way of testing one’s 
grasp and retention of the material. An important 
asset of this volume is that the point of view of the 
examiner is given, since the narrative material and 
questions are based on a survey of questions actually 
asked in previous examinations. : 

The additions to this fifth edition are the editorial 
supervision of Dr. Walter L. Bierring and a panel 
of eight experts in their field. The subject matter 
has been brought up-to-date and a section on phar- 
macology has been added. 

In the classification of the psychoneuroses, the 
commonly observed reactive depressions are not in- 
cluded, nor is the alternate plan indicated, that of 
including the reactive depressions as part of the 
manic depressive psychoses. In general, however, 
the subject matter is well covered in the various 
sections for the purpose intended. 

ÅRNOLD Z. PFEFFER, M. D, 

Dept. of Psychiatry, 
New York Univ. College of Medicine, 
New York, N. Y. 
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IN MEMORIAM 


WALTER EDWARD DANDY, 
1886-1946 


Walter Dandy is dead. To those who 
- knew his abundant vitality and driving 
energy, and his forcefulness, even in recent 
days, in presenting his views and convictions, 
Dandy has been so vital a person that it is 
difficult to believe that his voice will no 
longer be heard. He died as a result of 
coronary thrombosis suddenly on April 10, 
1946. He leaves a son Walter, who is in 
medical school, three daughters Mary, Kath- 
leen and Margaret, and his wife Sadie Mar- 
tin, whom he married in 1924. 

Born in Sedalia, Mo., April 6, 1886, of 
parents from England and North Ireland, 
Walter Edward Dandy attended the public 
schools of Sedalia and the University of 
Missouri, and entered the Johns Hopkins 
Medical School in 1907, with advanced stand- 
ing. He graduated with the degree of M. D. 
in I9g10 and continued his work in this medi- 
cal school and hospital, rising through the 
various stages of the surgical service and 
academic rank, to become Adjunct Professor 
of Neurological Surgery in 1932. 

Within three years after receiving the 
M.D. degree, he had with characteristic 
energy and industry completed and published 
three scientific studies, one on the youngest 
human embryo which had been studied up 
to that time, one on the blood supply of the 
pituitary body, and one on the nerve supply 
of this intracranial structure. His classical 
work on “Internal hydrocephalus: an ex- 
perimental, clinical and pathological study” 
was published in 1913, when he was 27 
years old. Five years later he produced 
another classic, on pneumoventriculography, 
a procedure which he originated and which 
has been very valuable in the precise localiza- 
tion of intracranial lesions. It has been re- 
peatedly said that ventriculography has been 
the greatest single contribution to brain sur- 
gery every made. 

Dandy’s mastery of neurosurgical tech- 


nique enabled him to make a brilliant series 
of technical contributions, impressive even 
in the form of a partial list: operations for 
the complete removal of acoustic neurinomas, 
radical new operations for trigeminal neu- 
ralgias and neuralgias of other cranial nerves, 
and for Méniére’s disease. His character- 
istic combination of care in procedure and 


= boldness of aim was well exhibited in his 


operations for removal of congenital aneu- 
rysms of the arteries forming the circle of 
Willis and of their large branches. Again his 
self-confident judgment and kis virtuosity in 
surgical technique were demonstrated in his 
operations for ruptured intervertebral discs, 
a condition which he discovered anc reported | 
in 1929. . 

Much of Dandy’s success in making dis- 
coveries and innovations was made possible 
by his courage and independence of judg- 
ment, but boldness was by no means the 
only, or principal, virtue of his work. His 
improvement in the surgical treatment of 
cerebral abscess by utilizing aspirations 
through tiny trephine openings in the skull 
was an example of the value he placed on 


‘conservative technique. 


Dr. Dandy was a member of the American 
Surgical Associztion, American Netrological 
Association, Southern Medical Association, 
Southern Surgical Association, American 
Medical Association, Phi Beta Kappa and 
Sigma Xi. 

In addition to his scientiic reports in 
journals, portions of Dandy’s large experi- 
ence were published in a series of books 
including : 

Benign Tumers of the Third Ventricle; 
Their Diagnosis and Treatment. C. C. 
Thomas. 1933. j 

Benign Encapsulated Tumors in the 
Lateral Ventricles of the Brain; Diagnosis 
and Treatment. Williams & Wilkins. 1934. 

Orbital Tumors. Oskar Piest. 1941. 
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Intracranial Arterial. Aneurysms. Com- 
stock Putlishing Co. 1944. -n 

Besides his direct contributions to neuro- 
surgery, Dandy has inspired by his example 
a series of brilliant younger neurosurgeons, 
who worked with him and through whose 
= work he will continue to be a living force 
` for:turther advancement. | 
The octstanding clarity and succinctness 


of Dandy’s. papers was the expression of 


a forthright habit of mind, which sometimes 
also involved him in stormy controversies 
and a few personal enmities, but he regularly 
emerged -from such disputes with the in- 
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creased respect of his scientific’ colleagues 
and it can be safely predicted that his stature 
as a great figure in medicine will grow in 
the perspective of time. His international - 
reputation brought him large numbers of 
patients and he did a tremendous amount 
of work. Simple and unpretentious in man- 
ner, generous in many unpublicized ways, 
and simple in his personal tastes, he was a 
delightful friend and companion. There is 
much personal sorrow at his death, as well 
as regret at the cessation of a brilliant career 


‘of investigation and service for the relief of 


human suffering. 


J.C. W. 


PSYCHIATRY IN INDUSTRY * 
FREDERICK W. DERSHIMER, M. D., Wirminecron, Det. 


This is a sketchy preliminary report on a 
ulltime psychiatric program in one industry 
zased on its first two years of existence. The 
uithor had previous experience in industry. 

No atternpt was made to lay out a program 
n advance. Dr. Gehrmann, the medical di- 
sector of Du Pont, agreed with the author 
that such an attempt would violate a basic 
‘ule of scientific medicine because it would 
constitute an attempt to prescribe treatment 
without first making a diagnosis. 

It would, indeed, go further in the wrong 
lirection. Accurate diagnosis is impossible 
without a knowledge of the anatomy, physiol- 
agy and pathology of the patient. The psy- 
thiatrist, therefore, needed to learn as a first 
step everything possible about the organiza- 
‘ion and healthy functioning of the industry 
ind, next, its psychiatric problems. Then, 
and only then, could he hope to make accu- 
mcate diagnoses of psychiatric needs and plan 
how to treat them. 

The importance of this basic knowledge 
appears to have been underestimated in the 
Miterature on psychiatry in industry, much of 
which is built upon flights from reality and 
creates an aura of witchcraft about the 
subject. It offers remedies for ills that do 
snot exist, for ills that are unimportant, or 
ills that are already fairly well controlled. It 
completely misses some important problems 
on which psychiatry might offer valuable aid 
if psychiatry would first learn what these are 
and accept them as problems for study. 

The general result is that industrial man- 
agement, not illogically, looks upon psychia- 
trists as long-haired, impractical theorists 
who, without ever spending the time to learn 
the facts, attempt to tell industry how to 
run its own business; or goes to the opposite 
extreme and accepts the idea that psychia- 
trists are miracle workers who have panaceas 
to charm away all their problems. Either 
attitude makes serious problems for the psy- 
chiatrist entering industry. 

No psychiatrist can learn all about in- 


1 Read at the 102d annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 
27-30, 1946. 


dustry by visiting a plant or two and akoe 
with a few members of management. Indus- 
tries, like individuals, have each their own 
personalities based on the personalities of 
top management, on company policies, the 
type of industry, and a host of cther varying 
factors. Even within a large industry, such 
as ours, there are great variations between 
different departments, as psychiatrists should 
expect. The emotional atmosphere in an area 
where a highly toxic substance is made is dif- 
ferent from that in a plant where the chem- 
ical hazards are minimal; or from that in an 
explosives plant where the hazards are quite 
different. 

This emotional atmosphere varies, too, in 
proportion to the efficacy of the prctective 
measures employed. Our explosives plants, 
for example, have for years maintained an 
accident rate which averages arcund Io per- 
cent of that in explosives plants in general 
and which is lower than that of many in- 
dustries which are not considered hazardous. 

The chief psychiatric hazard, as'a result, 
is not found among the operators in such 
plants at all. It is, instead, the arxiety which 
the superintendents of .such plants tend to 
develop as a result of the emphasis on pre- 
venting accidents. This creates strains 
which, in susceptible individuals, may pre- 
cipitate psychoneuroses. 

Psychiatric problems depend, likewise, on 
the kind of medical service supplied by the 


company. Tetra-ethyl lead is a highly toxic 


volatile substance capable of rapidly causing 
death either by inhalation or by absorption - 
through the skin. When its manufacture was 
first attempted, fatalities occurred. Other 


‘men became psychotic after exposures. Lead 


encephalopathies were found postmortem. 
There is, as a result, a great fear of this sub- 
stance among those who work in it. 

But our own medical research has shown, 
long since, that the absorption cf this sub- 
stance can be accurately measured by means 
of analysis of blood, urine and feces and that 
untoward effects do not occur unless certain 
concentrations of lead are reached. Men 
working in areas where the substance is 
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made are, therefore, examined every three 
weeks and specimens of blood, urine and 
feces are taken. If, on analysis, the concen- 
tration of lead is found to be one half the least 
amount zhat can cause trouble, the individual 
is removed from that area until further anal- 


yses show him free of lead. 


Every effort is made by the plant physi- 
cians tc educate the operators and their 
supervision with regard to the hazards and 
means of protection. Any man who, through 
accident, suffers any unusual exposure is 
rushed to the plant hospital for cleansing 
and medical treatment. By. such education 
and preventive examinations and treatment, 
every effort is made to bring the hazards of 
the operation out of the realm of the un- 
known into the known, and then to supply 
adequate protection to the men. The mental 
hygiene value of such procedures cannot be 
over-estimated. Knowledge of them is es- 
sential to the psychiatrist who would attemot 
to do rational psychiatry in such areas. 

He would need to know even more. The 
American workmen has certain traits and 
habits which also enhance some psychiatric 
problems. Older employees in hazardous 
occupations, for example, commonly initiate 
new men by telling them all the tall tales 
they cen invent at the moment, and all that 
have teen invented in the past, about the 


` dangers of their work. Fact and fiction are 


skilfully combined into a fearful whole. And 
some new men accept it all and work there- 
after in a state of chronic terror. 

The American workman has another habit 
which misleads the casual visitor to plants 


‘and helps to keep psychiatrists and many 


other people misled about how hard he 
works. Whenever a visitor approaches a 
plant, zhe word is quickly passed around. If 
men are shooting craps in-the locker’ room, 


_they are notified; if others are sleeping in 


the toilets, they are awakened. Those who 
were visiting friends hurry back to their 
All of them assume a serious ex- 
pression and work as if their lives depended 
on it. So the visitor leaves with the feeling 
that they lead very hard lives. 

The facts may be quite different. The 
monotony of labor that allegedly breaks 
workmen down is sometimes due to men 
having too little to do. In a certain electric 
weldery known to the author it was easily 
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possible to measure the total time spent in 
actual welding by the consumption of electric 
current. Calculations based on such figures 
showed that the average welder was then 
welding about 30 percent of the time. Facts 
like these must be known to the psychiatrist 
before he can hope to diagnose industrial ills. 

Psychiatrists may also develop misconcep- 
tions about the psychiatric needs of industry 
and their importance as a result of accepting 
diagnoses of such needs from some individ- 
uals connected with industry. The emphasis 
placed on psychiatric. screening and place- 
ment examinations is an example. It may 
well be doubted whether this is or ever will 
be very important ta industry as a whole, 
although there are industrialists who like to 
talk. about it. 

But the psychiatrist sees to diagnose such 
enthusiasts and their proposals before as- 
suming that they represent either industry or 
its needs. Some of them, as he will then dis- 
cover, belong to the fringe who seek for some 
magic substitute for the hard, intelligent 
efforts which are essential in good manage- 
ment. To be able to diagnose poor manage- 
ment and such unrealistic elements in its 
causation, the psychiatrist must also learn 
what sound management is like. 

The psychiatrist who investigates will find 
also that industry employs and uses indi- 
viduals who fit into every known psychi- 
atric category and that individuals whom the 
average psychiatrist might think unemploy- 
able often prove to be valuable employees. I 
know, for example, one paranoid schizo- 
phrenic who was expelled from a small men- 
tal hospital because of the disturbances he 
caused there. He was hired and put to work 
in a factory before this interesting bit of 
recent history was obtained and, after one 


slight disturbance, which was well handled 


by his foreman alone, he worked satisfac- - 
torily for the two years he could be followed. 

As this suggests, industry may be able to 
teach us something about handling difficult 
psychiatric patients. And before we decide 
to screen them out, we need to give serious 
consideration to the fact that industrialists, 
known for years to be serious psychiatric 
cases, have made invaluable contributions to 


industry. 


As a simple means of learning some of the 
necessary basic knowledge, the author began 


1946] | 


his work in the Du Pont Company by acting, 
for several months, as a regular industrial 
physician in the home office, doing routine 
physicals, caring for first aid patients and 
consulting’ with employees on their medical 
problems. This supplied an opportunity to 
learn something of the policies of the com- 
pany and to see a cross-section of the em- 
ployees including members of top manage- 
ment. In addition, frank psychiatric prob- 
lems were referred to him as they appeared. 

Out of this, in a natural manner, a psychi- 
atric practice developed. Incipient psycho- 
neuroses and other conditions were dis- 
covered early, diagnosed and treated. Super- 
‘vision and management began to refer prob- 
lems. Questions of sick leave led to consul- 
tations and conferences about some of these. 
In a few months, psychiatric work demanded 
the author’s entire time. 

From this beginning, the work has 
branched out in several directions. Of these, 
the most important remains that of learning 
the physiology—the normal functioning—of 
various units of the company. And, with this, 
the pathology—the psychiatric problems—of 
these units. It may appear that I over- 
emphasize this, but I do not believe this can 
be done. Psychiatry cannot be rationally 
applied to industry except on the basis of 
current knowledge of that industry in all 
its parts. ` 

So, whenever possible, visits are made to 


plants and laboratories. On such visits every . 


opportunity is grasped for talking to the 
operators, technical men and management, to 
learn what they are working at and how they 
approach it. One technical division invites 
the psychiatrist to sit in on all the meetings 
of their top staff. Meetings of sales, adver- 
tising and production executives have also 
been attended. To some of these the psychia- 
trist has been able to contribute. 

Out of such study and contacts has come 
one of the most valuable projects in our 
program. For the past six months or more, 
the management and directors of a large re- 
search division have been meeting specially, 
twice a month, in a seminar with the psy- 
chiatrist to discuss their own emotions and 
any problems of managing themselves or 
their personnel which may arise. This con- 
stitutes the equivalent of group therapy 
applied to normal people in positions of con- 
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siderable authority. The results are already 
becoming apparent in their own attitudes and 
behavior and in the morale of their subor- 
dinates. This is genuine preventive psychi- ` 
atry. It is also the first attempt known to 
us to develop executive ability on a scientific 
basis. 

Another valuable procedure has been the 
conferences keld with members of manage- 
ment and supervision about cases in which 
management’s treatment has adversely af- 
fected the. patients. Men in authority have 
shown great interest in learning about any- 
thing they had done to precipitate such cases, 
in order to learn how to avoid such detri- 
mental practices in the future. In some 
cases, the superiors themselves have come in 
for treatment of personality traits which were 
interfering with the productivity and de- 
Better 
human relations have resulted from such con- 
ferences. This, too, is preventive, psychiatry. 

Time will not permit a detailed report on 
all our activities. They include early treat- 
ment of incipient psychiatric problems, ad- 
vice as to the referral or hospitalization of 
mòre severe ones, talks to groups of super- 
visors and plant managers, papers for our 
plant physicians, and clinical instruction at 
the plants for some of them as circumstances 
permit. 

A serious unsolved problem is the fixed 
habit of many uninformed practicing physi- 
cians and surgeons, including some psychia- 
trists, of advising all “nervous” patients to 
take time off. The Du Pont Co. pays full 
wages for, three months in‘case of illness 
after one year of service. If the employee’has 
agreed to pay for his share of the premium, > 
he receives an additional $25.00 a week acci- 
dent and health benefit. The physicians in 
question know this and order time off with 
greater than average freedom because the 
patient will not suffer financially. By doing 
this they turn incipient psychoneurotics into 
chronic cases which are then much more dif- 
ficult to treat. Education of the medical pro- 
fession in the diagnosis and proper treatment 
of psychoneurotics will alone correct this 
dangerous practice. We are making some 
small experiments to determine how such 


education can be most effectively accom- 
plished. 
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CONCLUSION 


J. Industrial management is open-minded 
_ about the application of psychiatry in indus- 
try provided the -psychiatrist is willing to 
learn abcut industry and its problems. In our 

own experience, we find that top manage- 
- ment increasingly asks for psychiatric help in 
personnel problems. This, in time, will result 
in improved mental health throughout the 
entire organization, if our advice is sound. 
This—the top—is the place preventive psy- 
chiatry must start to be effective. 

II. It seems obvious that the basic causes 
of all functional mental disease exist, grow 
and cause some manifestations.in normal 
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people; that normal people are the hosts or 
carriers from whom unfortunate individuals 
contract the more serious, recognized forms 
of this group of ills. Until we learn far more 
than we now know about this part of the 


- cycle, we cannot hope to learn how to treat 


and prevent mental disease. Industry offers 
the psychiatrist an unique opportunity to 
explore this important area, now one of 
almost complete darkness. 

HI. We have already developed a psycho- 
therapeutic approach with which, in several 
hundred ‘cases of psychoneuroses and a few 
psychoses, it is possible to obtain lasting 
good results with a very few interviews while 
the patients continue at their regular work. 


CURRENT TRENDS IN INDUSTRIAL PSYCHIATRY * 
LEONARD E. HIMLER, M.D., Ann Arsor, Mica. 


Since its beginnings as a specialty some 
«thirty years ago, the growth of industrial 
psychiatry has been highlighted by a few 
<outstanding successes, but its major gains 
Bhave been accomplished through a slow and 
often uneven process of infiltration. Even 
after the impetus given by World War I, 
magjprogress in the next ten years was sporadic, 
‘coming virtually to a standstill during the 
ten years preceding World War II. The 
utilization of the concepts of psychiatry and 
mental hygiene in the present industrial 
scene has still not advanced beyond the pio- 
neering and exploratory stages. It is too 
soon to say with any certainty whether the 
upsurge given to industrial psychiatry by 
the last war has finally laid the foundation 
for a more rapid and a more extensive de- 
velopment of this field than has occurred 
«in the previous three decades. The present 
widespread concern over the placement and 
readjustment of men discharged from mili- 
tary service with neuropsychiatric-conditions 
has served to keep alive the impetus which 


was given by the manpower problems during’ 


the period of mobilization. Another and 
still more recent stimulus arises from the 
recurrent, deeply seated problems in the 
human relations field growing out of unre- 
solved conflicts between individuals and 
groups representing the opposing points of 
view of management and labor. 

In addition to the immediate problem pre- 
sented by the dearth of psychiatrists with 
adequate industrial experience and orienta- 
tion, a great amount of educational work 
still needs to be done before management 
as it is now constituted will be able to appre- 
ciate and accept the contributive possibilities 
of psychiatric understanding and techniques. 
This is true from the humanitarian as well 
as the economic point of view. Two practical 
obstacles which stand in the way are the lack 
of training facilities for psychiatrists in in- 
dustry and the absence of established prece- 


1 Read at the rozd annual meeting of The Ameri- 
can Psychiatric Association,’ Chicago,. Ill, May 
27-30, 1946. | 


dent for initiating psychiatric progrems(1). 
Since the functions of the psyzhiatrist who 
enters industry invariably encompass both 
medical and personnel fields, it is important 
that he should not be too narrowly identified 
with purely medical or clinical activities. He 
must be prepared from the outset to collabo- 
rate and adapt his techniques to those of 
other departments within industry dealing 
with human relations, -such as personnel 
counseling, psychological services, employee 
research, and various industrial relations ac- 
tivities which are sometimes grouped under 
the term “human engineering.” 

It is in many ways fortunate that the 
educational, advisory, and consultational na- 
ture of the psychiatrist’s work within an 
industrial organization requires no special 
grant of authcrity; but on the other hand 
little real progress can be made without the 
full endorsement of top management. Ex- 
periences of industries that kave utilized 
psychiatrists on either a full or a part-time 
basis during the war have completely dis- 
pelled the initial fear of some that unless 
it is done secretly, the introduction of a psy- 
chiatrist would be resented by employees. 
There is no longer any need, if indeed there 
ever was, for concealing the identity of the 
psychiatrist or having him masquerade under 
a false title. Such unrealistic methods merely 
complicate his task and are as handicapping 
in the end as the mistake on the other ex- 
treme of announcing his presence with great 
fanfare. 

The specific functions of the psychiatrist 
in industry have characteristics all of their 
own and some of these stand in marked 
contrast to the procedures used in the private 
office or clinic. In his work as catalyst to 
all activities which have to do with the han- 
dling of people and the prevention of damag- 
ing interpersoral relations, the industrial 
psychiatrist cannot work in isclatior. His 
efforts must be intimately correlated and 
coordinated not only with those of medical 
and personnel werkers, but also with the 
activities of those who give psychological 
tests and are engaged in interviewing and 
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counseling employees. In the interest of 
serving the organization as a whole it will 
be necessary to modify and adapt concepts 
ccncerning confidential information after the 
manner in which this is done in a psychiatric 
clinic. | 

The following list gives some of the 
broader consulting and educational functions 
in which the industrial psychiatrist must play 
a leading part: 


1. Correlation of techniques for improv- 
ing the selection, placement and promotion 
of employees presenting some degree of men- 
tal, emotional or intellectual disorder. 


2. Elucidation of techniques for uncover- ° 


ing actual as well as potential “problem em- 
ployees” and for the handling of such indi- 
viduals by, supervisors, medical and person- 
nel consultants, including the line of referral 
for those who require psychological or psy- 
chiatric consultations. 

3. Participation in training programs ior 
counselors and supervisors in respect to un- 
derstanding and handling the psychological 
factors influencing the productivity of both 
normal and problem workers. 

4. Checking the effectiveness of, and de- 
veloping techniques for improving all em- 
ployment, medical.and personnel functions 
involving interviewing and counseling, 


5. Provision of a consulting service open - 


to both management and labor union officials, 
as well as others who voluntarily request 
interviews. 

6. Organization of research ` projects 
which throw light on causes and remedies 
of personality problems on both employee 
and supervisory levels. 


It might be of interest in this connection 
to review some of my own experiences dur- 
ing the war period as a part-time psychiatrie 
consultant in a plant having 2200 employees. 
The overall span covered by this experience 
was fifteen months, which on the basis of 
two days per week corresponded to about 
five months on a full-time basis. It should 
be said that this venture was undertaken 
without any preconceived plan or assignment 
beyond the broad objective of assisting in the 
selection of personnel, and in searching for 
methods of improving employee and super- 
visory morale. A tabulation of the activities 
carried on during the fifteen months period 


f 


reveals that approximately 15 percént of the 
time spent was in personnel and medicat 
department contacts, Q percent was taker 
up by conferences and training sessions, ano 
the remaining 76 percent was employed im 
interviews with individuals on all of the 
organizational levels throughout the plant 
These were divided fairly evenly between 
top executives, foremen, salaried employee: 
and hourly paid workers. Many of the con- 
tacts on the supervisory level were initiatedill 
through survey interviews, and this approach 
was productive not only of much materia» 
on morale and employee opinion concerning 


plant policies, but functioned also as a source 


of referral for a wide variety of personality 
and adjustment problems which would other- 
wise not have come to attention in their 
earlier phases. 

One of the industrial psychiatrist’s most 
fruitful contributions is related to the assess- 
ment of mental, emotional and tempera- 
mental qualities of applicants for employ- 
ment. There is great need in industry for 
more training in the psychiatric backgroundll 
which is essential for accurate .personality 
appraisal during pre-employment examina- 
tions and interviews(2). The paucity of ob- 
servations in the average industrial medical 
record on personality elements stands in 
marked contrast to the completeness with 
which the physical inventory is made. The 
need for techniques to correct this hiatus is 
still further emphasized by the now gener- 
ally accepted fact that the placement and 
continuing supervision of the employees with 


- personality disorders is of far more impor- 


tance than that of the physically impaired or 
handicapped. T 
Bearing further on this point, one inter- 
esting survey recently made on a' group of 
employees in a large war plant conclusively 
proves the predictive value of even a rela- 
tively superficial psychiatric approach at the 
time of the pre-employment examination. 
The plant physician in this instance possessed 
a remarkable degree of psychiatric insight, 
and at the time of making’ his routine physi- 
cal examination ‘he developed the practice 
of recording his informal observations on 
the general mental and emotional balance 
of applicants for employment. About 3 per- 
cent of those hired had notes indicating 
that these employees were potentially un- 
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suited for factory work on the basis of the 
wbserved attitudes and personality makeup. 

In an attempt to determine the reliability 
of these observations, a subsequent study, 
ased on available personnel and medical 
‘ecords, was made of some 1400 employees 
yho remained with the plant for two years 
or more. It was found that a high propor- 
jon of the persons that had manifested 


nability to get along and who had excessive - 


‘riction with fellow employees and super- 
visors were among those on whom notes 
concerning personality reactions had been 
nade. The group on whom unfavorable 
uppraisals had been made reported up to 75 
yercent more sick absenteeism than did the 
iverage employee. In addition, this group 
iad more minor accidents, showed a higher 
average number of visits to the medical dis- 
densary, and violated shop rules more fre- 
juently than the control group. 

A review of the brief personality char- 
acterizations which were made at time of 
smployment reveals that they are descrip- 

«ive of surface reactions and response pat- 
rns readily discernible on trained first im- 
mptession. This makes the fact that they had 
such a high predictive value all the more 


striking. In a general way these comments, 


may be grouped into four categories, as 
follows: (1) those showing distinctly nega- 
mive personality reactions (arrogant, distrust- 
ful, resentful, “smart-alec,”’ etc.) ; (2) those 
indicative of mental disorder or defect (dis- 
«connected responses, slow mental reflexes, 
state hospital record, etc.) ; (3) those show- 
ing neurotic tendencies (anxious, excitable, 
fingernail biter, jumpy, sensitive, etc.) ; and 


(4) miscellaneous and borderline characteri- 


zations not directly classifable (perfumed, 
quiet, self-assured, talkative, etc.). 

As might be expected, the employees in 
whom strong negative reactions had been 
observed almost without exception stood 
highest in the group with unsatisfactory 
work records. But the survey also revealed 
another fact which was hot apparent at first 
glance, namely that the unsatisfactory per- 
formance was not significant until the study 
group had passed the first six months pro- 
bationary employment. It was after em- 
ployees had attained seniority that the bulk 
of maladjustments anticipated on the basis of 
the original personality description came to 
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attention with increasing frecuency. The 
long-range predictive value of the psychiatric 
approach in employment interviewing is thus 
clearly demonstrated. 

But the psychiatrist’s interest in the con- 
tributive potentialities of employees, goes 
beyond the improvement of personality 
assessment techniques at the time of hire.- 
It extends to all points of interpersonal 
contact between employees anc supervisors 
within the organization. Direct consulta- 
tions with and conferences conzerning indi- 
vidual problem workers can be expected -to 


‘utilize the greater share of the psychiatrist’s 


efforts; but it would be falling short of his 
highest contribution if he devcted his time 
exclusively to such more or less clinical as- 
pects. The majority of personality and ad- 
justment problems which find expression in 
terms of medical and psychosomatic com- 
plaints are mere appropriately handled by 
the industrial physician, whose functions as 
psychotherapist are of course a matter of di- 
rect concern to the psychiatris?(3). While 
a high percentage of problem workers will 
come to attention through contacts with the 
medical department, it must be emphasized 
that the psychiatrist cannot expect to find 
all the major scurces of individual and group 
conflict through this single referral point. 

Another and in some ways < much more 


‘effective entry into problem situations in- 


volving human relations can be implemented 
through the use of survey interviews in 
selected key departments of the organization. 
Besides disclosing overall trends which give 
a tangible basis for assessing deparimental 
morale, survey interviews offer highly favor- 
able opportunities for direct contacts with 
foremen and supervisors. It is remarkable 


,that no matter how busy he may be, the 


average foreman is always eager to enter 


into a discussion concerning human rela- 


tions. Foremen as a group invariably show 
deep concern over the need for more effec- 
tive methods of handling employees who 
manifest emotional problems or the job. In 
the course of such discussions they are very 
likely to reveal their own attitudes, not only 
toward the men under them but also toward 
their executives and the management policies 
of the organization. Fixed opinions towards 
unions, race relationships, or women em- 
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ployees are frequently revealed as sources 
of friction ard conflict in the supervisor’s 
daily contacts. Besides their value in help- 
ing to diagnose trouble spots, the troubled 
supervisors, and problem workers, survey 
interviews frequently disclose promising ma- 
terial cften otherwise overlooked by routine 
promotional policies. 

In a small series of survey interviews the 
writer interviewed g foremen concerning 
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range of unsatisfactory employees was fror 
II to 36 percent, with an overall averag 
of 23 percent. Besides revealing that i 
general one man out of 5 is an unsatisfactor: 
employee, this survey brought out wide dif 
ferences in the ratings of foremen on ' 
comparable group of employees, a fact which 
is bound to have its influence on departmenta 
morale and efficiency, as well as on the 
manner in which specific human relation 


TECHNIQUES USED IN THE MANAGEMENT OF INTERPERSONAL 
RELATIONS IN INDUSTRY 


CLASSIFIED ACCORDING TO ASCENDING LEVELS OF COMPLEXITY 


Counseling and psycho- 
therapertic interviews 


` 


Therapy of psychiatric conditions: mood disorders 


psychotic symptoms, acute and chronic neurotic re 
actions, and personality disorders 


Psychiatric first aid for emotional disturbances, includ- 


ing acute manifestations 


Referral techniques and procedures 
Medical consultations and treatments 
Counseling interviews with problem employees (relating 
to ciscipline, personality clashes, rules infractions, lay- 
offs, discharges, etc.) 
Counseling services for employees 
The Hawthorne and non-directive techniques 
Job relations and job adjustment interviews (i.e., concerning: 
wages, grievances, upgrading, promotion, transfer, etc.) 


Advisory and educational 
contacts on the job 


Survey and employee opinion interviews 
Employee appraisal interviews 


Pre-exit and exit interviews 
Employee “post-mortem” discussion conferences 
Lectures and conferences on industrial human relations 
Psychological iactors in job instruction and job training: 
Sponsorship system for new employees 


Informational level 


Interviews regarding psychological tests and results 


Personality appra‘sal (as part of medical examination) 
Pre-placement employment interviewing 
Case history approach 
Preliminary screening 
Final selection and placement 
Interviewing for key positions 
Interpretation of application forms and questionnaires 


some 300 men who had been employed stead- 
ilv for a year or more, with a view toward 
obtaining direct information on morale and 
efficiency in each foreman’s department. The 
foremen were asked to rate their men by 
impression on the following six factors: 
attendance, work output, attitude and, pet- 
sonality, health, aptitude, and social adjust- 
ment on the job. It was found that wide 
differences existed among the 9 foremen as 
to the proportionate number of ‘men whose 
work performance was unsatisfactory. The 


problems are handled as they arise on the 
job. From this it is obvious that the survey 
interview approach offers a stimulating chan- 
nel for the efforts of the psychiatrist, both 
in his personal contacts with foremen and 
referred employees, and in a broader way 
as a source of material for use in training 
programs in industrial human relations. 

Any attempt to summarize in a practical 
way the chief contribution which psychiatry 
brings to industry invariably focuses atten- 
tion on the subject of interviewing and 
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zounseling techniques. Although there is 
ilways a considerable degree of overlapping, 
Kor purposes of classification the more sig- 
uficant interpersonal relationships within an 
ndustrial organization can be grouped under 
three headings: informational, advisory and 
sducational, and therapeutic. The table on 
zage 152 gives examples of the more com- 
non interviewing situations, and the tech- 
uques used, arranged on an ascending scale 
3 complexity. When the problems of in- 


lustrial human relations are approached — 


Krom this point of view, it is readily seen 
that there is a definite place for psychiatric 
understanding and orientation on all of the 
knterviewing levels, ranging from the utiliza- 
tion of the case history approach in employ- 
sment procedures to the application of ele- 
mentary psychotherapeutic methods in the 
form of catharsis, counseling techniques, and 
psychiatric first aid. 7 
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CONCLUSION 


In addition to its basic function as an 
integral part oï the preventive arm of indus- 
trial medicine, industrial psychiatry has an 
active rôle to play in the rapidly growing 
field of industrial human relations. As the 
consulting, advisory, educational and thera- 
peutic functions of the industrial psychiatrist 
are becoming more and more clearly defined, 


- both in the clinical and in the personnel areas, 


the value of this type of service is becoming 
firmly established from the economic as well 


‘as from the humanitarian point of view. 
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TREATMENT WITH New DRUG: 3-METHYL 5,5-PHENYL-ETHYL-HYDANTOIN 


(PHENANTOIN) * 3 
HARRY L. KOZOL, M. D., Bosron, Mass. 


This is a report on the treatment of 104 
epileptics with a relatively new drug: 3- 
methyl 5,5-phenyl-ethyl-hydantoin. This 
drug has been temporarily called “phenan- 
toin” ? and will be referred to as such below. 

A preliminary report was presented re- 
cently(1). The use of this drug in a large 


series of patients has not been reported pre- 


viously. Loscalzo used a special preparation 
called “hydantal” which was a fixed com- 
bination oz phenobarbital with 3-methyl 5,5- 
phenyl-sthyl hydantoin(2). He noted that 
6 of his 17 patients developed some drowsi- 
ness ; and he therefore omitted the phenobar- 
‘bital-combination during the day in favor 
of the tncombined drug. Clein has reported 
on the use of this same hydantal in Io 
cases(3). 

In rey series 60 percent of the patients 
have hed the average monthly frequency of 
their attacks reduced to one-tenth of what 
they were before this drug was used. This is 
a go percent reduction in the frequency of 
their attacks. The maximum length of time 
between attacks has been tripled. Thirty 
percent of these patients who showed benefit 
have remained free of attacks for a period of 
from 3 to 22 months. ` 

The similarities and differences between 
phenantoin and dilantin-sodium may be 
ncted by a comparison of their structural 
formulas. (See opposite -column. ) 

Phenantoin may be used alone or in com- 
bination with others and particularly with 
ditantin-sodium. In fact the synergism which 
exists between phenantoin and dilantin- 
sodium has made possible therapeutic results 
which were unattainable with either drug 


1 Read at the 102d annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 27- 
30, 1946. 


From the Neurological Unit of the Boston City. 


Hospital the Children’s Hospital of Boston, and 
the -Department of Neurology, Harvard Medical 
School. 

2 Recent word from the Sandoz Co. indicates 
that phenantoin will be hereafter called mesantoin. 
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alone or in combination with barbiturates. 
The 104 patients on whom this study is 
based were seen in the epilepsy clinics of the 
Boston City Hospital, the Children’s Hos- 
pital of Boston and in private practice. 
Phenantoin was first administered to: pa- 
tients who were having frequent epileptic 
attacks despite maximal doses with dilantin- 
sodium, etc.; patients who had suffered 


' marked gingival hypertrophy from the use 
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of dilantin-sodium; and for other reasons, 
including the appearance of a rash. In many 
cases the margin between therapeutic effec- 
tiveness and the production of ataxia is very 
narrow in dilantin-sodium; and in some pa- 
tients doses which produced gross and con- 
tinued ataxia failed to give satisfactory relief 
from seizures. 

In a sense, a large number of the cases in 
the present series are selected on the basis 
of their recalcitrance to previous treatment. 
It is probable that in a truly unselected group 
of epileptics the results of treatment by 
phenantoin would ‘be even better than those 
reported here. 
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One of the principal values of phenantoin 
is that it can be administered in substan- 
tially larger doses than either dilantin-sodium 
or phenobarbital. : Without regard to the 
comparative anti-convulsant properties of 
phenantoin and dilantin-sodium, weight by 
weight, it appears possible to give larger 
total anti-convulsant doses of phenantoin. 
The principal drawback or side effect of 
phenantoin is that it tends to produce drowsi- 
ness. However, this effect is not at all 
comparable with the soporific effect pro- 
duced by barbiturates, and can in most cases 
be eliminated or obviated by gradual in- 
creases in dosage. Another advantage is 
that this drug does not have a disagreeable 
taste and thus may be administered to in- 
fants who sometimes object to the taste of 
dilantin-sodium even when attempts are 
made to conceal it in fcod. Also this drug 
may be administered in small pill form which 
makes it easier for children to swallow. No 
case has reported gastric distress from its 
use. No case on phenantoin has developed 
hypertrophy of the gums or hirsutism. Most 
of the cases which had developed gingival 
hypertrophy on dilantin-sodium developed a 
recession of the hypertrophy when phenan- 
-toin was substituted. 

Rash appeared in approximately Io ‘per- 
cent of the patients, but it was possible to 
desensitize some of them so that only 7 per- 
cent were unable to continue on the drug 
because of a skin reaction. Three patients 
who developed a rash on dilantin-sodium, 
precluding continued use of such, succeeded 
in taking phenantoin. 


The toxicity of phenantoin appears to be 


very low. One patient, age seventeen and 
weighing 150 lbs., ingested a total of 7.2 
grams (72 tablets of o.r gram apiece) at 
one time in a suicidal attempt. This exceeds 
the largest reported single ingestion of di- 
lantin-sodium by 0.7 gram. ‘When found 
eight hours later he was in a deep stupor 
but did not appear dangerously ill as his 
respirations, blood pressure and pulse were 
within normal limits. He could be aroused 
within twelve hours from the time he took 
the drug and appeared entirely free of its 
effects within thirty-six hours. 

` The results of the treatment with phenan- 
toin may be summarized statistically with 
respect to the frequency of attacks and the 
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duration of the longest intervals between 
attacks. 
In the entire series of 104 patients there 


"was an approximate reduction of 20 percent 


in the frequency of seizures. However, if a 
selected group of 62 patients (60 percent of 
the whole series) is taken there has been a 
reduction to one-tenth or an unprovement of 
90 percent. 

The average duration of the longest inter- 
vals between attacks in the entire group was 
70 days. Following the initiation of phenan- 
toin treatment the average duration of the 
longest intervals between attacks is 138 days 
which is nearly double the previous maxi- 
mum duration. In the selected group of 62 
cases, prior to the initiation of phenantoin 
treatment, the average duration of the longest 
intervals between attacks was 66 days. Fol- 
lowing the initiation of phenantoin treatment 
this maximum period of freedom from at- 
tacks has been extended to an average of 
200 days which is more than three times the 
previous maximum duration. 

Sixty-two patients, 60 percent of the entire 


‘series, were either greatly or moderately im- 


proved on phenantoin treatment. By greatly 
improved was meant: attacks markedly re- 
duced in frequency, free intervals markedly 
increased or both. There were 45 patients 
(43 percent of total) so classified. By mod- 
erately improved was meant: frequency of 
attacks reduced by at least 50 percent, free 
intervals definitely increased in duration, or 
both. -There were 17 patients (17 percent of 
total) so classified. 

Ninety-six patients had previous treat- 
ment of whom 82 received dilantin-sodium 
either alone or in combination with barbi- 
turates, 11 had phenobarbital and 3 had 
tridione. 

Forty-seven of the 62 patients classified as 
improved had been treated with dilantin- 
sodium either alone or in combination with 
other drugs previous to phenantoin treat- 
ment. Nine had been on phenobarbital alone. 

The average dose for a child is 0.4 gram 
daily. The average dose for each of the 78 


youths and adults in this series is 0.6 gram ~ 


daily. There were wide individual variations 
ranging from 0.3 gram daily ta over 1.0 
gram daily. 

The average duration of phenantoin treat- 
ment in this series was Io months. Twenty- 
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one patients have had the drug for periods of 
12 to 15 months; 21 have been on the drug 
from 16 to 22 months. 

Sixty-five percent of all patients with pre- 
dominan: grand mal showed substantial im- 
provement on phenantoin. Seven of the 9 
predominant psychomotor cases improved. 
The petiz mal group must be considered as 
unimproved pending experience with a larger 
group over a longer period of time. 

It is of the utmost importance to recognize 
that the effective administration of phenan- 
toin to a patient requires persistence and 
therapeutic acumen. Most of the patients on 
phenantoin developed drowsiness which was 
directly related to the dosage. Patients were 
much less likely to develop drowsiness if they 
were started on small doses (0.1 gram 
daily) which were gradually increased. Most 
of the patients were able to tolerate doses in 
excess of the ones which originally produced 
drowsiness after varying periods of.time ex- 
tending from one to three months. This 
emphasizes the importance of persistence. 
: Incidentally a rash is probably less likely to 
appear if one begins with small doses. 

The synergism between phenantoin and di- 
lantin-sodiurm is a happy one. Neither en- 
hances the undesirable and limiting side- 
effects of the other. Thus, some cases which 
could noz be satisfactorily controlled on 
either were controlled by a combination of 
maximal doses of both. It is possible to push 
both drugs to the limits of tolerance. 

A word of caution and restraint should be 
added. This drug appears to have been spec- 
tacularly 2ffective in some cases as will be 
seen by the brief case reports mentioned be- 
low. However, some of these patients may 
later develop tolerance to phenantoin and 
regress. Only time will reveal the exact place 
of phenantoin in the treatment of epilepsy. 


Below are presented a few cases which - 


illustrate some of the more gratifying results 
of treatment with phenantoin. 


1. P. M., Case No. 32, is an 18-year-old girl 
who has had psychomotor attacks for ten years. In 
the two yezrs preceding phenantoin treatment she 
averaged at least 100 such attacks per month and 
frequently Had as many as 10 daily. In each attack 
she would wander about aimlessly, urinating as she 


walked. These attacks, which had grown worse in‘ 


present years, resulted in the withdrawal of a college 


scholarship. She was uriable to hold any sort of 
job except in a ten cent store where her sister was 
the manager. Doses of 0.5 and 0.6 gram of dilantin- 
sodium failed to reduce the frequency of the attacks. 
The longest period free of attacks, previous to 
phenantoin treatment, was one month. Phenantoin 
treatment was begun 16 months ago. Her attacks 
were reduced to a frequency of 0.2 per month and 
she has not had a single attack for a year. She 
takes 0.9 gram of phenantoin daily. For the last 
6 months she nas held a steady job as a teller in a 
bank. 


2. G. S., Case No. 42, is a 32-year-old man who 
has had attacks of grand mal for 15 years with an 
average frequency of one per week. He has not 


gone more than 4 months without an attack. His 


previous treatment had been dilantin-sodium up to 
0.6 gram (on which he became grossly ataxic) 
plus phenobarbital. Many of his convulsive seizures 
took place while at work and cost him his job. 
He has been on pheriantoin alone for 15 months. In 
the first two months of treatment he had two 
seizures. He has now gone 13 months without a 
single attack. His maintenance dose of phenantoin 
is 0.8 gram. 


3. E. I, Cas2 No. 25, is an 18-year-old girl who 
has had attacics of grand mal since the age of II. 
Despite exceptional attractiveness and superior in- 
telligence she was asked to leave'a boarding school 
because of her attacks. It had been necessary to 
maintain her on large doses of phenobarbital be- 
causé dilantin-sodium produced a recurrent rash. 
Previous to phenantoin treatment she averaged, at 
the. very least, 8 attacks per month and had not 
gone over a week without an attack. She has 
been on phenantoin for 7 months. In the first 4 
months she had 6 mild attacks. She has now gone 
3 months without a single attack. It should be 
added that she has had a great reduction in auras 
of which she used to have a great many in addition 
to her outright seizures. Her dosage of phenan- 
toin is 0.8 gram daily. 


4. P. M., Case No. 58, is a 46 year-old-man from 
whom a suprasellar cyst was removed in 1939. Two 
years later he began having generalized convulsive 
seizures. Dilantin-sodium treatment was begun in 
1942. He had taken his dilantin-sodium faithfully 
in doses which were so large-as to produce ataxia 
and which resulted, om one occasion, in his arrest 
on suspicion of intoxication. In the 30 months pre- 
ceding phenantzin treatment he had at least 64 
grand mal attacks, which is an average of more 
than 2 attacks per month. His longest free interval 
had been 2 weeks. In r2 months of phenantoin 
treatment he has not had a single attack. His dose 
is 0.8 gram daily. 


5. M. C. Case No. 49, is an Beyerd girl who 
has suffered attacks of grand mal for 14 years. 
In the year preceding the beginning of phenantoin 
treatment she had 48 attacks despite the fact that 
she was on dilantin-sodium, 0.6 gram daily plus 
mebaral, 0.3 gram daily. This medication had 
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produced hypertrophy of the gums and ataxia. The 
longest interval free of attacks in 5 years had been 
one month. She has been on phenantoin 18 months. 
In the first 5 months of phenantoin treatment she 
had 8 mild attacks. She has now gone over a year 
without an attack. Despite a phenantoin dosage 
of 1.0 gram daily she is not drowsy. 


6. C. C, Case No. ‘10, is a 25-year-old woman 
who has had grand mal seizures for over 20 years. 
She had an average of 12 seizures per month and 
in the preceding 5 years had not gone more than 
3 months at any one time without a seizure. Phen- 
antoin treatment was begun 20 months ago. In the 
first 4 months it was overlapped with the dilantin- 
sodium she had been taking. In the last 16 months 
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she has been on phenantoin alone. She has mot had 
a single attack for 20 months. 
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, DISCUSSION 


Dr. AntHONY E. LoscaLzo (New York, N. Y.). 
—My experience with tkis new drug dates back 
to 1943 when the first clinical study of it was 
begun. At that time it was carefully tried on a 
group of 18 very cooperative patients for a period 
of about 16 months. Three years ago when this 
new drug was brought to my attention, I noted the 
similarity between its chemical structural formula 
and that of DPH.1 I had questioned hundreds of 
epileptic patients and the majority of them were 
taking DPH plus phenobarbital. I also questioned 
many physicians who treated epilepsy and found 
that 90% of them include phenobarbital with DPH 
in their therapy of epilepsy. Most of the physicians 
. felt that phenobarbital has a synergistic action with 
DPH. Many clinicians have expressed the same 
opinion in print from actual clinical studies. In 
view of all this, I deciced to use a combination 
of phenobarbital with this new drug. The plain 
drug (phenantoin or N4) was given to 6 or 7 
patients, but better results were obtained when 
given later to the same patients in combination 
with phenobarbital. In view of this, the combina- 
tion was given to the 18 very cooperative patients. 

Since 1943 the studies have continued, and at 
present, I am treating a group of approximately 
75 patients. This group is equally divided between 
the two sexes. All of the patients are adults except 
a group of 8 or ọ children referred to me by 
physicians and who have been receiving the drug 
for the last 8 months. Ninety percent of the present 
patients were taking DPH plus phenobarbital previ- 
ous to this new drug. The full and complete details 
of this study will be in publication soon. 

The results at this date of the present series of 
zs patients are substantially the same as reported in 


June 1945. There has been a reduction of approxi- 


mately 60% of grand mals. It has had no effect 
on petit mals or the other forms of epilepsy. This 
drug, in my opinion, is definitely less toxic than 
DPH. Many patients who could not tolerate DPH 


have been able to take this drug without toxic ` 


effects. This clinical opinion has been borne out 
recently by experimental data. Swinyard and Good- 


eet e 


1 Diphenylhydantoinate. 


man studying a group of hydantoinates anel using 
two new laboratory techniques found that the ratio 
of the toxic dose to the protective dose is a ralue of 
12 for this drug and only 2 for DPH. another 
interesting finding of the same authors was tkat 
5 mg. per kilo of this new drug protecced the 
animals against maximal electro-shock, whereas, 
50 mg. of DPH was required for the same protec- 
tion. These laboratory experiments substantiate 
the clinical findings. Out of 75 cases in this group 
there were 4 cases of gum hypertrophy, or epproxi- 
mately 5%. The hypertrophy was minimal and of 
no clinical significance. Of course, these were 
adults and I understand that gum hypertrophy is 
more common in children with DPH. There also 
were 3 cases of skin rash, or approximately 4%. 
In one of the three, the drug was discantinued, 
but the other two were continued on the drug 
after a cautious tolerance was developed. Ten 
cases complained of drowsiness, this is 13%, but 
this complaint of drowsiness became less trouble- 
some after the patient became used to tke drug. 
In the clinic last week, before I left New York, 
one patient who had been taking the plein drug 
for two months developed a crop of ulcers in the 
mouth involving the buccal mucosa. These ulcers 
resembled the commonly seen canker sores. A 
blood count showed a normal white court. This 
case will be more fully studied later. No other 
toxic effects attributable to this drug were noted. 
One patient developed infectious jaundice but, the 


jaundice cleared up in about three weeks while 


the patient was on a full therapy. 
I wish to make one point very clear, tnis drug 


“has no antagonistic action with phenobarbital. In 


fact, I am of the opinion that phenobarbital acts 
in synergy with this new drug. This opinion, I am 
afraid, is in disagreement with Dr. Kozol’s opinion. 
In Dr. Kozol’s series, he discussed the tox c effects 
of drowsiness and skin rash. I wish to point out 
all the toxic manifestations already mentioned. 
However, the percentage of toxicity with -his drug 
is still quite less than DPH. Dr. Kozol has pre- 
sented a very well prepared paper and mz experi- 
ence agrees with his alrrost entirely. 

In conclusion, after three years of stud} anc ob- 
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servation o3 this new črug, I am convinced that- 


we have a new and powerful weapon in the treat- 
ment of epilepsy. This drug will not replace other 
present anticonvulsant drugs, but is an addition to 
the therapy of epilepsy. More work will be neces- 
‘sary in order to determine its full merits or de- 
merits, but at this stage, I daresay, that phenantoin 
or N4 ts just es much an improvement over DPH 
as DPH was over phenobarbital. - y 


REPLY BY Dr. Kozor.—There are some comments 
I wish to zdd. Apparently there has been some 
misunderstanding about my statements concerhing 
‘ the use of phenobarbital in combination with phe- 
nantoin. Phenantoin and phenobarbital are not 
antagonistic: and I had no intention. of giving 
such an impression, nor was I aware that I had 
done so. I agree that phenantoin and phenobarbital 
_are synergistic. The trouble is that they are all 
together too much so as regards sedative effect. 
That is the cbjection to giving them in combination, 
because the sedative effect of the added pheno- 
barbitel sharply limits the total quantity of anti- 
convulsant cfhenantoin which can be given. Phe- 
nantoin is jar superior to phenobarbital in its anti- 


convulsant effect. As I have pointed out, the 
principal factor which limits the dosage of phe- 
nantoin is the sedative effect produced by the 
drug. Thus to add a sedative like phenobarbital 
only enhances the undesirable effect ‘of limiting 
the total anti-convulsant dosage of phenantoin with- 
out adding any advantage. I may be mistaken but 
I was under the impression that in the report by 
Dr. Loscalzo on the use of the phenobarbital 
combination, he started with the combined form 
and only turned to the uncombined form because 
of the development of drowsiness in some of his 
cases. Phenantcin doesn’t need any sedative sup- 
plement; if arything, it could use a stimulant sup- 
plement. Phenobarbital is known to have but a 
moderate anti-convulsant and a substantial sedative 
effect. As the principal synergism which exists 
between phenantoin and phenobarbital is a sedative 
one, it is an undesirable one. That is- the 
reason why I consider it inadvisable to use it in 
combination. I am sure that by the use of this 
combination it has been impossible to produce an ` 
anti-convulsant effect which at all compares with 
that obtained by maximal tolerable doses of, 
phenantoin alone. 


TWO NEW DRUGS IN EPILEPSY THERAPY * 


Since the last meeting of this section, I 
have used two drugs which differ greatly in 
therapeutic and side effects, but which are 
welcome additions to the weapons designed 
to hold epilepsy in control. 

First in point of time is trimethyloxazoli- 
dine dione. This drug was synthesized by 
Spielman of the Abbott Laboratories. There 
Richards and Everett(1) demonstrated that 
the drug protected animals against induced 
convulsions. Contrary to expectations aroused 
by the animal experiments, I have found this 
compound of little or no value as an anti- 
convulsant in patients, but peculiarly effec- 
tive in the control of seizures of the petit mal 
type: pykno-epilepsy, myoclonic jerks, and 
akinetic epilepsy(2). To date I have treated 
230 patients for a period long enough to 
judge results. Of these, 150 had petit mal, 
_ 30 had psychomotor seizures, and 50 had 
grand mal. (37 had both frequent petit mal 
and grand mal.) | 

Of the 150 patients who had one or more 
of the petit mal triad, 33 percent have been 
freed of this form of seizure from one to 15 
months; 30 percent have experienced a re- 
duction of more than three-fourths of their 
seizures: 21 percent were moderately im- 
proved; 13 percent were unchanged and 3 
percent were worse. Thus 84 percent were 
to some degree better. 


Patients, who are promptly and completely 
freed of petit mal, or their parents, say, “It ` 


seems like a miracle.” The physician who 
has vainly tried both standard drugs: and 
“new discoveries” shares this feeling. Un- 
fortunately, a minority of patients are either 
not helped or have to discard tridione because 
of its side effects. Because petit mal is pre- 
dominately a disease of childhood and be- 
cause the majority of epileptics in state insti- 
tutions enter as children, this drug should be 


1 Read at the 102d annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 27- 
30, 1946. 
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especially welcomed by the personnel >f epi- | 
leptic colonies and hospitals. The cost is 
greater than phenobarbital or dilant.r, but 
in favorable cases dosage can be redcced or 


, even cancelled. | 


Results with other types of seizures have, 
in my experience, been discouraging. Of 30 
patients having frequent psychomoto- sei- 
zures, 44 percent were in some degree hetter, 
but 56 percent were not improved, cr even 
had more seizures; only-5 (17 percert) had 
been seizure free for a sigrificant per.od of 
time. Because of the fact that psychomotor 
seizures, compared with petit mal, racur at 


, longer and more uncertain intervals, resu_ts 


cannot be judged as quickly. For exemp!s, 
a high school boy was having two or three 
psychomotor seizures weekly. For more than 
a year he was given phenobarbital, diant:n, 
tridione, or methyl phenylethyl hydantcin 
without any relief. On a combination of 
dilantin and tridione, he had a remission of 
seven weeks, and was placed in the “treed” 
group. Then in spite of a continuec maxi- 
mum dosage of these two drugs, seizures 7e- 
turned at their accustomed frequency and he 
was listed as “somewhat improved.’ Tri- 
dione used alone is useless and wher com- 
bined with anticonvulsants, as was the case 
in these patients, one cannot be sure wh:ch 
drug should receive credit for any >enefit 
observed. DeJong(3) has escribed the bene- 
fit of combined therapy to tridione. Secatse 
many physicians have reported relief of psy- 
chomotor seizures with dilantin alone, end 
none has reported benefit from tridione alone, 
the burden of proof would seem to lie on 
the proponents of tridione. 

In patients having frequent grant mal, 
results have been generally negative. There 
would seem to be no excuse for advertising 
tridione to physicians as “a new antic>n- 
vulsant.” Among 50 patients having grand 
mal frequently enough to judge the efects of 
treatment, only 16 percent had fewer grand 
mal, while 50 percent had more. Fatients 
who had a history of both petit mal and grand 
mal were given phenobarbital or (-f£ neces- 
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sary) diphenylhydantoin in addition to the 
tridione. Experience is the only guide in 
deciding whether the combination should be 
continued in these complicated cases. ` 

Cf the side effects, skin reactions were 
encountered more often than with phenobar- 
bital or diphenyl hydantoin. There was 
either a generalized measles-like rash or 
minute, hard papules in the skin of face or 
forehead. One patient had erythemia multi- 
forme with leucopenia and fever. In all but 
a few instances, tolerance to the drug could 
be’ established by first withdrawing it and 
then giving small and slowly increased 
amounts. Photophobia proved troublesome 
in approximately one-third of the cases, but 
required discontinuance in only a few. A 
sedative effect might be noted with larger 
doses in some patients, whereas other pa- 
tients became more active and irritable. In 
many of the patients made seizure free, im- 
provement in school work, in disposition and 
in general well being has brought joy to the 
parents. 

Having been used less than two years, 
statement regarding the long term good or 


bad effects of tridione cannot be made. En- 


couraging is the fact that when patients are 
made seizure free their electroencephalo- 
grams are also improved. When both clinical 
seizures and subclinical petit mal electroen- 
cephalogrephic discharges have been absent 
for severa’ months, medication has been dis- 
continued. In some cases seizures have re- 
turned after an interval of weeks or months. 
Other patients have remained seizure free. 
Tridione is now “on the market.” 

Aside from clinical results, the fact that 
relief is very largely confined to seizures at- 
tended by a certain peculiar formation of the 
brain waves (an alternate spike and wave) 
opens new vistas for investigation into this 
most disconcerting but intriguing disease. 


METHYL PHENYL ETHYL HYDANTOIN 


The effect of this drug, developed by the 
Sandoz Company and to be called mesantoin, 
has been tested by my associate Kozol 
in 104 patients.? Sixty percent of his group 
experienced an average reduction of go per- 
cent in the number of their major seizures. 


2 Reported in this issue of the JOURNAL. 
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My own series of 35 cases is much smaller 
and consists of private patients only. 

The task of evaluating the effect of drugs 
on petit mal is easy because the experimental 
drug has no competitor, for no drug has been 
of proven value. In the case of grand mal or 
psychomotor seizures, however, the new 
medicine has not only to demonstrate its 
anticonvulsant properties, but must prove to 
be more effective than phenobarbital. or 
diphenyl-hydantoin. Methyl phenyl ethyl 
hydantoin was given to 35 patients, aged 
from three to 45 years, without regard to 
their type of seizure. Fifteen had grand mal 
only, 7 petit mal only, 8 a combination of 
these two forms, 2 had psychomotor sel- 
zures only and 3 combined grand mal and 
psychomotor attacks. 

As for results, 11 percent had been free 
of major seizures for a significant period; 17 
percent were greatly improved; eight percent 
somewhat improved; 50 percent were un- 
changed and 14 percent had more frequent 
seizures. Electroencephalograms were made 
of all patients. Slow or fast wave frequencies 
predominated in patients helped the most, 
whereas none having spike and wave dis- 
charges were relieved. 

The 28 percent of patients who were free 
of seizures or very greatly improved, is less 
than one-half the 60 percent obtained by 
Kozol. Several explanations may be given 
for this. First, my group included 7 patients 
with ‘pure petit mal, none of whom experi- 
enced benefit. Excluding these patients, 36 
percent of other patients were greatly helped. 
Second, doses used were moderate, only 
rarely exceeding 0.6 gram daily. Third, in 
order to determine its relative value, methyl 
phenyl ethyl hydantoin was used as a sub- 
stitute for phenobarbital or diphenyl hydan- 
toin and not in combination with one of 
these. Kozol tound- that combinations could 
be profitably employed. Finally Kozol was 
less ready to stop trial of methyl phenyl ethyl 


hydantoin in the face of unpleasant side 


effects. 

Of 12 patients who discontinued medica- 
tion because of side effects, five (or 14 per- 
cent of all cases) had a generalized, measles- 
like rash. Excessive fatigue, sleepiness, gas- 
tric symptoms or ataxia accounted for the 
others. Side effects which may prove trouble- 
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some with diphenyl hydantoin, hypertrophy 
of the gums, extreme ataxia, and hirsutism 
were not observed with this new drug. As 
with all new drugs the long range value can 
be determined only by time. l 

Case histories of certain more favorable 
cases follow : 


A 46-year-old lawyer (H. M.) had 22 convul- 


sions in the past eight years, eight of them in the - 


last year, in spite of taking diphenylhydantoin 0.5 
gram and phenobarbital 0.13 gram daily. He has 
been free of seizures during the year that he has 
taken 0.6 to 0.7 gram daily of methylpheny! ethyl 
hydantoin. 

A boy of 15 (A. G.) with evidence of birth in- 
jury had seizures for nine years, a total of approxi- 
mately 70 grand mal and 2,500 psychomotor, the 
latter recurring five to Io times a week. During 
five months while taking 0.6 to 08 gram daily 
he had no attacks, but psychomotor seizures re- 
curred when the dose was reduced to 0.4 gram. 

A boy of 12 (J. T.) has had frequent, left sided 
jacksonian seizures for eight years, for which no 
cause could be found. They varied in severity, 
but in some form recurred from one to 20 times 
daily, mostly in relation to sleep. Of the many 
drugs tried, dilantin somewhat reduced the fre- 
quency of seizures, but caused intense hypertrophy 
of gums. Methylphenyl ethyl hydantoin has been 
used for 14 months. A dose of 0.8 gram daily 
reduced seizures from several hundred to several 
a month but could not be maintained because of 
drowsiness, dizziness and anorexia. On a dose of 
0.5 gram daily plus .03 gram phenobarbital zei- 
zures recur about once a day. Recently following 
the addition ot a preparation of mixed vitamins, 
appetite, weight and spirits have improved sharply. 

A married woman of 39 years (H. M.) has had 
nocturnal seizures for 20 years, at first infrequently, 
but now three to six times a night. These are 
nightmare-like affairs. The presence of a heavy 
emotional overlay and normal electroencephalo- 
grams argued for hysteria. However a brother with 
unquestioned epilepsy, the presence of tongue biting 
and injuries from falling from bed, as well as 
freedom from seizures while taking dilantin seemed 
to require a diagnosis of epilepsy. Dilantin could 
not be continued because of the intense fatigue 
and sleepiness which it caused. With the use of 
6 to 8 gram of methyl phenyl ethylhydantoin 
nocturnal seizures continue but at only a third of 
the ‘former frequency and there are no unpleasant 
side effects. 

A married woman of 23 years (J. B.) had about 
25 grand mal in the past five years. In addition 
about 15 times a month she kad aura of an attack; 
brief periods of inability to speak with tightening 
of the jaws but with full retention of consciousness. 
Five years ago Dr. Dandy had removed an exostosis 
from the inner table of the skull. ` Dilantin and 
phenobarbital gave only temporary aid. While 
taking 0.3 to 0.4 gram of methyl phenyl ethyl 
hydantoin and 0.06 gram phenobarbital seizures 
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were entirely absent for five months, but receatly 
the aura returned with pregnancy. 
Comment—lEach of three principal anti- 
convulsants, bromides, phenobarbital and 
diphenyl hydantoin proved its unquestioned 


` superiority over predecessor Grugs. Methyl 


phenyl ethyl hydantoin will not supersede 
diphenyl hydantoin in the majority of pa- 
tients having major seizures. However, even 
if, as in my experience, only a third of œn- 
vulsing patients find greatest relief of symp- 
toms from the use of this new drug, it will 
be welcomed as an ally in the fight against a 
disease with such protean manifestations. 

Conclustons.—Two new drugs increase the 
range and the effectiveness of the contro. of 
epileptic seizures. 

Trimethyloxazolidine dione  (tridione) 
used. alone has proved wonderfully effec-ive 
in controlling seizures of the petit mal triad; 
petit mal (pykno-epilepsy), myoclonic jerks 
and akinetic seizures. In contrast, grand mal 
convulsions were not helped or were made 
worse. Psychomotor seizures were occasion- 
ally aided by tridione combined with an 
anticonvulsant drug. 

Methyl phenyl ethyl hydantoin (mesan- 


` toin) used in 35 patients, did not help petit 


mal, but in approximately one-third of pa- 
tients subject to frequent major seizures it 
has replaced diphenyl hydantoin (dilantin) 
with profit, the benefit resulted either from 
a reduction in the frequency of convulsions or 
from an absence of the unpleasant side effects 
of either muscular incoordination or gum 
hypertrophy. Generalized rash or sommo- 
lence were side effects which limited the use- 
fulness of the drug in many patients. . 
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NoTE.—Since this report was given one of the 
patients taking these two drugs died of aplestic 
anemia. Blood of patients taking tridione should 
be examined at intervals to determine the abundznce 
of platelets and the total number and differential 
count of leucocytes. 


FURTHER OBSERVATIONS ON THE USE OF TRIDIONE IN THE 
CONTROL OF PSYCHOMOTOR ATTACKS * 


RUSSELL N. D:JONG, M. D., Ann ARBOR, MICHIGAN 


One should beware of optimism in report- 
ing the efficacy of any new drug. There are 
many conditions, however, which have been 
so baffling from a therapeutic standpoint that 
any possible clue to their amelioration or 
cure should be made public in order that a 
thorougi investigation may be carried out by 
impartial observers. 

Many advances kave been made in recent 
years in the treatment of the convulsive dis- 
orders. The bromides, later phenobarbital, 
and more recently sodium diphenylhydan- 
toinate kave proved to be quite effective in 
the treatment of grand mal seizures, and in 
many instances these major attacks can be 
adequately controlled. Petit mal attacks, 
however, and psychomotor seizures, the two 
other most frequent manifestations of the 
cerebral dysrhythmias, have defied thera- 
peutic approach, and the usual-anticonvulsant 
drugs have not been effective in controlling 


them. Bromides or phenobarbital may even | 


induce amnesic ‘or psychotic-like episodes or 
may increase the frequency of petit mal and 
psychomotor attacks. Sodium diphenylhy- 
dantoinate has been reported to be of value, 
as had glutamic acid, but in our experience 
neither of these has been very effective. 
Tridione (3,5,5-trimethyloxazolidine-2,4- 
dione, Abbott) is an entirely new compound 
possessing analgesic properties. It has also 
been found to have hypnotic action, to be 
effective in the control of convulsions pro- 
duced in experimental animals by the use of 
toxins, and to raise the electrical threshold 
at which convulsions appear in rats(1). In 
human beings tridione possesses analgesic 
and mild sedative action. Recently Lennox 


. (2) and others have reported that tridione is 


of more benefit in the relief of petit mal sei- 
zures than any other therapeutic measure yet 
tried. Thorne(3) has reported its use in 


1 Read zt the 102d annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIL, May 27- 
30, 1946. 
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mentally defective institutionalized epilep- 
tics ; in large doses it proved to be an effective 
anticonvulsant and to exhibit marked seda- 
tive action, 

A preliminary observation has been pre- 
sented on the use of tridione in the control 
of psychomotor seizures(4). This study has 
been continued to include a,larger number of 
patients, and the patients have been followed 
over a longer period of time. More pro- 
longed observation confirms the original im- 
pression that tridione is effective in the con- 
trol of psychomotor seizures as well as in the 
amelioration of petit mal attacks, but certain 
additional conclusions should be reported. 

The theradeutic effect of tridione has been 
studied in some 60 patients with various 
manifestations of paroxysmal cerebral dys- 
rhythmia over a period of nearly one year. 
Interest has been directed predominantly to- 
ward patients with psychomotor seizures, 
and in 28 of the patients these were the out- 
standing clinical manifestations, Most of 
these patients, however, were also subject to 
grand mal or petit mal attacks, or had electro- 
encephalogrephic evidence of a mixed type 
of disorder. In many instances the grand mal 
attacks had been fairly adequately controlled 
by phenobarbital and/or sodium diphenyl- 
hydantoinate, but in none were the psycho- 
motor attacks controlled by these drugs. Of 
the 28 patients with psychomotor attacks who 
were studied for long enough periods of time 
for appraisal, 3 (10.7%) had psychomotor 
attacks alone; 22 (78.6%) had psychomotor 
and grand mal attacks, and 3 (10.7%) had 
psychomotor and petit mal attacks. 

Statistical results in the use of tridione in 
psychomotor attacks show that in 7 of the 
patients (25%), the seizures were com- 
pletely controlled by the use of tridione. In 
one patient who had only: psychomotor at- 
tacks tridione alone was effective, but in the 
other 2 patients who had only psychomotor 
seizures a combination of tridione.and so- 
dium diphenylhydantoinate was necessary. 
The other 4 patients who were completely 


t 
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controlled had both psychomotor and grand 
mal attacks, and a combination of tridione 
with either sodium diphenylhydantoinate or 
phenobarbital was: necessary for complete 
amelioration of both types of seizures. In 
17 patients (60.7%), 15 with psychomotor 
and grand mal attacks and 2 with psycho- 
motor and petit mal attacks, tridione in com- 
bination with sodium diphenylhydantoinate 
and/or phenobarbital brought about definite 
improvement but not complete amelioration. 
In some of these patients observation over an 


insufficiently long period of time suggested 


that there had been complete control of the 
seizures, but more prolonged observation 
showed that the attacks were decreased in 
frequency but not completely eliminated. In 
every instance, however, the improvement in 
the psychomotor attacks was more evident 
than was the amelioration of the-grand mal 
seizures. In all of these individuals the at- 
tacks were definitely reduced in frequency 
and in severity, and many patients, incapaci- 
tated previously, were able to resume gainful 
employment. In 4 patients (14.3%) the 
tridione, even in combination with the other 
anticonvulsant drugs, was not effective in the 
control of seizures. Three of these patients 
had psychomotor and grand mal attacks, and 
one had psychomotor and petit mal attacks. 
In every instance in which tridione was effec- 
tive it not only reduced the frequency of the 
seizures or stopped them completely, but it 
also observed to bring about a definite psy- 
chologic improvement, and to relieve the 


irritability and confusion that are sometimes . 


present between attacks. 

Toxic symptoms, all of slight clinical sig- 
nificance, were noted in only 6 of the above 
patients. Two noticed slight fatigue and 
drowsiness; one noted visual symptoms, con- 
sisting of sensitivity to light and blurring of 
vision; and one noticed blurring of vision 
plus drowsiness. Among the 4 patients who 
failed to respond to the therapy, 2 experi- 
enced an increase in grand mal attacks. 
Among the total group of 60 patients, how- 
ever, many of whom had principally grand 
mal attacks, these toxic symptoms were 
somewhat more frequent, and a total of 6 
noted an increase in grand mal attacks, while 
4 observed visual symptoms. A skin eruption 
appeared in one patient. 
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CONCLUSIONS 


On the basis of the above observations, 
certain conclusions may be reached. The 
most important of these are as follows: 

Tridione is an important adjunct in the 
therapy of the cerebral dysrhythmias, espe- 
cially in the treatment of psychomotor sei- 
zures. While it may completely control the 
attacks in certain instances, it has not prcved 
to be quite as successful as our earlier report 
suggested. It is, however, the most signifi- 
cant addition to date in the drug therapy of 
seizures of this type. Used alone iz is 
effective in certain instances, but it is most 
helpful if used in combination with sodium 
diphenylhydantoinate and/or phenobarbstal. 
Possibly a regulation of the dosage of the 
various anticonvulsant drugs to suit the in- 
dividual patient may afford the most complete 
relief. It is of interest that many seizures 
which had been previously interpretec as 
atypical grand mal attacks which did not 
respond to the usual anticonvulsant mecica- 
tion were found on closer observation to be 
psychomotor attacks. Many of these were 
controlled by the use of tridione. Trid_one | 
thetapy results not only in an amelioration 
of the attacks, but also in the relief of the 
irritability and confusion that are sometimes 
present between attacks. ` 

Tridione does not appear to be oi valce in 
the treatment of grand mal attacks, and it 
may bring to the fore or precipitate granc 
mal seizures if used alone. _ 

Tridione is an important adjunct in the 
therapy of petit mal attacks, especiatly if asec 
in combination with other anticonvulsents. 

Tridione has failed to be effective pr-nct- 
pally in cerebral dysrhythmias secondary ta 
organic cerebral disease. In the 4 patients 
with psychomotor seizures in whom the drug 
was of no value, 2 had developed their attacks 
following a brain abscess, one had developec 
the seizures following a severe head injury; 
and one had psychomotor attacks in associ- 
ation with other manifestations of a degen- 
erative cerebral disease. 

Toxic symptoms occur in occasional pa- ` 
tients who skow clinical response to trid-one, 
but in most instances these do not const.tute 
a serious contraindication to the use oz the 
drug, and most patients continue with its 
use in spite of these minor complications. 
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SUMMARY 


Tridione, a new addition to the treatment 
of the cerebral dysrhythmias, is helpful in 
the control of psychomotor seizures. Whil= 
effective in certain instances if used alone, 
it is most helpful if used in combination with 
sodium diphenylhydantoinate and/or pheno- 
barbital. 

Toxic symptoms are infrequent in patients 
who resvond to the drug, and do not con- 
stitute an important contraindication to its 
use. 

Furtker research on the oxazolidine-2,-4- 
dione derivatives and related drugs mav 
afford further advances in the therapy of 
epilepsy. . l 
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INCIDENCE OF NEUROPSYCHIATRIC DISEASE IN THE 
DEMOBILIZED VETERAN — 
A Srupy oF 10,000 Army SEPARATEES 


IRVING F. BURTON, Isr Lreur., M.C, A.U. S., MERRILL T. EATON, JR., Isr 
Lreut., M. C., A. U. S., anp HERBERT G. McMAHAN, Carr, M.C, A. U.S. 


The military neuropsychiatrist has never 
played a more important rôle than in this 
emergency, and the Army Medical Corps 
has good reason to be proud of its psychi- 
atric program(1). The psychiatrist has been 
assigned to medical units as an integral part 
in almost all echelons of army organization. 
The soldier made his first contact with him 
at the induction center where many actual or 
potential neuropsychiatric cases were elimi- 
nated(2, 3, 4). Then, as the soldier faced 
the stresses and problems of adjustment 
incidental to being a part of a complicated 
organization as well as to the stress of 
combat, psychiatric attention was available 
throughout. In this way, an elaborate and 
continuous neuropsychiatric screening proc- 
ess was established. 

With hostilities now at end and rapid de- 
mobilization taking place, there is consider- 
able speculation in both the professional 
journals and popular press as to the incidence 
and severity of neuropsychiatric “adjustment 
problems” and frank neuropsychiatric dis- 
orders in the returning veteran. There can 
be little doubt that this problem has been 
overemphasized, but this overemphasis has 
served a useful purpose in stimulating the 
public and medical profession to ask for im- 
proved facilities for the assistance of those 
veterans who have psychological and emo- 
tional problems. The purpose of this paper 
is threefold: (1) To determine the fre- 
quency, nature and cause of these problems, 
(2) To determine the amount of assistance 
likely to be needed by the discharged veteran 


in finding a solution to his readjustment diffi- . 


culties, and (3) To study prognostic factors 
by evaluating the status of neuropsychiatric 
cases at the time of discharge who were 
diagnosed, treated and returned to duty prior 
to demobilization. 

A vital fact to be considered is that soldiers 


who are to be discharged under demobilize- 
tion regulations are figuratively speaking 
“well men.” They have been through cor.- 
siderable stress and have more or less suc- 
cessfully met the physical and emotional 
problems of army life during a pericd oat 
hardship and combat. The mentally and 
physically ill are not included in this study 
as they are discharged from the army 
through the hospitals. 


METHOD 


Unit A of the Army Service Forces Sepz- 
ration Center at Camp Atterbury, Indiana, is 
organized to examine and discharge 120 cr ` 
more men per hour for 17 hours daily. From 
the vast number processed by this centez, 
the authors have examined the records of 
10,000 soldiers separated from the Arm, ur- 
der the adjusted service ratings in existence 
during December 1945 and January 1940. 
These represented men between the ages 
of 20 and 35, most of whom had seen com- 
bat in one or more theaters of the war cr 
who had been overseas and had had 3 cr 


. more years service. Commissioned officers 


and members of the WAC were not incldetl. 
The majority of men were from the States 
of Michigan, Indiana, Kentucky, Ohic and 
West Virginia and were representative of 
the population of those states. 

The examination of these soldiers wes 
performed in the manner prescribed by ap- 
propriate Army Technical Bulletins. Each 
man was given a medical form headed with 
his name, rank, address and serial numbez. 
He was then given an orientation lecttre et 
which time he was advised-to have all med_- 
cal and dental care done prior to being sepa- 
rated from the Army. He was urged to dis- 
close all illnesses and injuries suffered -whiie 
in the Army and was advised of his right to 
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file a claim for disability pension. He then 
proceeded through a series of examining 
rooms designated as ‘medical stations. At 
each station, a medical officer completed an 
assigned part of the physical examination, 
made his entry on the medical form and 
advanced the separatee to the next medical 
officer on the processing line. l 

A medical and psychiatric history was 


taken at the first station by trained enlisted 


and civilian personnel under supervision of 
a medical officer. Additional questions were 
asked by medical officers as the examination 
progressed and it is believed, that a satisfac- 
tory history was obtained in almost every 
case. Each soldier was specifically asked if he 
was ever treated or reclassified because of 
“nervousness,” psychoneurosis, “combat fa- 
tigue” or “nervous breakdown” and. whether 
he had any such complaints at that time. 
Each was asked specifically if he had “inward 
or outward nervousness” since that question 
seemed to receive positive response from the 
greatest variety of reaction types. He was 
also asked concerning chronic fatigue, de- 
pression, irritability and whether he had 


ever been court martialed or appeared before 


special boards. Further questioning was at 
the discretion of the interviewer and de- 


pended upon the appearance and behavior 


of the separatee. In all cases, any positive 
response or observation was recorded’ for 
the psychiatrists’ attention. Soldiers with a 
multiplicity of somatic complaints or specific 
complaints in which any of the medical ex- 


_aminers felt that there was a large psycho- 


genic element, were also referred to the 
psychiatrist. In addition, many soldiers-saw 


the psychiatrist at their specific request. 


t the last station the medical examination 
form was carefully scrutinized for positive 
findings and if none were present the exami- 
nation was considered completed. In the 
event positive findings were present, the man 
was referred to a review board composed of 
three medical officers, one of whom was a 
psychiatrist, for final medical opinion and 
appropriate disposition. The reviewing psy- 
chiatrist was in each instance one of the 
authors. 

The interview took. place in the separate 
room used by the review board which pro- 
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vided for ample privacy and qutet, thus in- 
suring a satisfactory talk. Enough time was 
devoted to each soldier to enable the psy- 
chiatrist to arrive at a satisfactory diagno- 
sis(5). In a few cases of sufficient severity, 
the final decision was postponed and the man 
sent to the neuropsychiatric clinic of Wake- 
man General Hospital located nearby for 
further observation and consultation or diag- 
nostic procedures not available to the authors. 
Cases diagnosed as psychosis or severe psy- 
choneurosis were hospitalized directly. As 
prescribed by army regulations, diagnoses 
were recorded only when they were agreed 
upon by a board of three medical officers, 
one of whom was the psychiatrist. 

In compiling data such as presented here, 
the necessity of adequate terminology and 
diagnostic standards cannot be too strongly 
stressed. Obviously, the figures would be 
valueless if every soldier who claimed that 
he was “nervous” or had a “nervous stom- 
ach” were classified as neurotic. There was 
also a strong moral and legal obligation for 
careful evaluation because of the nature and 
circumstances of the examination. There is 
still a greet deal of stigma attached to a 
neuropsychiatric diagnosis and to give a 
soldier such a label a few hours before he 
returns to civilian life can be grossly unjust, 
if it is not deserved. On the other hand, 
diagnosing a condition which may be dis- 
abling in later life insures the veteran of 


-compensation to which he might be entitled. 


The converse of this is also true for there 
is obligation to protect the government. To 
meet these problems, the writers adhered 
closely to the terminology and diagnostic 
standards set by the Surgeon General’s Office 
in Army Technical. Bulletin, TB Med 203, 
amplifications of such criteria as elucidated 
in the publications of the School of Military 
Neuropsychiatry, and in doubtful cases, 
standard textbooks. A diagnosis required 
definite objective and subjective manifesta- 
tions. The term psychoneurosis was never 
used as a diagnostic term, instead the spe- 
cific reaction type was named. Diagnoses 
were recorded under four headings: (1) 
The diagnosis’ and manifestations, (2) The 
precipitating stress, (3) The predisposition, 
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(4) The incapacity. For example, a diag- 
nosis was recorded as follows: 


Diagnosis: Anxiety reaction, chronic, mild sever- 
‘ity manifested by insomnia, palpitations, tachycardia, 
hyperhidrosis and trembling. 

The precipitating stress: Severe, 45 days inten- 
sive combat as an infantryman terminated by 
multiple shrapnel wounds. 

Predisposition: Soldier has always been stable 
and well adjusted. No predisposition evident. 


Impairment of Functional Capacity Due to the ' 


Psychiatric Disorder: None. 


In many cases, all factors could not be 
fully evaluated. These were recorded as “not 
determined.” If there were any evidences 
of latent tendencies or symptoms suggestive 
of a future disability, these were recorded 
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tions whenever possible. The ease of rapport 
and the confidence the man had in the psv- 
chiatrist is a tribute to the good name the 
military neuropsychiatrist has earned. Most 
of the men were given some reassurance re- 
garding their complaints or enough insight 
to permit them to seek further, psychiatric 
guidance in civilian life. 


DATA 


A total of 644 of the 10,000 sepazatees 
investigated came to the attention cf the 
psychiatrist by the manner described. Of 
this group, 540 men (5.40% of the sum total 
of men) had subjective complaints. The rz- 


TABLE 1 
INCIDENCE OF PSYCHIATRIC COMPLAINTS AND DISORDERS AMONG 10,000 TYPICAL SEPsRATEES 

No. Eercent 
T - Separatees: Exame orare esas a aeek anes ease eaite need cao eee ee eee ees 10,000 100.02 
II. Separatees reaching attention of psychiatrist. ..........sr.rseesrsseresrsso. 644 6.44 
III. Separatees with subjective complaints suggestive of psychiatric disorder...... 540 5.42 

IV. Separatees with record of a previous psychiatric diagnosis made while in the `` 
AT aaea ne ensnty cose EN seat eee 204 2.04 
a. Those having no psychiatric illness at present ARET AT EE E eee 104 1.04 
p Those With Present: UIMESS? cc.ec occur iet eset acs beetiwd ed ewes anew as 100 1.00: 
V. Separatees on whom a psychiatric diagnosis could be made..............005- 257 2.57 
a. Those with estimated partial disability from such condition............ Sr 0.51 
b. Those without evidence of disability....... 0... cc ccc cece ence renee eeee ' 158 1.55 

c. Those in whom the presence or absence of disability could not be deter- 

mined prior fo return: to-civilian lifes. cicackessdcawsaswsteute geass 48 0.45 


for the veteran’s future protection even 
though a psychiatric diagnosis could not be 
made at that time. 

Most soldiers answered’ questions radiy 
Those who exaggerated their symptoms in 
hope of compensation were few; they were 
easily detected as they presented few of the 
objective and subjective signs and symptoms 
necessary for a diagnosis. There were prob- 
ably a few soldiers that refused to complain 
because of “pride? or because of fear that 
their discharge would be delayed. All men 
were assured that there would be small 
likelihood of any delay and that it would be 
greatly to their advantage to have all com- 
plaints recorded. The effectiveness of this 
assurance was seen in the uninhibited re- 
sponse to the interviewers’ questioning. 

The danger of inflicting psychic trauma 
by a diagnosis repugnant to the individual 
was avoided by the use of cryptic abbrevia- 


i 


maining I104 were seen only because of a 
previous history of neuropsychiatric disorder 
and not because of complaints. 

Table 1 shows the further subdivisions of 
these figures. There were 204 separatecs 
who had previously been patients in army 
hospitals or installations for neurcpsychiatric 
disease and who had. been treated because 
of such ailments. Of this group, 104 were 
found to be completely symptom free and 
100 to have residual symptoms. So few of 
the 10,000 records studied showed a his- 
tory of hospitalization or treatment foz neu- 
ropsychiatric. disorder in civilian life that 
they were not an important group. Evi- 
dently such men were eliminated at :ndtc- 
tion centers or in army hospitals. Accual-y, 
only three such cases were encountered. This 
figure is interesting in view of the fact that 
a much higher percent of army neuzopsy- 
chiatric hospital patients have a history of 
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civilian hospitalization (personal observa- 


tion of authors). 

Altogether 257 men (2.57%) presented 
sufficient evidence to merit a psychiatric diag- 
nosis and of these, only 51 men (0.51%) 
definitely had any disability. 

Table 2 shows the incidence of the dif- 
ferent neuropsychiatric diseases encountered, 
the number of men having each condition, 
and the different categories of disability. The 
term disability has been interpreted to mean 
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separation. A total of 24 psychogenic so- 
matization reactions were observed, all of 
which were diagnosed on positive criteria 
of psychogenic disturbance rather than by 
exclusion of organic disease alone. There’ 
was a group that had recently recovered 
from true organic disease but still presented 
some of the symptoms of such disease. These 
were considered residuals of the disease and 
the soldier regarded as still in a convales- 
cent stage. An appropriate neuropsychiatric 


TABLE 2 


TYPES AND FREQUENCY oF PSYCHIATRIC DIAGNOSES ENCOUNTERED IN Tus STUDY 


Diagnosis Total 
Anxiety reaction ............ nGasetees. 100 
Conversion reaction ..........6.- eae “iO 
Phobic TEACHON 4060.6 chide need Raieswss 2 
Neurotic depressive reaction............ I 
Psychogenic gastrointestinal reaction.... 13 
Psychogenic genitourinary reaction...... I 
Psychogenic cardiovascular reaction..... 7 
Psychogenic respiratory reaction.. ite. OE 
Psychogenic asthenic reaction.......... . 2 
Neuropathic traits residual of amoebiasis. I 
Neuropathic traits residual of malaria... . 3 
Neuropathic traits attributed to wounds.. © 2 


Concussion, cerebral, residual of........ 12 


Mental deficiency, primary...........00. 3 
Schizoid personality .............. wees 33 
Schizophreniz reaction, latent........... 1 
Emotional instability ..............026. I 
Immaturity with symptomatic habit re- 
action {stammering) ...........+.. I 
Immaturity with symptomatic habit re- 
action (enuresis) .....s.sssesssesss Z2 
Passive dependency reaction. .. EPERRA 2 
Total of all diagnosis............0.. 257 


only the degree of ineffectiveness resulting 
from the current psychiatric illness. Where 
it could not be determined, it is so stated. 
No conjectures were hazarded as to future 
disability except as a matter of record in a 
few cases. In a small number of cases, two 
or more diagnoses were used. These were 
tabulated tnder the more significant diag- 
nostic category. One hundred ninety cases 
were classiied as anxiety reaction (anxiety 
state) and of these, 36 showed definite par- 
' tial disability. Conversion reactions were not 
numerous probably because such conditions 
being of a nore tangible nature found their 
way into tke hospital for treatment prior to 


With 
With With disability 
Without mild moderate not de- 
disability disability disability termined 

135 > 30 6 19 
4 5 0 0 

2 0 O Oo 

oO I D Oo 

9 3 0 I 

I ' OQ Q 0 

3 I o 3 

0 I +6) (8) 

I I Q 0 

0 I 18) oO 

o o o 3 

(6) oO O 2 

2 I Í 8 

O o o 3 

O 0 0 3 

O 0 oO I 

Q (6) 0 I 

0 O 0 I 

Q 0 2 

I 6 G I 
158 44 7 48 


diagnosis was given if warranted. The diag- 
nosis of concussion was made on a history 
of true head injury and not “shell shock.” 
There are few or no men listed under the 
categories ot the more severe conditions. 
It should be apparent that most men in these 
categories would not be ready for demobili- 
zation unless they had been treated or well 
on the way to recovery. Nevertheless, there 
were a very few men seen during the period 
of this study who are not included in any of 
the tables because their discharge was de- 
ferred pending treatment. These represented 
the group where psychosis or severe psy- 
choneurosis was diagnosed. This group is 
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small but of some interest. Some of these 
men made a satisfactory adjustment in the 
Army for 3 to 4 years in spite of their 
disorder and it is ironic that they should be 
diagnosed a few minutes prior to separation. 
They were all directly hospitalized for treat- 
ment. | 

Table 3 summarized the findings of: the 
204 men who had a previous history of 
psychiatric disorders while on army duty. 
Of these, 174 had been hospitalized while 
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COMMENT 


Despite the widespread fear expressed in 
the lay press, the number of soldiers pre- 
senting psychiatric problems upon returning 
to civilian life is small. This percentage ap- 
pears even more favorable when compared 


- to the estimated incidence o7 neurosis .n the 


general civilian population as shown fy the 
neuropsychiatric examinaticn in the mduc- 
tion centers(2, 3,4). The fizures given here 
are not considered an index to the reuro- 


TABLE 3 


SUMMARY OF CASES WITH Previous Flrstory or NEUROPSYCHIATRIC DISORDER 


Number of such cases encountered in this study 


see vee 


Those which had been hospitalized..............05. 
a. Cases attributed to combat stress............ 
b. Cases attributed to stress other than combat.. 
c. Cases in which stress could not be determined 
Those which had not been hospitalized............. 
a. Cases attributed to combat stress............ 


Ne. Percent 
ge gce so A EE eae 204 100.0, 
PEN EE E EA E AS errr 174 85.3 
a ddan areata telat lace AA 115 56.8 
si cian ecb, ang ante ah T E 49 24.1 
Sas acetate EENE E ole E 4.4 
PAE TEE ARE emtweaden O 14.7 
PAE IEEE EEA ates ae I3 74 
REEE EE E E E ER I3 6.2. 


Catch ih EE A E EE 2. 0.0 


TABLE 4 


PRESENT STATUS OF CASES WITH Previous NEUROPSYCHIATRIC DIAGNOSIS EVIDENTLY RETURNED, 


TO Duty AS RECOVERED or IMPROVED 


I. Combat precipitated caseS..........ceecueeeees 
a. Evidently fully recovered............. eats 

b. Still symptomatic ......... bean EA EEA AE 

II. Cases precipitated by stress other than combat 
a. Evidently fully recovered................ 

Ds Still symptomatic -priscssoriirsecassiria 

III. Cases in which stress could not be determined.. 
a. Evidently fully recovered...........sc00: 

b. Still symptomatic +.csecitese seventeen: 


in the Army and among them 116 were 
definitely combat precipitated cases. Those 
cases not precipitated by combat, or where 
the precipitating stress was indeterminate, 
form individually smaller groups. Only 30 
men, of whom I5 were combat precipitated 
cases, had a previous history of psychiatric 
disorder without hospitalization. 

Table 4 shows the status of the above 
group at.the time of this examination. A 
greater number of the cases precipitated by 
. combat stress benefited by treatment and 
became symptom free than those precipitated 
by stress other than combat. 


Noa. Percent 
II EEA EE EE A ETE 131 100.0 
PEI PEER A TAE E AAE 77 58.8 
EPE EE stuie oS ay ee sie otras. ae E4 41.2 
EEE E EANA EEE EE oo 100.0 
EERE S EENE A eae ZI 33.8 
ET A E cael cares ne E E 41 66.2 
CE eee Rm ETT O 100,0 

E E 5 54.5. 
E E NEE R E 5 45.5 


psychiatric disorders the veteran will pre- 
sent in future years, but they do show that 
the. great majority of men dischargec from 
the Army have no psychiatric problems of 
any significance. Many cases presentec prod- 
lems which were incidental rather than as 
a result of their service. A few had strong 
guilt feelings because of “misdeeds” com- 
mitted while away from home and d-eaded 
returning to their wives or to a strict par-- 
ental environment. There were som2 who 
had marital problems caused by long absence 
from wives while many others had found the 
Army a haven from intokrable family or 
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social problems with which they were again 
confronted. 

Many of these problems will undoubtedly 
resolve without help, but others will require 
further psychiatric aid(6). Although the 
percentage of men with neuropsychiatric 
disability is small, the total number is not 
negligible. The Army Medical Corps has 
done an excellent job in promoting psychia- 
try in the eyes of millions of its men. These 
men no longer feel that only a “psycho” sees 
the psychiatrist. From the experience gained 
here where several hundred thousands of 
' men have been seen, there is no doubt that 
the psychiatrist has been accepted whole- 
heartedly; When these men are troubled 
with psychiatric problems in the future, they 
. will expect skilled professional assistance 
within easy availability as they have had in 
the Army. There will be not only those con- 
ditions disabling at present, but also those 
minor prcblems which might form the nu- 
cleus of a more serious disorder later which 
could be prevented. 

While those cases with mildly disabling 
psychiatric syndromes were offered hospital 
treatment at the time of discharge, it was 
usually refused. Hospital treatment was not 
often indicated because it is time consum- 
ing and would keep the patient from home 
and work much against his wishes. More- 
over, aid in adjustment is likely to, function 
best if given as an outpatient service in civil- 
lan environment. 

Of the men who were seen because of a 
history of previous hospitalization for neu- 
ropsychiatric reasons, a little over half had 
no complaints at the time of separation. This 
certainly indicated the effectiveness of the 
reconditioning program in a large number 
of men. It.is also of interest to note how 
many more complaints were received from 
men whose disorder was not combat precipi- 
tated. Although the figures are inadequate 
to draw definite conclusions, they reiterate 
the principle that personalities yielding to a 
greater stress are basically better integrated 
than those yielding to a lesser stress(7). 
This is further borne out by the total figures 
showing that in those men with no previous 
psychiatric history, fewest, complaints were 
recorded, while in those with a previous 
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army psychiatric history, the number of - 
complaints wes the highest where the pre- 
cipitating stress was the least. 

This study does not include the more seri- 
ous mental diseases. All.such cases are given 
treatment until maximum benefit is obtained 
and many of them are finally discharged 
through medical channels. This group forms 
oniy a small Dortion of the Army whereas 
the men studied here are discharged under 
demobilization regulations and are represen- 
tative of the greater bulk of the Army. 

The ease with which these cases fit into 
army diagnostic groups showed the advan- 
tage of the terminology and its standard use. 
The four part diagnosis including manifesta- 
tions and sevezity, provides a clear summary 
of the ce disorder. 


CONCLUSIONS 


I. The neuropsychiatric study of 10,c00 
separatees demobilized under the regulations 
existing during December 1945 and Janu- 
ary 1946 showed that only 257 men (2.57%) 
had sufficient complaints to warrant a neu- 
ropsychiatric diagnosis. Of these, 51, or 
0.51%, had a disorder sufficient in severity 
to cause them some degree of incapacity. 

2. The lay press has overestimated the 
psychological problem of the veteran upon 
eg home. 

. Those cases whose neuropsychiatric’ 
eee were precipitated by combat show 
a better response to reconditioning and had 
fewer complaints upon separation then those 
whose disorder was precipitated by factors 
other than combat. 

4. The disorders discussed in this paper 


present a group for which hospital care is 


neither necessary nor desirable. The veteran 
has learned o accept the psychiatrist while 
in the Army and will expect skilled profes- 
sional assistance within easy availability 

when out of the Army. 
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REHABILITATION OF MILITARY OFFENDERS AT THE NINTH 
SERVICE COMMAND REHABILITATION CENTER 


MAJOR ISIDORE I. WEISS, M.C., A.U.S2 


The rehabilitation of the sick and wounded 
is one of the outstanding medical contribu- 
tions of the war, and its publicity is richly 
deserved. Equally prominent but less well 
recognized has been the reclamation of many 
thousand casuals of another type—the sol- 
diers sentenced to confinement by general 
court-martial. As ineffectual for combat as 
the most disabled of the sick and wounded, 
they constituted an appreciable loss of man- 
power; and their reclamation is a brilliant 
chapter in the history of the war. The 
offenses were not heinous for the most part, 
and the offenders were salvable youths whose 
services cculd ultimately be utilized. They 
were gathering in large numbers, creating 
a vexing problem. Guardhouses were over- 
crowded and housing was inadequate. At a 
time when trained soldiers were needed most, 
these offenders were marking time and deriv- 
ing questicnable benefits from confinement. 

On 14 September 1942, the Commanding 
General, N. S, C., created the “Disciplinary 
Training Camp” at the Fair Grounds in 
Turlock, California, and all general prisoners 
within his jurisdiction were transferred 
thereto, relieving the congestion at the guard- 
houses, and simultaneously ensuring the 
‘prisoners’ uninterrupted training. Garrison 
- prisoners (sentences imposed by minor 
courts-martial) also were sent for training 
but ‘in a few months they ‘stopped coming 
(when the guardhouse overcrowding had 
been relieved). 

With the great mobility characterizing an 
army in the process of mobilization; it was 
difficult for many organizations to gather the 
corpus delicti necessary for conviction at 
courts-martial. Soldiers AWOL at great 
distances from their units were not returned 
for trial but were transferred to the discipli- 


nary training camp and thus appropriate dis- - 


ciplinary action was not delayed. While 
awaiting trial, these men were being trained 


1 Staff, Stockton (Calif.) State Hospital (on 
military leave). 
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and were not losing time in preparation for 
their future military careers. Their sen- 
tences imposed, they continued with their 
training until they were deemed to have bene- 
fited sufficiently to be restored to duty. Thus 
the ends of justice were served and, during 
the critical war emergency, the men could 
become valuable assets to their new units. 
The dishonorable discharge, one of the three 
forms of punishment imposed by general 
courts-martial, was suspended by the ‘re- 
viewing authority in most instances, making 
it possible for the service record and allied 
papers to accompany the prisoner to his next 
organization when-he was restored to duty. 
_ In November 1942 five key officers of each 
of these new installations went to the disci- 
plinary barracks at -Fort Leavenworth, 
Kansas, for training in military penal prac- 
tice. The disciplinary training camp was then 
renamed “Detention and Rehabilitation Cen- 
ter,’ and as the new correctional methods 
became established and the training program 


stabilized, the name changed once more, and 


the camp became known as the ‘Rehabilita- 
tion Center” (RC), thus emphasizing the re- 
habilitation aspect and ignoring the detention 
or punitive aspect. 

Also received for training were prisoners 
sentenced overseas. They came from Alaska, 
the Aleutians, Hawaii, China-~-Burma-India, 
the South Pacific, Australia and the Carib- 
bean areas. In the closing phases of the war, 
when rehabilitation centers were well estab- 
lished overseas, the overseas prisoners who 
still came to the NSC rehabilitation center 
came only for temporary confinement, and 
to wait transfer to the disciplinary barracks. 

When it was obvious that a prisoner would 
not succeed at the rehabilitation center, and 
that his restoration to duty was unlikely, he 
was transferred to the disciplinary barracks. 
Also transferred were prisoners whose dis- 
honorable. discharge had not been suspended 
by the reviewing authority. Their records 
had been sent to the Adjutant General and 
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the technical and other obstacles to restora- 


tion were at first virtuaily insurmountable. 
Most of those whose dishonorable discharge 
had been suspended, whose courts-martial 
order designated the U. S. disciplinary bar- 
racks as the place of confinement (having 
been sent to the rehabilitation center only to 
await a vacancy at the disciplinary barracks) 
remained at the rehabilitation center for a 
sufficient period to be restored to duty and 
were not transferred to the disciplinary bar- 
racks. 

For the non-restorable prisoners who 
gradually increased in number, appropriate 
segregation and work projects were pro- 
vided. The two groups did not mingle. A 
5o0-acre victory garden provided work and 
also helped alleviate the critical wartime food 
situation. While the branches of the disci- 
plinary barracks did increase sufficiently to 
accommodate the increase in this type of 
prisoner, their activation lagged a good deal 
so that the percentage of non-restorables 
gradually increased until they constituted a 
third of the prisoners confined in 1944-45. 
While an occasional prisoner was confined 
for a period as short as 6 months, the great 
majority remained 9-Io months, a few had 
to remain for a year, and an exceptional case 
as long as 18 months. 

In December 1943(1) instructions were 
issued that soldiers awaiting trial by general 
court-martial would be examined by a medi- 
cal officer (a psychiatrist, if available) to 
look into their mental status to determine 
the type of institution in which they would 
be confined. To the disciplinary barracks 
were to be sent prisoners suffering from 
serious mental or neurological disorders such 
as: mental deficiency, psychopathic person- 
ality, major abnormalities of mood, psycho- 
_ neurotic disorder, prepsychotic, postpsychotic 
and schizophrenic personalities, chronic alco- 
holism and drug addiction, syphilis of the 
` central nervous system (neuro-syphilis of 
any form—general paresis, tabes dorsalis, 
meningovascular syphilis), sexual perver- 
sions, stammering to such a degree that the 


prisoner is unable to express himself clearly _. 


or to repeat commands, These examinations 
helped identify prisoners with serious dis- 
orders, but the rehabilitation center’s prob- 
lems did not diminish, for with space seldom 
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available at the disciplinary barracks such 
prisoners still came to the rehabilitation cen- 
ter in large numbers. For the most part 
they were not put through the rehabilitation 
program, but were utilized in farm work and 
in housekeeping assignments. | 

A. psychiatrist compiled all reports for the 
psychiatry and sociology board (P & S 
Board). A sociologist prepared histories 
after interviewing prisoners and reviewing 
all their records. The post surgeon submitted 
physical examination reports, and a psychia- 
trist the psychiatric appraisal. Complete rec- 
ords were available for all prisoners when 
the psychiatry and sociology board inter- 
viewed them to determine their disposition. 
Sources of information included the family, 
former employers, former military organiza- 
tions, the Federal Bureau of Investigation, 
local law-enforcing agencies, penal institu- 
tions where prisoners formerly had been 
confined, schools and other agencies. All 
prisoners had the benefit of a thorough inves- 
tigation and study, and they were interviewed 
at various stages of training. At first they 
were seen five months after arrival (wher. 
restoration to duty was being contemplated). 
This procedure proved inadequate, and to- 
wards the end of the war prisoners’. classi- 
fication reports were, prepared within = 
month after admission, and a second time 
two months later to check on their progress. 
At the third hearing, after completion of the 
full training program, final disposition was 
made and they were usually restored to duty 
two months later (9-10 months after 


The psychiatry and sociology board (or 
clemency board) gradually changed in make- 
up as well as in name; in 1945 it was the 
“classification board” and comprised 5 offi- 
cers ranking from lieutenant to lieutenant 
colonel. Some members attended every ses- 
sion of the board; others rotated. Five made 
a quorum. The post psychiatrist, or his 
assistant, was required to attend and was 
a board member. | 

In three years almost 8000 prisoners were 
processed. Though the restoration rate was 
83% in 1943, it was subsequently reduced 
with a change in policy, and for 1943-45 it 
was 56%. | 


\ 
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PsycHoTic REACTIONS(2) 


Psychotic reactions were recognized in 361 
prisoners (4.6%). Almost without excep- 
tion these prisoners were sent to Hammond 


General Hospital where electroshock ther- 


apy induced satisfactory remissions in a large 
percentage. Of these, 14% were 
psychoses’; and in them electroshock treat- 
ment prcduced best results. Their symptoms 
were mecstly episodes of confusion, excite- 
ment anc depression in various combinations. 
Recovered in r to 2 months, they were re- 
turned to the rehabilitation center but were 
not restored to duty, for as a rule their mal- 
adjustment had been lifelong and too pro- 
found to warrant believing that they could 
adapt to military life. At the NSC rehabilita- 
tion center, the incidence of psychoses was 
higher than that reported in others (0.6%, 
0.7% and 1%, in three whose reports were 
available) but was lower than the 6% in Sing 
Sing psychiatric clinic’s series of 2000 pris- 
oners (this series having been selected as a 
civilian counterpart). Of the prison psy- 
choses 63.7%, and of the other psychoses 
90.4%, were recognized within 5 months of 
arrival. 
were detected in routine interviews. Medi- 
cal.officers suspected alienation and referred 
19%! to the psychiatrist, and non-medical 
personnel referred 28%. While many fami- 
lies requested examination in‘ the ‘belief that 
the Laem was “out of his mind,” only 
1.4% of the psychotics were recognized in 
examinations requested in this manner. 
Mental deficiency was an important etio- 
logical factor, for it was found in almost a 
fourth of the psychotics. 
_ chotics whose hospital’ records showed psy- 
chometric test findings, 69 (22.4%) were 
rated “inferior” in their intelligence test 
scores. “Psychosis with mental deficiency” 
was the diagnosis made by the hospital’s psy- 
chiatric staff in 21 of these 69 cases, 


were used in all cases. 


The. racial factor was recognized as im-. 


portant, zor of the latter group of 21,, 16 
were Negroes. Of the 69 psychotics with 
inferior intelligence, 56 (81%) were Ne- 
groes. Feeble-mindedness thus was asso- 
ciated w:th psychoses four times as fre- 


quently in the colored prisoners as in Cauca- 
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Fifty-two percent of the psychoses . 


Of the 308 psy- 


The ` 
‘Bellevue-Wechsler and Rohrschach tests | 
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sians. Another significant observation is that 


the colored prisoners were three times more 


_ susceptible to psychotic breakdown than their 


Caucasian fellows since,Negroes constituted 
only 15.8% of the total prisoners confined, 
but comprised 48% of the psychotics (of the 
records of the 361 psychotics, the race was 
mentioned in 346; and of these 166 were 
Negroes). ` 

Habitual use of marijuana may have been 
a contributory factor in a few of the early 
psychotic breakdowns, for withdrawal symp- 
toms seemed to be especially troublesome in 
these few cases. In 500 unselected consecu- 
tive social histories obtained through the Red 
Cross, 5 (1%) indicated that the subject 
was a known addict. The records of the 361 


_ psychotics showed that specific inquiry had 


been made r egarding the habitual use of the 
drug in 214 cases; and in these reports there 


. was prior recorded evidence or an admission 


in an interview in 38 (17.8%). These were 
mostly Negroes from all sections of the 
country (mostly urban) ; the remaining few 
were of Mexican origin and came from the 
Southwest. 

Their country’s fortunes of war had a 
notable effect on the incidence of psychotic 
reactions among the rehabilitation center 
prisoners who were temporarily in a haven 
of refuge, immune from the hazards of war. 
Until the North African campaign (spring of 
1943) very few psychoses were recognized. 
While United States soldiers were gathering 
in Britain and preparing for “D-Day,” the 
number began to rise and perhaps a dozen 
were recognized quarterly. When the sec- 
ond front in Europe was imminent, the in- 
cidence rose sharply to more than 75 quar- 
terly. It remained at that high rate until vic- 
tory was apparent in the middle of the winter 
1944-45, when the rate dropped precipi- 
tously to 28 per quarter. After “VE-Day” 
it was 25; and after “VJ-Day,” 2. By way 


of contrast, in a hospital in a basic training ` 
. camp the rate of psychotic admissions re- 


mained at about .44% until “VE-Day,” when 
it dropped to.0.2% or half its former rate. 
The reduction in rate in the soldiers on duty 
was not nearly as precipitous as in the pris- 
oners in confinement. 


aN 


The rehabilitation 
census remained between 1300 and 1700 
most of the time. Other factors possibly in- . 


- 
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fluencing the development of psychotic re- 
actions did not change, appreciably. The 
type of offender, nature of the rehabilita- 
tion program, as well as the type and reac- 


Classification 


Dementia: precox. <vew 2s wee De eaa eves 
Psychosis with mental dehens.. ME PTE we 
_ Psychosis due to trauma....... WEE erry 
Psychosis with epilepsy.........c ccc eee cence 
Psychosis with other diseases of nervous system. Se 
Frison PSYCHOSIS ssc-acciaes cure onde seen tees 
Psychosis unclassified type...........seeeeees 


Manic-depressive psychosis 


Psychosis with psychopathic personality....... 


Alcoholic psychosis 
Dementia paralytica 


tion of the personnel with whom prisoners 
came in daily contact, remained unchanged. 
The program had been lengthened long be- 
fore the wave of psychoses appeared, and it 
did not change in the 18-month period in 
which the rate of psychoses fluctuated so 
“violently. Since the entire setting remained 
unchanged after “VE-Day,”’ psychoses 
should not have decreased so rapidly with 
the ending of the war, if cessation of hostili- 
ties were not a decisive influence. But the 
truth of the matter is that the fortunes of 
war did have a decisive influence on the pris- 
oners; and the incidental menial conflicts 
and emotional stresses precipitated psychoses 
im the less well endowed prisoners, and ag- 
gravated the symptoms in the previously un- 
recognized psychotics to such a degree that 
detection became less difficult. The conflicts 
incident to their confinement, while the ulti- 
mate outcome of the war was still in doubt, 
-proved to be too much for many of them and 
they took flight from reality by developing 
a psychosis. 

The type of prisoners seen at the RC did 
not change in the 3 years of its existence. At 
least half the prisoners showed no significant 
mental or emotional aberration. Statistical 
records of diagnoses were kept in 1945 and 
they showed the following percentages: 


Low, High, 

Diagnoses percent percent 
Psychopathic personality ....... 23.5 42. 
Mental deficiency .........-.45: 13 4.2 
Chronic alcoholism ...........-. 2.1 5.6 
Psychoneurosis ........ce-ceeee 2.8 74 


The incidence of various types of psy- 
choses in the RC (1) is compared with (2) 
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eee eee vee ee ee ee ant 


eee ee ec erer tees ev eee tee tts ae ee 


eeeceveezeev ec teeer eee e Sere e 


(476%) 


-75 


186 enlisted men discharged from an a:my 
hospital, (3) 100 veterans examined for pen- 
sions, ard (4) 100 former officers at St. 
Elizabeth’s Hospital : 


(2) (3) (4) ; 

Prisoners, Soldiers, Veterans, Officers, 

percent percent percent percem 
TEEN 72.6 60.75 8o. 357 
ENE 5.8 16.12 2.04 0. 
wah a 3.9 0.54 2.94 o 
eee 0.83 0.54 O. O. 

0.56 0 O O 

or 13.85 0. 0. O. 
jarse UNOS 7.53 - 5.7 16.7 
Ged O. 4.3 5.7 40.5 
cates O. 7: 2.94 1.2 
eee 0.28 3.23 O. a 
TE 0 O 0. 24 


Very few psychotics had been overseas, 
even less had. been in action. and only two 
or three had been wounded. Head injury 
was an insignificant and non-contribttory 
factor. 

In the prison psychoses 4c of 50 (80% ` ' 
showed confusion; but orly 10 of 2: 
of the “psychoses with menta. de- 
ficiency” shewed it. Depression was present 
in 21 of 50 (58% ) in the former; and m 13 
of 21 (62%) in the latter. None of the nw 
merous attempts at self-mutilation nor suict 
dal gestures accompanying these depressions 
led to serious injury or death. Episod2s cf 
excitement occurred in 19 of the 50 (33%) 
prison psychoses, and in 13 of the 21 (62%) 
mental defectives. With few exceptions, 
these episodes occurred only after prisoners 
had been confined for some zime (at least 5 
months) ; but confusion and depression, oc- 
curred both early and late in confinement. 

The psychoses in prisoners resembled 
those seen in other soldiers in war time, zs 
described in the literature of World Wars * 
and II. They differed from psychoses seen 
in civilian lite in that they were more srdden 
and precipitous in onset, were rela-ivelv 
brief, and resulted in a favorable outcome 
more frequently. The cause and effect re- 
lationship between environmental stress and 
psychotic reaction often was clearly ev-dent, 
especially in the reactions diagnosed “friscn 
psychosis.’ Patients were hospitalized 
promptly, and there was excellent laiscn 
with Hammond General Hospital 13 -miles 
away. Psychotics whose breckdown was con- 
sidered incidental to confinement, were r2- 
turned to the RC when they recovered. In 


r 
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the other psychoses, if the reactions were 
considered to have existed prior to trial, the 
sentences were mitigated, and the prisoners 
restored to duty and medically discharged 
for care and treatment in a non-military 
hospital. 

As a rule psychotic reactions subsided 
within two months. When some of the pa- 
tients were transferred to another hospital, 
they were frequently in such good condition 
on arrival that the receiving staff in many 
instances could find little if any evidence of 
psychosis. This was so noticeable that in 
some cases the diagnosis was questioned. 
Thus, in one group of 27, mary of whom 


were in remission on arrival at the second 


-- hospital, an investigation showed that the 


service command neuropsychiatric consultant 


_ had verified the diagnosis in the acute phase 


of the illness in 21 cases. Incidentally, such 
experiences had been recorded in World 
War I. 

The hallucinations of the psychotics at the 
RC showed the features described in psy- 
chiatric texts under “pseudo-hallucinations.” 
These experiences were dream-like states in- 
volving multiple sensory spheres simul- 
taneously. At times they were indistinguish- 


- able from intense fantasy; and occasionally 


one could trace the transition from fantasy to 
pseudo-hallucination. The mother was the 
figure most frequently in the center of the 


‘stage in these hallucinations. This is not 


surprising when it is recalled that many of 
those developing psychoses were primarily 
psychopaths of the “inadequate personality” 
type in whom emotional immaturity, intel- 
lectual deficiency, and a marked maternal 
attachment were outstanding. Other mem- 
bers of the family would also be “seen” and 
“heard.” As often as not these experiences 
would be related without any emotional dis- 
play whatever. It was very rare to find the 
florid hallucinations- associated with schizo- 
phrenia; nor did one meet with any of the 
fantastic delusions or bizarre behavior of 
that disorder, even in those in whom the 
diagnosis of schizophrenia could not be ques- 
tioned. In retrospect, one has the distinct 
impression that, with but few exceptions, the 
psychotic symptoms in prisoners were not 
deep rooted or firmly established, especially 
in the “prison psychoses.” Of the psychoses 
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other than “prison psychosis,” two-thirds 
were considered “EPTS,” 2 Of these, a few 
had been committed to civilian state hospitals 
prior to induction, and some had consulted 
psychiatrists or clinics because of mental 
problems. 


Group PSYCHOTHERAPY 


Group psychotherapy was instituted a little 
more than a year after the camp was set up 
and gradually grew in importance and scope. 
Sessions lasted 50 minutes and were equally 
divided between the short lecture on the topic: 
for the day, and the open discussion that 
followed. The therapist guided the group 
and did not let individual members monopo- 
lize the discussion or change the topic. Pris- 
oners had opportunity to give free play to 
their emotions without fear of reprisal. The 
first few hours were devoted to orientation in 
their new status as prisoners. Then came 
much of the material ordinarily used in in- 
doctrination of military personnel. Towards 
the end of the program were presented such 
topics as physiological reactions of fear, psy- 
chosomatic disorders, factors influencing 
morale, anxiety and how it should be 
handled, etc. The material was presented in 
a simple manner to reach the less intelligent. 
Attendance was compulsory. Prisoners de- 
siring interviews other than those for routine 
classification were exposed to a variable de- 
gree of individual psychotherapy which, nat- 
urally, was limited by. the available time. 
The size of the group, depending on the ad- 
mission rate, seldom exceeded 50. While a 
few failed to benefit, many showed consider- 
able improvement. Occasionally considerable 
hostility was evoked from some members of 
the group and: one was inclined to doubt the 
value of those sessions ; but they were worth- 
while in the iong run for they provided an 
acceptable outlet for the prisoners’ feelings 
and served as'a form of emotional catharsis 
if nothing else. A decrease in size of the 
groups, and an increase in the number of 
therapists, would unquestionably have pro- 
duced better results. Group therapy was 
unusually well received by prisoners and per- 
sonnel alike, once they realized what it had 
to offer. Although the results could not be 


2 “EPTS”—Existed prior to term of service. 
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measured, it was felt by all familiar with the 
rehabilitation program that group therapy 
helped a great deal, and that as a therapeutic 
instrument it had not been fully explored. - 


INTRAVENOUS BARBITURATE THERAPY 


Sodium amytal and pentothal were used 
intravenously in selected functional dis- 
orders. In some the response was gratifying ; 
in others it failed dismally. In a few the re- 
sponses were at first discouraging, but the 
subjects subsequently improved steadily, and 
it was felt that the delayed improvement was 
at least partially due to the treatment. 
Among the functional disorders were: severe 
scoliosis, camptocormia(3), analgesias, pare- 
sis of a limb, digital tremor, stuttering and 
amnesia. In some cases benefit from treat- 
ment was delayed by the difficulty in estab- 
lishing rapport with patients who insisted on 
identifying the psychiatrist with the custodial 
prison personnel. With some prisoners rap- 
port was impossible; they feared they might 
reveal information which the psychiatrist was 
duty bound to incorporate into the prisoner’s 
record however detrimental it might be. Un- 
doubtedly results would have been better if 
the therapist were not a key figure in the 
classification procedure and identified with it. 
Some prisoners responded satisfactorily to 
this treatment in the nearby hospital (where 
prison environment was minimized) after 
having been refractory at the RC. It would 
have been preferable for one psychiatrist to 
devote himself to therapy at the post hos- 
pital, while the other handled investigative 
and administrative work of interviewing 
prisoners for classification purposes. Un- 
desirable identification of the psychotherapist 
with the prison situation would thus have 
been minimized, if not avoided. 


PSYCHIATRIC ORIENTATION OF PERSONNEL 


Though seldom mentioned as one of the 
duties of the psychiatrist at a correctional in- 
stitution, the orientation of the prison per- 
sonnel to the psychiatric viewpoint is one of 
the most important. With rare exception, 
enlisted men and officers who supervised, in- 
structed and guarded the prisoners, had had 
little special training for their duties at the 
RC. There were lectures to officers and en- 
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listed men, and prisoners and their case ^is- 
tories served as illustrations. All groups 
were exposed to formal and informal discus- 
sions of psychiatric syndromes frequently 
found among prisoners. In informal and 
casual talks, the prisoners’ problems were 
discussed with key men who were thus 
familiarized with the mental and emotional 
problems of the prisoners they controlled. 
A most effective means of educating the 
personnel to the psychiatric incerpretation of 
prisoners’ problems, was the presentation of 
uncomplicated, well defined and recogn-zed 
concepts as exemplified by the case histaries 
of the prisoners being processed for classi- 
fication purposes. The report was not limited 
to observations usually found in a psychiat- 
ric examination. The psychiatrist delved .nto 
each prisoners family and social back- 
ground; and he correlated this and the ser- 
sonality shaping with the military perfor- 
mance, offenses, and former d2relictions and. 
disaffections. The reports thus became illus- 
trative, individual studies in sociology and 
psychiatry. In due time the personnel, who 
frequently referred to these reports, abso1bed 
a good deal of the didactic mazerial to waich 
they. were exposed. Associeted with this 
didactic “training,” were, of course, the lec- 
tures, informal talks and demonstrations. 
Such teaching helped reduce the guess work 
in rehabilitation of military offenders, and 
contributed toward elevating the work -o a 
more scientific level. 


RESULTS 


Complete statistics of the type of adjust- 
ment and subsequent military record of those 
rehabilitated during World War IT have not 
yet been compiled. Latest resorts indicatec 
that about 10% were again in sufficient dif- 
ficulties to warrant reincarceration for com- 
pletion of sentence. About a year after the 
RC’s activation, restorees left with sentences 
suspended (formerly the remainder of the 
sentences had been remitted). This change 
eliminated much unnecessary administrative 
work. Another general court-martial was 
not necessary when the prisoner again com- 
mitted an offense warranting such a trial: the 
remainder oz his former sertence was puz 
into execution and the restoree was returned 
to confinement. The restorees who left with 
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- the knowledge that the remainder of their 
sentence had been suspended (and not re- 
mitted) were thus provided with a greater 
deterrent against future difficulties. They 
knew reincarceration could be accomplished 
without delay and that there was no need 
for another trial and conviction to return 
them to confinement. 

An iniormal study of the rates of restora- 
tion and recidivism of the 9 RCs has shown 
that the NSC center restored a greater per- 
centage than the others and yet had a rate of 
recidivism only infinitesimally greater than 
some of the other RCs. Furthermore, the 
NSC center restored more soldiers than 
perhaps half all the other RCs put together! 
Certain types of psychopaths and mental de- 
fectives were not transferred to the USDB 
quite so readily as appears to have been the 
case in some of the other RCs, and the ex- 
cellent results obtained have justified this 
liberal policy. 

The large correspondence from RC re- 
storees to the commanding officer and other 
members of the staff, was replete with ex- 
pressions of gratitude and appreciation on 
the part of those rehabilitated and restored 
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to duty. A number achieved good ratings; 
some made the supreme sacrifice in various 
theatres of war; a few were decorated for 
valor. But most important of all was the less 
exciting but more significant contribution to- 
ward salvaging manpower during the. critical 
war emergency. By this means a few thou- 
sand young men were remolded into better 
soldiers and citizens; and since their families 
as well as communities will continue to profit 
thereby, society at large also has benefited. 
It is therefore not extravagant to ‘state that 
the new but proven concept of rehabilitation 
of military offenders should be considered 
one of the major social contributions of 
World War II. 
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A STUDY OF THE MODIFICATION OF MENTAL ILLNESS BY 
INTERCURRENT PHYSICAL DISORDERS IN ONE 
HUNDRED PATIENTS * | 


HOLLIS E. CLOW, M. D., anp CURTIS T. PROUT, M. D. 


The favorable influence of physical dis-. 


orders occasionally noted in the course of 
mental illness has long been recognized clini- 
cally by many observers. 

A study is presented here of 100 such pa- 
tients who suffered from intercurrent physi- 
cal illness on the men’s service of the New 
York Hospital-Westchester Division, during 
the 124 year period from July 1, 1933, to 
January I, 1946. 

The purpose of this study has been, in the 
first place, to determine the relative fre- 
quency of mental improvement, lack of 
change or possible unfavorable mental re- 
action associated with such physical dis- 
orders. We have further been interested in 
any factors determining the associated mental 
response with regard to the age of the pa- 
tient, the duration of mental disorder pre- 
vious to the illness, the personality prior to 
mental illness, the type of physical illness and 
the diagnosis of the mental disorder. An 
attempt has also been made to determine 
whether or not any correlations were present 
between the mental alterations related to in- 
tercurrent physical illness and those resulting 
from shock therapy in the patients in whom 
both the factors of intercurrent physical dis- 
order and shock therapy existed. 

The physical disorders included definite 
medical or surgical conditions of various 
origins which might reasonably have been 
expected to be of serious concern to the 
patient. This diverse group ranged from 
major surgical procedures and acute infec- 
tions, to accidental and suicidal injuries, and 
included 20 major abdominal operations, 21 
fractures, sprains and dislocations, 26 major 
dental procedures under general anesthesia, 
15 acute infections and 18 miscellaneous 
physical conditions. Nine patients sustained 
severe injuries in suicidal attempts. These 
physical conditions were for the most part 


1 From the New York Hospital-Westchester Di- 
vision, White Plains, New York. 
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acute, with a median duration of seven Gays. 
Four patients had conditions of very brief 
duration. Two of these suffered convuBive 
seizures lasting a few minutes, while a taird 
had an attack of syncope and the fourth had 
an anginal attack lasting two hours. The 
longest illness continued over a period of 270 
days in a man who suffered a pelvic fraczure 
with recurrent pelvic abscesses. 

It was found that in 67 cf the roo pa- 
tients, physical disorders occurring in the 
course of the mental illnesses were followed 
by a definitely improved menial state. This 
improvement was interpretec in terms of 
definite evidence of clearer ccntact with the 
environment, diminution or disappearance of 
delusional trends, a more reascnable optimis- 
tic outlook, more amenable behavior, and the 
appearance of emotional ease and comfort. 
Those classified as much improved showed 
these changes in marked degree. 

The observed improvements continued in 
respect to time, from one day 70 one weex in 
15 instances, and up to one month in 32 in- 
stances. Seven other temporary improve- 
ments continued for varying periods beyond 
one month up to one year ard one moath. 
There was a total of 28 in whica the impreve- 
ment in the mental state continued to the date 
of departure of the patient from the hosp:tal. 
In Ir cases the improvement associated with 
the appearance of the intercurrent physical 
illness appeared to be the initial change ir an 
improvement continuing to recovery. In 10 
more, the improvement contmued until at 
the time of’ discharge the mertal conditions 
of the patients were considered as much im- 
proved. This gives a total of 21 patients in 
whom the physical disorder apseared to pre- 
cipitate an improvement in th2 mental szate 
which was continued to markec improverrent 
or recovery. Two of these had received eec- 
tric shock before the intercurrent physical 
disorder without sustained improvement. 
One other had had four treatments of eec- 
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tric sheck when the physical disorder ap- 


peared, not associated with the treatments. 


A fourth had one electric shock treatment 
- subsequent to his physical disorder in attempt 
to hasten the improvement but he reacted 
so poorly to the treatment that it was not 
again attempted. 

The mental state of 27 patients remained 
unchanged following the intercurrent physi- 
cal disorder, while the remaining 6 patients 
were worse. 

A further statistical review -of the findings 
indicates that age has played a minimal rôle. 
Ranging from 16 years of age to a maximum 
of 82, the majority of the patients were in 
the age group between 20 and 69. Forty-four 
were under 40 years of age but the percent- 
age of favorable reactions to the observed 
physical disorders is quite comparable with 
those over 40. 


The duration of the illness prior to the 


physical disorder is of some significance in 
that of the 83 persons who had been hospital- 
ized less than one year, approximately 75 
percent revealed improvement following the 
intercurrent physical disorder, while in the 
remaining 17 who had been in the hospital 
over one year, only 4o percent showed im- 
provement. It is further noteworthy that 
this change was of relatively minor degree 
and more closely limited to the period of 
actual physical illness. 

An attempt was made to relate mental 
changes associated with physical disorder to 
‘personality factors. For this purpose the 
: patients were classified as to whether or not 
they had been actively aggressive or passive 
in dealing with their environment. The 41 
patients who were considered from their 
record to have been actively aggressive per- 
sons showed no significant statistical dif- 
ference (whether unchanged, improved, 
much improved or recovered after their phys- 
ical illness) from the 38 patients who were 
considered passive, or from the 21 persons 
who showed a definite mixture of outward 
aggression and passivity. 

A study of the predominant trends im- 
mediately prior to the onset of the intercur- 
rent physical disorders revealed those of de- 
pressive character to be most frequent. Of 
the 51 patients with depressive trends, 27 
were improved, Ir much improved, II 
showed no change and 2 were worse follow- 
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ing intercurrent physical disorder. Persecu- 
tory trends were next in frequency, number- 
ing 18. Of these, ro were improved, 1 much 
improved, 5 showed no change and 2 were 
worse, There were 10 who expressed mainly 
sexual preoccupations, of whom 2 showed 
improvement, 4 were much improved, and 4 
remained unchanged. Eight revealed no out- 
standing trend, of whom 2 were improved, 
5 showed no change and r was worse. There 
were 5 in whom fear was the primary trend 
and of these 3 were improved, I was much 
improved and I was worse. 

In contrasting the two largest groups, it 
was found that in those with depressive 
trends, approximately 75 percent showed 
improvement, as against 61 percent for the 
persecutory group. It is significant, however, 
that marked improvement, as appeared in 
21.6 percent ‘of those with depressive trend 
was much more impressive than the less than 
I percent of marked improvements in the 
persecutory group. 

With reference to the diagnostic cate- 
gories, 34 patients had manic-depressive psy- 
choses. Of this group, without regard to 
type, improvement was noted in 26 instances, 
with 6 unimproved and 2 worse. It is note- 
worthy that 14 of the 15 patients of depressed 
type were improved and but 1 showed no 
change. 

Sixteen patients with involutional psy- 
chosis, melancholia, had intercurrent physi- 
cal disorders. Of this number 7 were im- 
proved, 2 were much improved, 7 showed no 
change, and none was-worse. Of the 2 pa- 
tients with involutional psychosis, paranoid 
type, 1 showed brief improvement and 1 no 
change. 

Twenty-nine of the group were diagnosed 
as having dementia precox. Fourteen of 
these were improved, 2 much improved, II 
showed no change, and 2 were worse. In 
this group, however, the patients classified 
as catatonic showed improvement in 5 of II 
cases, one being much improved, while 4 
showed no change and I was worse.. There 
were IO patients with paranoid dementia 
precox of whom 5 were improved and 5 
showed no change. 

Fight patients had psychoneuroses. Of 
this group, 6 were improved and 2 much im- 
proved following the intercurrent physical 
disorders. 
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The patients with organic psychoses, in- 
cluding general . paresis, Korsakow’s psy- 
chosis and psychosis with arteriosclerosis 
showed 3 improved, 2 much improved, I 
with no change and 2 worse. 

A patient suffering with psychosis with 
mental deficiency was improved and in 2 in- 
stances of psychosis with psychopathic per- 
sonality, 1 improved and 1 was unchanged. 

Eighteen of the patients who suffered from 
intercurrent illness received electric shock 
treatment. In comparing the mental reaction 
associated with physical illness to the mental 
change following shock treatment, it was 
found that 12 patients showed improvement 
after physical illness, while 15 improved with 
electric shock treatment. Nine of these pa- 
tients who improved coincidentally with ill- 


ness also showed improvement with shock: 


treatment. Two patients improved with ill- 
ness who did not with shock, while 7 patients 
improved with electric shock who did not do 
so with physical illness. Of the latter group 
it is interesting that I patient who showed 
no change after dental extraction under gen- 
eral anesthesia then received metrazol shock 
therapy without change but was much im- 
proved after electric shock therapy. 

Three more patients had insulin shock, 
making a total of 21 patients who had some 
form of shock treatment. All 3 had dementia 
precox (2 catatonic, 1 hebephrenic). One 
of these suddenly became mentally clear for 


twenty-four hours immediately following his ` 


recovery from general anesthetic for appen- 
dectomy., He then relapsed completely to his 
regressed, disturbed state and was later much 
improved after six weeks of insulin shock 
treatment, finally being discharged from the 
hospital as much improved after two months. 

Another patient who was much improved 
mentally for two months after the repair of 
a perforated peptic ulcer, showed some im- 
provement for one month after insulin shock 
treatment but then relapsed. The third pa- 
tient showed no response to either physical 
illness or insulin shock treatment. 

In reviewing those patients who had some 
form of shock treatment as a group, there 
were 10 who improved both with shock 
treatment and following their physical ill- 
ness. Three patients improved with illness 
who did not do so with electric shock, 7 
improved with shock who did not do so with 


H. E. CLOW AND C. T. PROUT 


18- 


their illness, and 1 did not improve with 
either. 

As to the condition of these patients at the 
time of discharge, it is noteworthy that of 
the Io patients who were improved, both in 
relation to shock therapy and shysical illness, 
3 were recovered, 3 were much improved, 2 
were improved and 2 unimp-oved—8o per- 
cent showing improvement. Of the 3 who 
improved with illness but not with shock, 
I was much improved and 2 were unim- 
proved at the time of discherge. Of the 7 
patients who were improved with shock but 
not with physical illness, I was recovered, 4 
were much improved and 2 were unimproved 
(71 percent improved). The individual 
who was not improved witi either shock 
treatment or illness continued unimproved. 

In brief, those patients who showed a 
capacity for improvement in relation to both 
shock therapy and intercurrent physical dis- 
order did better than those who showed im- 
provement in relation to illness or shock 
alone, while the individual who showed no 
response to either remained unimproved. 

Of those who remained inimproved at 
the time of discharge, 1 patient had hebe- 
phrenic dementia precox, 2 had paranoid 
dementia przcox, I catatonic dementia 
precox, I dementia præcox, depressive 
type, I involutional melancholia, and 1 in- 
volutional psychosis, paranoid type. O: 
the 13 patients who were completely re- 
covered or much improved, 5 had involu- 
tional melancholia, 3 had manic-depressive 
psychoses, depressed type, 3 manic-depres- 
sive, mixed type, 1 dementia precox, de- 
pressed type, and 1 catatonic and 1 hebe- 
phrenic type. 

A comparison of the reactions of patients 
io intercurrent physical disorcers due to self- 
inflicted injuries as against accidentally sus- 
tained injuries proved of some interest. Nine 
were treated for self-inflicted injuries (4 
fractures, 4 severe lacerations, and 1 an in- 
halation of a dental bridge, necessitating 
bronchoscopy). Of these 9 patients, 8 were 
improved, 3 of the improvem2nts being sus- 
tained; I was worse followirg the incident 
With respect to diagnosis, 2 of these were 
classified as dementia preecox. 3 involutiona! 
melancholia, and 4 manic-cepressive psy- 
choses. The personalities of these patients 
prior to the intercurrent illnesses were re- 
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l garded as aggressive in 2 instances, passive 
in 5 and mixed in 2. 

The reactions, then, in this group occurred 
mainly in the affective group with passive 
personalities. This group revealed a definite 
tendency to improve with self-inflicted ag- 
gressive activity. Only 3 of these patients 
had undergone electric shock, 2 revealing 
temporary improvement and I no change. 

Thirteen patients sustained accidental in- 
jury with fractures predominating in a total 
of g cases. Other ‘accidental injuries con- 
sisted of I case of multiple bruises, 2 with 
sprained ankles and 1 with a ruptured Achil- 
les tendon. Of these 13 patients Io were im- 
proved following the injury, 9 of them tem- 
porerily and 1 showing sustained beneficial 
change. Three showed no change and none 
was worse. As to diagnoses in this group, 
4 were classified as dementia precox, 7 as 
types of manic-depressive psychoses and 2 
as psychoneuroses, Six revealed aggressive 
personalities, 4 were passive and 3 were con- 
sidered cf a mixed type, prior to their illness. 

Here, too, the ratio of improvement was 
greater in our tctal series, with a relation of 
10 improved and 3 unimproved, as compared 
with 67 improved and 33 unimproved in the 
whole series of 100 patients. 

Only 3 of this group received electric 
shock with 2 showing improvement and I 
no change. 

Two case reports follow illustrating mental 
recovery apparently precipitated by inter- 
current physical disorders. 


1. A 26-year-old man was admitted to the hospital 
on August 21, 1936. He was of English ancestry 
with no known heritage of nervous or mental dis- 
orders. Small and stocky as a child, he had pneu- 
monia at nine months which was followed by re- 
currant attacks of bronchitis, with a second and 
third attack of pneumonia at six and nine years of 
age. He is said to have made the most of his op- 
portunities afforded by these illnesses to obtain 
attention and special privileges from his family. A 
quiet, phlegmatic child, he nevertheless was a good 
mixer and preferred the company of others to being 
alone, During adclescence his physical health im- 
proved. He then tecame more active in sports but 
was said to have taken things easily and to have 
waited urtil urged before engaging in outside ac- 
tivities. After graduation from high school he took 
a course in pharmacy with the expectation of enter- 
ing his father’s pharmacy business. This he did but 
in 1931 his mother died and a year later he was 
thrown on his own resources for the first time in 
his life by the death of his father. He then took 


an apartment with his sister but made so many 
demands upon her that she preferred to live else- 
where. 

Upon taking over the management of his father’s 
drug store, the business did not go well due to the 
fact that he was impractical and unimaginative. 

In June, 1936, it was observed that he was be- 
coming more than usually phlegmatic and sleepy. 
He exhibited a gradually increasing depression of 
mood and retardation of activity, followed by un- 
due self criticism and later overconcern as to his 
physical health. In July he entered a general hos- 
pital where numerous tests and examinations were 
reported as negative but his mental symptoms be- 
came more marked. Early in August he was sent 
tc a neurological service where he continued to be 
retarded, depressed and ‘self-depreciatory, finally 
resulting in his admission to this hospital. 

Here his physical findings were not remarkable, 
but he revealed a depressed, hopeless attitude, ad- 
mitted suicidal thoughts, was retarded and self- 
critical and. indecisive. 

On December 31, 1936, he had a sudden elevation 
of temperature to 103 with a complaint of sore 
throat. Given local treatment the temperature sub- 
sided and remained normal for four days, when he 
again complained of severe sore throat and was 
again found to have a fever. Hemolytic streptococci 
were found to be the predominating organism pres- 
ent in the throat. Leucocytes rose to 20,000 with 
93 percent neutrophiles in the differential count. 
In the succeeding two weeks the patient’s tempera- 
ture varied between 99 and 103 and he lost some 
weight. 

Throughout his physical illness he presented few 
complaints, was very cooperative to his treatment 
and with the attention given seemed no longer. de- 
pressed. On January 19 he was permitted to sit 
up in a chair and a notation indicates that he was 
pleasant and amiable. On January 23 and 24 he 
expressed some concern over his physical illness but 
by January 27 it was observed that he was jovial 
though still weak and tired. He gradually became 
more active, cheerful and more sociable. By Feb- 
ruary 23, 1937, he was given ground privileges and 
on March 5 hegan a series of short visits to his 
sister's home. Coincidentally with the improvement 
from the intercurrent physical illness he underwent 
a marked and sustained change in mood becoming 
cheerful and optimistic. On April 8 he had a 
tonsillectomy under local anesthesia without ad- 
verse reaction and by mid-April he left the hospital 
on extended visit to return to his work managing 
the drug store apparently recovered from the mental 
illness. Three months later it was reported by his 
sister that he was entirely recovered and was work- 
ing regularly. 


This case is of interest in that it reveals a 
passive individual who under stress of re- 
moval of his parental security, the sudden 
necessity for assumption of some aggres- 
siveness in the management of a business 
left to him by the death of his father, gradu- 
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ally slipped into a retarded depression. The 
intercurrent physical disorder appears to 
have provided again the attention he had 
missed, with a decreasing necessity for the 
protection of the illness. There was a 
gradual misuse of aggressive interests stimu- 
lated by continual concern over the reality 
of his illness. The improvement associated 
with the intercurrent physical illness con- 
tinued on to recovery and appears to have 
been the precipitating factor. 


2. A 44-year-old married professional man was 
admitted to the hospital on April 17, 1939, having 
been referred because of depression, fears, indeci- 
sion, self-depreciation, and a wish to die. He had 
developed a feeling of panic making him unable to 
go outside alone. He had given up his work be- 


cause he felt ashamed to see people and because he. 


could not concentrate. 

His condition which had been of several weeks’ 
duration was apparently precipitated by a feeling 
of insecurity and inadequacy at the prospect of 
changing his place of work and his well established 
mode of life. 

The family history revealed that the father and 
a paternal aunt had died of cardio-vascular disease. 
The mother was a nervous woman given to worry, 
while a brother was subject to mild mood swings. 

The patient had been a healthy child. He had 
done only fairly well at school although he was very 
studious. Always an outwardly passive individual 
he had few friends, was self conscious with girls, 
had very restricted interests and spent little time 
in recreation. His habits were very temperate. 
Following his marriage at the age of 26 he had a 
mild depression following which marital adjustment 
was good. 

At the time of admission to the hospital examina- 
tion showed a short, pyknic male in good physical 
health. Mentally the patient was depressed, re- 
tarded, hopeless and self-depreciatory. He said 
that he was a “faker and a coward.” He was con- 
sidered to have manic-depressive psychosis, de- 
pressed type, and to be very suicidal. 

His psychotic depression continued without im- 
provement for eight months after admission when 
he inhaled a dental bridge which lodged in his 
bronchus. He stated that he had done this with 
suicidal intent. He soon developed a temperature 
of 103.4 and expectorated thick, purulent material. 
The hooked denture was removed with great diffi- 
culty with the use of the bronchoscope. 

The patient was worried about his condition and 
the desire to live now interested him more than his 
previous depressive, self-depreciatory trends. He 
rapidly recovered from his depression and within 
two months was entirely well and back in the full 
swing of his work. 


The history of this interesting patient 
demonstrates the not uncommon mental im- 
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provement following suicidal injuries and 
their complications. It has been noted that 
of the g such cases studied here, 8 showed 
improvement; of these, 3 went directly on 
to full recovery from their mental condition. 


SUMMARY 


This study demonstrates statistically in 
an unselected group of 100 male patients the 
frequent favorable influence of intercurrent 
physical disorders upon the course of mental 
illness. Not infrequently, as seen in 11 per- 
cent of the patients, the physical illness ap- 
pears to precipitate recovery. The ana_ysis 
of the 100 cases has revealed that the age of 
the patient is of little or no significance. The 
duration of the mental illness prior to the 
appearance of the physical disorder, however, 
does appear to have significance; of taose 
hospitalized less than one year, 75 percent 
revealed improvement, while in those hespi- 
talized for mental illness over one year, only 
40 percent showed improvement following 
intercurrent physical disorder. Personality 
factors, whether of aggressive or passive =ype ` 
as judged by outward behavior appeared 
from this study to have little or no influence 
on the reaction to physical disorder. In zon- 
trasting the two most frequently obse-ved 
trends it was observed that improvement was 
more consistently associated with a depres- 
sive trend than with a persecutory trend. 

Accidental or self-inflicted injuries proved 
to be a stimulus for improvement in a high 
proportion of patients. There were 9 self- 
inflicted and 13 accidental injuries making a 
total of 22 patients injured, with improve- 
ment occurring in 18 instances or in ove- 85 
percent of these patients. The patients with 
self-inflicted injuries did somewhat better 
as a group than those with accidental 
injuries. 

Generally speaking, these patients “ho 
showed mental improvement in relation to 
physical disorder also did so with shock trzat- 
ment although a substantial number im- 
proved with shock treatment who did not 
do so with intercurrent physical illness. In 
those who showed a capacity for improve- 
ment in response to both shock therapy and 
physical disorder, the prospect of sustained 
improvement or recovery was better than in 
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those who were improved in relation to 
physical illness alone or shock therapy alone. 

A total of 67 of the 100 cases showed im- 
provement following intercurrent physical 
disorder, with the improvement proceeding 
directly to recovery in 11 patients. The most 
striking and consistent change appeared in 
the 34 manic-depressive cases, with improve- 
ment in 26 instances. The manic-depressive 
depressed group, however, did the best with 
I4 out of 15 showing improvement. The 
patients who already had organic brain dis- 
ease, as might be expected, did least well 
in relation to intercurrent physical illness 
with 2 out of 8 made mentally worse. 

This study of a group of 100 patients 
definitely suggests that one factor determin- 
ing the mental improvement often associated 
‘with intercurrent physical disorder is a stimu- 
lation of the patient’s interest toward the 
realistic goal oi recovery through a threat 
to his physical existence. It is as if the ag- 
gression and interest which is withdrawn 
from external reality and turned inward into 
the relatively useless fabric of mental illness 


can often be organized and more realistically 


A STUDY OF THE MODIFICATION OF MENTAL ILLNESS . 


[ Sept. 


directed outward by the patient confronted 
by the fear of death which is phylogenetically 
perhaps his most fundamental concern. For 
this reason it might be expected that even 
the most chronically regressed mental pa- 
tients may show a definite temporary mental 
improvement associated with physical illness 
while more acutely ill patients may be stimu- 
lated into recovery. It might also be antici- 
pated, as our results show, that the interest 
of the manic-depressive, depressive, patients 
whose aggression appears so relatively well 
organized even though turned inward, could 
most easily be turned back into external 
reality with a resulting high rate of improve- 
ment or recovery. 

A comparison of the mental responses of 


the patients who also had shock treatment 


suggests that the improvement found in 
association with intercurrent physical illness, 
as well as with the manipulations of shock 
treatment, may have the factor in common 
of providing a threat to the patient which 
stimulates the organization of his capacities 
in a striving toward the biologically funda- 
mental direction of recovery. 


NAIL BITING 


ĪNCIDENCE, ALLIED PERSONALITY TRairs AND MILITARY SIGNIFICANCE 
JOEL MILAM HILL, Compr. M.C. (S), U.S. N.R. 


This paper was written because nail biting 
usually has been considered a nervous per- 
sonality trait; many of our armed forces 
have been evacuated from combat areas 
because of nervous disorders; and it was 


thought that a study of nail biters who had. 


experienced foreign and combat duty might 
help in determining the degree of military 
significance of nail biting, and hence might 
be an aid in selecting those whose person- 
alities were useful for military combat 


`, purposes. ; 


A study was made of the personalities 
of nail biters, the prevalence of nail biting, 
and the military and combat usefulness of 
nail biters among naval and marine male 
enlisted personnel who were evacuated to 
a hospital in this country from the Pacific 
battle area because of nervous conditions. 
These did not include psychoses or psycho- 
pathic personalities. From 223 routine ad- 
missions, 100 cases of nail biting were col- 


lected, ż.e., 45% of these were nail biters. © 


More than half of them bit their nails periodi- 
cally or continuously since their earliest 
recollections. The remainder began the habit 
in association with combat, or gave it up 
before their present illness. Of the 100 pa- 
tients, 73 were marines and 27 were sailors. 
When this study was made, two-thirds of the 
patients at this hospital were marines. 

The family history of these patients was 
studied, and it was found that 25% of them 
had parents or older siblings who were nail 
biters. 

Of the entire group of nail biters, 73% 
had an unduly irritable disposition. They 
described their tempers as “quick, violent, 
high, hot.” They said they “get mad real 
quick,” “get mad all at once,” “fly off the 
handle easy,” and “flare up and blow up.” 
Among those with unusually irritable na- 
tures, only 30% had any civil or naval legal 
offenses; and in the entire group a frequent 
complaint was that of fear lest they not 
have “clean record.” These figures may be 


influenced by the absence >f psychopaths 
and psychotics from this study. 

The most frequent circumstances tnder 
which nail biting occurred were reviewec. 
In one-half the patients, it happened -vhea 
they were in tense, emotional situations, as 
“when I am‘mad and can’t do any7hinz 
about it” ; when observing movies of murder 
and war; and in combat, afer it, or while 
thinking of it. A second fr2quent occasioz 
for nail biting was during periods of inac- 
tivity enforced by others or themselves. A 
desired result was to aid in concentratinz 
attention, as “to clear my m_nd when abort 
to fight,” and “to make decis.ons.” A casuzl 


TABLE I 
Aer 
Aver age Aver % 
age morths age +eture 
months tropi- days ing 
ser- czl com- to 
vice ditty bat duty 


Part A—entire group 

of nail biters....... 27 13 72 45 
Part B—bad tempers 

with many fist fights. 32 2) 81 55 ` 
Part C—bad tempers 

with few or no fist 


ASH 525 gen haves 30 5 58 I4 
Part D—tremble and 
weep when angry.. 22 I2 40 35 


explanation of nail biting was described es 
“just catch myself doing it not thinking.” 
Here there was usually the interpolation, 
“ashamed of doing it,” or “I know becter.” 
These addenda were given voluntarily kv 
those whose nail biting start2d in childaood. 
Other explanations were, “don’t know,” and 
“just a habit, like smoking.” 

The military useftilness of nail biters was 
determined by estimating the time they were 
in the service, the amount of tropica. ard 
combat duty they experienced, and their will 
and ability to return to dut7 after adequaze 
treatment. _ 

According to Table I, part A, it is okvious 
that the entire group of nail biters were not 
without military usefulness. 
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A study of individual case histories re- 
vealed that some nail biters had undergone 
prolonged, tropical, combat duty, and after 
treatment were able to return to duty; others 
were found less useful for military combat 
purposes. 

An illustration of the latter group is seen 
in: 


Case 1.—-This was a 23-year-old marine. His 
nail biting was of many years duration. He char- 
acterized Ít as, “I just chew on my little pinkeys” 
(the tips cf kis little fingers). He said he bit his 
nails. “jus: to have something to do; it’s a bad 
habit; it broadcasts you are nervous.” Other early 
neurotic traits included fear of the dark, fear of 
crowds, sl2ep talking, and sleep walking all of 
whica persisted until 4 years after puberty. His 
usual reaction to his very quick temper was to weep 
and trembls. He never had a fist fight. His strict, 
irritable father beat him unmercifully when he erred. 
This was 2 frequent occurrence. 

During his 14 days of military combat duty, “my 
hands parelyzed. I trembled and cried. I didn’t 
even shoct at a Jap. I couldn’t do it. I was just in 
a fox-hole. They thought I was yellow.” 


A nail biter useful for combat duty is 
seen in: 


CASE 2.—This 21-year-old marine had bitten his 
nails since childhood. His right index finger nail 
was bitten most frequently. “I have to bite him all 
the time.” This occurred most frequently while he 
observed murder mystery movies, and when “sitting 
down doing nothing.” He had few early neurotic 
traits. He characterized his temper as “quick and 
soon over it.” He had more than the usual number 
of fist fights; and when angry, “I often hit ’em.” 
He had no complaints about his parents whom he 
considered happily married. 

In his go days of military combat experiences, “I 
didn’t mind killing ’em. One Jap made me mad 
keeping on sniping. So I cut his throat and stuck 
a branch through him. He looked funny. I won- 
dered why I did it.” He was evacuated to this 
country when he received a severe blast concussion. 


An effort was made to determine the 
characteristics of nail biters who were useful 
for military combat duty. The numerical 
frequency of early neurotic traits was re- 
viewed and it was found that those with few 
of these traits did better than those with 
many of them. 

Since z violent temper was a trait common 
to 73% of the nail biters, it was considered 
pertinent ta investigate the reactions of 
- these patients to their rage. It was found 
that 27 of them had numerous fist fights 
since childhood; and 46 gave a history of 
very few or no fist fights. Table I, parts 
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B and C, shows that those with numerous 
fist fights were more useful for military and 
combat purposes than those who had few 
or no fist fights. 

A study of the child-parent relationship 
among those who were not apt at fist fighting 
revealed that the patients complained of 
their parents in the following order of fre- 
quency: parents divorced or dead; drunken 
father who beat the family; parents who 
quarrelled or fought ; quick tempered parents 
who beat their children unmercifully ; parents 
who were “too good” and seldom corrected 
the child; and parents who worked, so that 
“there wasn’t much home life.” These com- 
plaints about parents were absent or of much 
less frequency among those who reacted to 
their anger by fist fighting. 

The group who had no fist fights explained 
their peculiarity in the following ways: “I’m 
atraid for myself for what I might do,” 
“afraid I might hurt some one,” “if I get 
mad I would really cut em up,” “once when 
mad I tried zo kill my best friend,” and “I 
get all excited and fouled up and shake. 
That’s what makes me a poor fighter.” 

Among those with violent tempers, the. 
usual reaction of weeping and trembling 
when angry was present in 28 patients, most 
of whom were in the group who had few 
or no fist fights. As may be seen in table I, 
part D, the military combat‘usefulness of 
those who trembled and wept, compared 
unfavorably with that of the entire group of 
nail biters. 

The combat experiences of the 100 nail 
biters were studied. It was found that 19 
had no combet; 50 had a nonchalant reaction 
to combat killing; 6 boasted of enjoying it; 
and 25 were emotionally disturbed by it. 

The reasons for emotional disturbance by 
combat killing were described as: “The Japs 
are like you and I. They have families,” “I 
ain’t stepping out of my way to be a Silver- 
Star guy,” “the sight of blood makes me 
puke,” “I don’t like to see anything killed. 
In the Bible it says you shouldn’t be a killer.” 

The reactions of those who enjoyed com- 
bat killing or had a nonchalant reaction 
toward it were reviewed: “It relieved my 
tension to kill Japs,” “I got a kick out of 
watching ’em fall,” “It was either me or him,” 
“I got a grudge against them, account it 
was them that made me go over there,” “I 
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enjoyed killing ’em. It was just like killing 
a rat.” 

Among the 46 patients with strong tempers 
who had few or no fist fights, 64% were 
unduly emotionally disturbed by combat ex- 
periences, 23% reacted nonchalantly, and 
13% experienced no combat. Also among 
the 28 patients with trembling and weeping 
reactions to their violent tempers 57% were 
unduly upset emotionally by combat killing ; 
21% reacted nonchalantly to it; and 22% 
had no combat. 

A comparative study was made on naval 
male enlisted personnel who had experienced 
combat in the Pacific or Atlantic battle areas, 
who had no sick list admissions because of 
nervousness and who were separated from 
naval service by the point system. The study 
was made soon after the end of World War 
II, when separatees had experienced pro- 
longed foreign combat duty. From 1571 
such routine separatees, 100 cases of nail 
biting were collected, 1.2., 6% of them were 
nail biters. Of these, more than half bit 
their nails as long as they could recall. The 
remainder started it in association with 
combat, or gave up the practice before join- 
ing the Navy. Of the 100 cases, 75% had 
a temper of average or less than average 
degree; 90% had experienced an average 
or more than average number of fist fights; 
and 93% had never trembled and wept when 
angry. 

SUMMARY 


Patients evacuated to a naval hospital in 
this country from the Pacific battle area be- 
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cause of nervous conditions, excluding psy- 
choses and. psychopathic personalities, were 
examined in regard to nail biting. From 
routine admissions, 100 nail Liters were col- 
lected. The frequency of the condition was 
determined. By studying the personalities, 
service and combat reactions of these pa- 
tients, an effort was made to throw some 
light on the personalities of aail biters and 
the military usefulness of tiose who bite 
their nails. A comparative study was made 
on 100 nail biters who had ex>erienced com- 
bat, who had no sick list admissions because 
of nervousness, and who were separated from 
naval service by the point system. 


CONCLUSIONS 


I. In military combat, nail biters generally 
are less useful than non-nail diters. 

2. However some nail biters undergo com- 
bat without hospitalization for nervousness ; 
and many nail biters experience prolonged 
combat prior to hospitalizaticn for nerzous 
conditions. l 

3. Nail biters least usefu. for miliary 
combat purposes are characterized by: 

(1) Unhappy child-parent relationshin. 

(2) Multiple early neurotic traits. 

(3) Very irritable, explostve temper. 

(4) Usual reaction of weeping and tremb- 
ling when angry. 

(5) Infrequency or absence of fist fights 
in early life. 

(6) Emotionally disturbed response to 
combat killing. 


A PSYCHOSOMATIC APPROACH TO THE PROBLEM OF 
STUTTERING IN PSYCHOTICS 


DOMINICK A. BARBARA, M.D., Centrar Isur, N. Y. 


_ In the evolution of man, speech is the most 
highly integrated function. It has served as 
one of the most directed means of expression 
toward establishing interpersonal relation- 
ships. 

Disturbances along the pathway and levels 
of speech may be of three varieties, namely: 
(1) disturbances of phonation and articula- 
tion; (2) disturbances in symbolic expres- 
sion, and (3) disturbances in rhythm. A 
disturbance of the latter type is commonly 
known as stuttering or dysphemia. 

In the realm of speech disorders, stutter- 
ing plays a most prevalent and important 
role. ‘Attempts to study and classify this 
syndrome have been made by the psychia- 
trist, the neurologist, the laryngologist and 
the sociologist. In spite of the wide number 
of theories that have been offered with re- 
spect to the nature, etiology and treatment 
of this condition it still remains a topic of 
considerable discussion and controversy. 


METHOD OF STUDY 


The present investigation was conducted 
among psychotic patients at the Central Islip 
State Hospital. Only those patients who 
exhibited definite symptoms of stuttering 
were selected for study; patients who were 
mute, disturbed and resistive, and those 
whose stuttering syndrome was masked by 
some allied speech disorder were excluded. 
In the study of the case material special 
consideration was given to possible relation- 
ship of neuropsychiatric and psychosomatic 
disorders with the problem of stuttering. 


OBSERVATIONS 


The observations derived from this study 
were divided into two categories. The first 
or neuropsychiatric study is indicated in 
Table I, and consists of the age, sex, psy- 
chiatric diagnosis, personality make-up, 
family history (including inherited and con- 
stitutional factors), emotional behavior at 
the time of examination, and a superficial 
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neurological and physical examination. The 
second part consists mainly of personal in- 
terviews with the patient in which data rela- 


tive to the underlying psychopathology of 


the stuttering symptom were formulated. 


Part I. NEUROPSYCHIATRIC STUDY 


The material selected for study was rela- 
tively small in comparison to the total num- 
ber of resident patients, namely 20 in about 
7,000. It included 16 males and 4 females, 
17 to 55 years old, the average age being 34 
years. It was interesting to discover that 
only one in every 350 psychotic patients, or 
.28 percent, stuttered. This percentage is 
small in contrast to the incidence of stutter- 


_Ing among the general population in this 


country, which is about one percent, amount- 
ing to about a million and a quarter. How- 
ever, allowances must be made for some 
degree of error in a study of this kind. 
The patients were diagnosed according to 
the classification adopted by The American 
Psychiatric Association, There were II 
cases of dementia precox (6 paranoid, 4 


‘hebephrenic, I catatonic), 3 cases of psy- 


chosis due to convulsive disorders, 2 manic- 
depressive-manic psychosis, I case of psy- 
chosis due to mental deficiency, 1 with alco- 
holic psychosis-pathological intoxication, I 
psychoneurosis-psychasthenia, and 1 case of 
psychosis with epidemic encephalitis. 

With respect to their personality traits 
patients were classified as introverts or ex- 
troverts. This simple classification does not 
fully describe all personality characteristics, 
but serves as a measure of the predominant 
attitudes of the individual in meeting life 
situations. Table II shows that 15 cases were 
of the introvert type and 5 cases extrovert. 

The family history presented some out- 
standing neuropsychiatric or psychosomatic 
disorder in every case except in two where 
such information was not available. In the 
majority of the cases there was a definite 
history or indication of some immediate 
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Age |Sex 
33 | M 
41 | M 
55 M 
39 | F 
39 | F 
46 |M 
23 
131M 
36 | M 
32 |M 
24 
36 
2 | M 
35| F 
50 | M 
50 F 
29 |M 
ar iM 
28 iM 
7iM 


Psychiatric 
l diagnosis’ 


Dementia præcox, 
paranoid type. 


Dementia precox, 
paranoid type. 


Dementia preecox, 
paranoid type. 


Dementia preecox, 
paranoid type. 


Dementia preecox, 
` paranoid type. 


Dementia precox, 
paranoid type. 


Dementia. preecox, 
hebephrenic type. 


Dementia precox, 
hebephrenic type. 


Dementia præcox, 
hebephrenic type. 


Dementia precox, 
hebephrenic type. 


Dementia przecox, . 
catatonic type, 


Psychosis due to con- ; 
vulsive disorders, 
excitement. 


Psychosis due to con- 
vulsive disorders, 


epileptic deteriora-. 


tion, 


Psychosis due to con- 
vulsive disorders, 
clouded states. 


Manic-depressive, 
manic psychosis. 


Manic-depressive, 
_ manic type. 


Psychosis with men- 
tal deficiency. 


Fsychoneurosis, 
psychasthenia. 


Psychosis due to alco- 


hol, pathological 
intoxication. 


Psychosis with epi- 
demic encephalitis 


TABLE I- 
NEUROPSYCHIATRIC STUDY 


_ Family history including 
inherited and constitutional 
factors 


Parents are first cousins, temper- 


amental, demanding, rigid. 


Mother neurotic, killed under a 
truck when patient was 12 
years of age. Father alcoholic. 


Father psychotic--committed 
suicide. 


One sister psychotic. Another 
sister chronic alcoholic. Mother 
neurotic. 


Questionable history insanity 
in family. 


Brother psychotic. Mother high- 
strung, temperamental. 


Family history not available. 


Mother neurotic. Maternal aunt 
psychotic. Both parents worri- 
` some. 


Mother psychoneurotic, overpro- 
ductive, temperamental. 


Mother neurotic. Father alco- 
holic, both parents nervous, 
‘worrisome, unstable. 


Family history not obtainable. 


-Mother neurotic, diabetic. Fa- 
ther died when patient was 6— 
cause not known. 


Both parents were drug addicts 
Mother had epilepsy and at- 
tempted suicide several times. 


Mother psyclioneurotic. Paternal 
cousin feebleminded. 


Both parents unstable, not un- 
derstanding, demanding, rigid. 


Mother psychotic, Maternal aunt 
committed suicide. 


Mother neurotic. Father died of 
diabetes mellitus. 


Parents unstable, sensitive, inse- 


cure. Mother overprotective. 


Mother highly neurotic. Father 
domineering, stern and rigid. 


Mother is mentally defective. 
Two maternal aunts and 
maternal cousins psychotic. 


Emotional 
behavior 


Impulsive, quarrel- 


some, tense. 


Inferior, fearful, 
tense, dependent, 
submissive. 


Seclusive, surly, 
antagonistic. 


Suspicious, moody, 
irritable, 
egocentric. 


Fearful, inadequate, 
delusional. 


Tense, anxious, fear- 
ful, delusional. 


Disturbing, tense, 
assaulting 
tendencies. 


Aggressive tendencies, 
disturbed, quarrel- 
some, tense. 


Inferior, seclusive, 
tense, dependent. 


Silly, manneristic, 
childish, inade- 
quate, superficial. 


Withdrawn, shy, se- 
clusive, manneristic, 


Suspicious, irritable, 
defensive, impul- 
sive. 


Psychopathic tenden- 


cies, irritable, dis- 
` turbing, aggressive. 


Confused, seclusive, 


deteriorated. 
Excited, tense, in- 


creased psychomo- 
tor activity, flight 
of ideas. 


Tense, excited ag- 
_ gressive, anxious. 


Impulsive, aggressive, 
fearful, tense. 


Dependent, submis- 
sive, compliant, 
non-assertive. 


Fearful, tense, de- 
pendent, anxious. 


Sexual degenerate, 
too impulsive, 
aggressive, tense, 
disturbed. 


Physical findings 


Asthenic habitus, congenital ozganic 


brain pathology, generalized as- 
symmetry between sides of body. 


Asthenic habitus, history of diabetes 
mellitus, anxiety features. 


Clinical evidence of pulmonacy tu- 
berculosis. 


Dysplastic habitus, enlargement lef= 
side of heart, marked hirsatisim 
and masculine features 


Asthenic habitus, 
positive Babinski. - 


extrasvstoles 


Asthenic habitus, chronic anxiety 
symptoms. 


Asthenic habitus, chronic anxiety, 
symptoms. 


Asthenic habitus, 
toms, 


anxiety 3ymr- 


Asthenic habitus, negative physical 
findings. 


Asthenic habitus, chronic eczeme, 
anxiety symptoms. 


Asthenic habitus, 
toms. 


anxiety symp- 


Asthenic habitus, history of early 
spinal meningitis, irregularties cf 
pupils, ataxic gait. 


Systemic syphilis, bilateral cornec! 
opacis positive Babinsk.. 


Dysplastic habitus, history ot spinal 
meningitis, hirsutism and masct- 
line features. : 


Asthenic habitus, negative paysica. 
findings. 


Dysplastic “habitus, anxiety fea- 
tures, cardiac pathology, vasome- 
tor disturbances. 


Asthenic habitus, exophtkalmos, 
sinus arhythmia, gastro insestinal 
disturbances. 


Asthenic habitus, physically nega- 
tive. 


s 


Asthenic habitus, moderate scleros3 
of retinal vessels, liver pataclogy, 
anxiety features. 


Frohlich constitution, mammary 
glands over-developed, “emak. 
distribution of pubic hair sligh- 
facial masking with lblateral 
ptosis of eyelids. 
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member of the family having psychotic mani- 
festations, more often on the maternal side. 
In every case, one or both parents were de- 
scribed as nervous, temperamental, worri- 
some, demanding, rigid, not understanding ; 
and frequently an attitude of overprotection 
or lack cf sympathy appeared to be present. 
The family environment and parent-relation- 
ship in most instances were characterized by 
a lack of warmth and affection, and frequent 
emotional stirring. 

There was found to be definite emotional 
instability in each individual case, and in the 
majority the underlying tension and anxiety 
features were marked. 


TABLE II 
Intro- Extro- 
Diagnosis verts verts Total 
Dementia precox: 
Paranoid (s5s.bse0 eres - 5 I 6 
Hebdephrenic ........ 3 I 4 
Catton, oaeiae I O I 
Psychosis due to convul- 
sive disorders .... 2 I 3 
Maniz-depressive psy- 
choses ceulededawes O 2 2 
Psychoneurosis : 
Psychasthenia ...... I o I 
Alcoholic 2sychoses: 
Patholozical intoxica- 
HO Goeree taen I 0 I 
Psychosis due to mental 
deficiency ........ I o I 
Psychosis with epidemic 
encephalitis ....... I 6 I 
I5 5 20 


Patients of the schizoid variety were seclu- 
sive, shy, fearful, submissive, non-assertive, 
withdrawn, egocentric and highly dependent. 
The more deteriorated types were surly, 
untidy, manneristic, confused, silly, inade- 
‘quate, childish, superficial and presented 
some degree of sensorial cloudiness. The 
few cyclothymic types present were dis- 
turbed, assaulting, talkative, antagonistic, 


flighty, impulsive and presented frequent 


mood changes. 

The physical examination revealed no out- 
standing pathological features. The body 
builds were predominantly of an asthenic va- 
riety in the male sex, and of a dysplastic na- 
ture in the female. One male presented a 


fairly typical Fröhlich constitution with 


marked obesity, underdeveloped genital 
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organs, overdeveloped mammary glands, and 
female distribution of pubic hair. In two of 
the female group hirsutism and masculine 
features were marked. The prevalent physi- 
cal diseases observed were cardiac irregu- 
larities, gastro-intestinal disturbances, spinal 
meningitis, epilepsy, systemic syphilis, dia- 
betes mellitus, and one case of active pulmo- 
nary tuberculosis. 

The neurological examination revealed no 
evidence of peripheral neuro-muscular in- 
volvement nor were there any pathological 
disturbances of the speech organs. Deep re- 
flexes were slightly exaggerated, but equal on 
both sides and of no pathological significance. 
A true Babinski sign was found in two cases, 
one of which was an individual with systemic 
syphilis. In nearly every case there were 
symptoms of acute or chronic anxiety, char- 
acterized by excessive sweating of the hands 
and feet, fine tremors of the outstretched 
hands, occasional tics and twitches of the 
face and upper extremities, and the so called 
parakinesias or purposeless, jerky and ir- 
regular movements of the body, usually asso- 
ciated with the tension factors of stuttering. 
During the marked phases of stuttering, signs 
of vasomotor instability associated with 
blushing, cardiac palpitation, dilated pupils, 
and variations in blood pressure were fre- 
quent. _ 

The lack of consistency and uniformity of 
physical findings may lead to the conclusion 
that physical factors play no part in the 
etiology of stuttering. - 


‘Part II. PSYCHOPATHOLOGY OF THE 
STUTTERING SYMPTOM 


1. Age of Onset and Sex-Disiribution.— 
According to Glauber, about go percent begin 
under the age of 10 and the majority of these 
start in the first five years. He states, “These 
are the years when the first major social ad- 
justments begin. The early incidence of this 
syndrome end its continuation without a 
break through childhood, adolescence and 
adulthood, despite many spontaneous re-. 
coveries and improvements, is of the utmost 
significance. It is in marked contrast to al- 
most.all the other clinical forms of psycho-. 
neuroses which have a later onset. In stut- 
tering, due to the early onset and continuation 
of the syndrome, there results an arrest of 
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emotional development and a disturbance in 
interpersonal relationships that is most per- 
vasive and that marks the condition as a 
unique and profound character neurosis.” 
Orton divides the onset of stuttering into two 
periods, one beginning at the period of speech 
learning (2-3), and the other at the time 
of writing (6-8). | 

The question of sex distribution in stut- 
terers remains as yet in a controversial state. 
The males are from four to eight times as 
frequently affected as females. Greene offers 
the most conclusive explanation; he states, 
“that early environmental stress is never as 
hard on girls as on boys. The element of 
social competition enters into the life of even 
the youngest boys much more decisively than 
into that of girls. For the little girls play 
with each other in groups, the same as they 
did when they played with their mothers or 
sisters at home, while the boy is injected im- 
mediately into an incomparably more stren- 
uous atmosphere of group games in which 
the prowess of much older boys sets the 
standards. In other words, the social impact 
is stronger in the male sex and stuttering 
therefore must be common. Also an addi- 
tional hardship for the male is the fact that 
mothers usually center their affection on him, 
injudiciously shielding him and thereby 
weakening him, with the result that he is 
unable to cope with the regulation environ- 
mental onslaughts.”’ 

With regard to -the development of the 
speech mechanism, Abt and his co-workers 
have reported that at 18 months only 14 
percent of the responses of boys are compre- 
hensible whereas in girls 38 percent are com- 
prehensible. According to Tilney and Casa- 
major, there is an earlier myelinization of 
nerve fibres in girls than in boys, coincident 
with development of speech function. Allen 
in a study of 300,000 cases concluded that 
females presented in many ways a greater 
physiological and neurological stability. 

In our study we found, through direct 


questioning of the patient or by information, 


received from some immediate member of 
the family, that 12, or 60 percent, ‘were able 
to recall the age of onset. The remaining 8, 
or 40 percent, were unable to recall the age 
of onset of stuttering. Ages recalled ranged 
from 5 to 8 years in all but two cases; in 
these the beginning of stuttering was noticed 
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after the age of 10. The patients’ recollection 
in these last two cases may not have been 
entirely trustworthy. 

2. Precipitating Factors.—The onsez of 
stuttering in childhood may >e precipitated 
by any experience which in a stuttering-cype 
individual generates anxiety end fear. Such 
traumatic experiences are fright, accicent, 
illness, operation, forcible conversion from 
left to right-handedness, or a tense and 
worrisome home environment. The-element 
of fright as a situational traumatic experience 
plays the most prevalent rôle. The most 
common experiences of this type are: being 
frightened by the dark or lightming ; receiving 
a severe punishing at the hards of a dcmi- 
neering and stern parent; being frightened 
by a dog or some other animal; being chesed 
or mobbed by a gang of “touga boys” ; being 
yelled at by an angered person; being thrown 
into water for the first time; and being 
caught in the act of masturbation by a parent. 

Of the 20 patients examinec 7, or 35 per- 
cent, could attribute the symptom of stut- 
tering to some specific happening. Eight, 
or 40 percent, felt that the primary cause of 
their stuttering was possibly a tense and 
worrisome environment, and 5, or 25 per- 
cent, were unable to cite a spec fic happen:ng. 

The following examples are illustrative of . 
those cases with known precipitating factors: 


1. L. H. an only child, was clesely attached to 
his mother who overprotected hin and held him 
very close to her “apron strings.” During his early 
childhood, she directed his mode of -iving and srook 
his feelings of security. She constantly spoke to 
him of the dangers and cruelties of the outside 
world, and forbade him to associaze with the rest 
of the boys in the neighborhood. He presented a 
history of nail-biting, enuresis at the age o= 9, 
and frequent nightmares of a terrifying nature. At 
the age of 6, after much persuasior, he went abng 
with a group of his playmates to a nearby vacant 
building which his mother had constantly warmed 
him not to visit, because “it was supposed tc be 
haunted.” As he entered the builcing, one of the 
older boys decided to play a prank on him by pash- 
ing him through.a doorway and rurning away with 
the rest of the group. This incideat of being iso- 
lated in a forbidden spot was oł a frightering 
nature, and subsequently he stuttered. 


2. N. H., a 35-year-old male, wa: the produc: of 
a domineering, stern and rigid mother and an al- 
coholic father who had little time to spend with 
his children. The family environment was one of 
constant friction and quarrels. At an early age he 
was subject to nail-biting, temper tantrums and 
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nightmares of “being beaten up.” His eldest brother 
was his constant and only companion and the one 
in whom he confided and whom he respected. At 
the age of 8 while chasing- his brother through the 
streets while playing he saw his brother being 
struck by a truck and instantly killed. Involun- 
tarilv following this tremendous psychic shock he 
began to stutter. 


3. R. B., a 50-year-old female, was reared most 
of her liie by a domineering and intolerant father 
who punished her frequently. When the patient 
was 5, her mother suddenly became psychotic and 
was confined to a mental institution. During her 
early childhood the patient was subject to horrify- 
ing nightmares of being chased by weird animals 
which would awaken her and cause her to have noc- 
turnal crying spells. At the age of 7 she was 
frightened by a large dog, and subsequently began 
to stutter. 


4. S. R. a 20-year-old male, was the only child 
of parents who were drug addicts. The father was 
a severe stutterer, and frequently when he became 
angered, would beat his wife in the presence of 
his son. The mother later took to alcohol and 
when the boy was 6 years of age, she committed 
suicide. When the boy first entered school, he was 
shy, seclusive and insecure. Whenever he was 
about to be called upon to speak in class, he would 
become afraid.and break out into a complete sweat. 
His lips would tremble and he couldn’t speak for 
some time. He had been a chronic nail-biter up 
to the time of examination, and there is a history of 
being a sleep walker in earlier years. At the age 
of 7 he was forced, upon the insistence of his 
father to undergo a tonsillectomy. The severe 
fright and shock sustained during this incident was 
followed by stuttering. 


5. D. S., an 18-year-old male, went swimming at, 


- the age of 8 against his mother’s wishes. While 
diving, he slipped and struck his skull against a 
plank, receiving a slight injury to his forehead. 
He was not unconscious, but temporarily shocked 
and frightened. This frightening experience, plus 
the anticipation of being punished by his mother, 
was alleged to have caused the stuttering. 


6. A. D, a 33-year-old male, was left-handed 
since birth. Both parents were described as being 
vigorous, intolerant and demanding. There is a 
history of a brother and a maternal cousin who 
stuttered. There was a constant fear of not meet- 
ing his parents’ demands and of receiving some form 
of punishment in consequence. As a child he wet 
the bed and had frequent nightmares of “falling 
off tall buildings or of floating off into space, with- 
out being able to come back to earth.” At the age 
of 5, he was forcibly threatened to be converted 
from left to right-handedness, and subsequently 
stuttered. 


7. T. R., an 18-year-old male, began to stutter at 
the age of 9, following an attack of encephalitis 
lethargica. His family history denoted a highly 
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neurotic, temperamental, highstrung and worrisome 
mother. The father died when the boy was 6 years 
old, cause unknown. A maternal aunt stuttered and 
later became psychotic. During the entire course 
of the illness, the mother remained constantly at 
his bedside, sobbed, cried and prayed continually 
for his recovery. He has been a chronic nail-biter 
and wet the bed until the age of 12. 


The following case review is presented in 
some detail, to illustrate the salient features 
of a tense and worrisome home environment 
acting as a precipitating factor in stuttering 
and finally leading to a psychotic level. 


8. R. S., a 41-year-old male, white, was admitted 
to Central Islip State Hospital on a regular com- 
mitment on August 12, 1943. He gave a history of 
being extremely aggressive and hostile toward his 
mother. He struck her at frequent intervals, threw 
furniture about the house in her presence, and 
assumed a threatening attitude. He was found to be 
emotionally tense, anxious, antagonistic and quarrel- 
some. He presented definite delusional trends which 
were mainly about his mother. There were no 
hallucinations admitted, nor was there any cloud- 
ing of the sensorium. The physical examination 
revealed a tall individual of asthenic habitus with 
marked symptoms of acute anxiety. The stuttering 
features throughout the examination were marked. 
His diagnosis was dementia precox, paranoid type. 

The family history revealed no significant factors 
from a hereditary standpoint. He was the only 
child of a “niddle class’ Jewish American family. 
The mother was described as domineering, stubborn, 
rigid and stern. The father was gentle, under- 
standing, submissive and compliant, but had little 
time to spend with the boy. The father was also 
a severe stutterer and had two brothers with a 
similar speech impairment. The family environ- 
ment was one of continued friction and quarrels, 


` which centered mostly about economic stress. Dur- 


ing R. S.’s entire childhood he was closely attached 
to his father cn whom he greatly depended. When 
left alone with his mother, there was the constant 
fear of not meeting with her demands and of re- 
ceiving punishment. During his early childhood he 
was seclusive and shy and was never at ease with 
the other boys in the neighborhood who “bullied 
him.” In spite of her domineering attitude, the 
mother attempted to win over her son on every 
occasion by hugging and kissing him. Up to the 
age of 10 he slept in the same room with the mother 
in a bed close to her. During this period he began 
to wet the bed and had frequent nightmares char- 


acterized by a feeling of helplessness in the face 


of impending peril. He has bitten his nails all his 
life. He was rather retarded in learning to walk 
and talk and was described by the mother as being 
a rather “slow moving and nervous individual.” As 
2 child he progressed very slowly in school because 


of his “day dreaming” and inability to concentrate. 


He sat mostly in the rear of his classes to avoid 
being called upon to recite, when his arms and legs 
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would tremble and his heart would pound rapidly. 
When R. S. was 12 his father deserted the family 
after a heated argument. As the father began to 
leave the house, the boy clung desperately to him, 
crying hysterically and pleading with him to re- 
main at home. During the struggle the mother tore 
the boy away from his father, pushing her son to 
the floor. This traumatic experience preceded the 
onset of stuttering. 

An emotional stirring was thus set up during 
childhood, which was difficult for the boy to under- 
stand or accept. His hostility and dislike for his 
mother on one side, and the need for affection and 
warmth from his father on the other, brought about 
emotional conflict and anxiety. The child is thus 
rendered insecure and helpless and is compelled to 
search for new ways to cope with life in a safer 
manner. In order to combat this ever-growing 
state of anxiety, neurotic trends are formed with 
their secondary defense mechanisms. Because of 
the constant state of feeling ridiculed, belittled and 
threatened by corporal punishment or deprivation, 
he assumes a passive attitude. His community is ex- 
' perienced as one of intolerance and authority. In- 
‘terpersonal relationships become distorted in later 
years, and the individual usually becomes submis- 
sive, yet self-assertive and aggressive. Finally, this 
unconscious hostility and rage which is being con- 


stantly repressed is brought to a conscious level; 


the power of concentration and the accepted bases 
of reasoning and judgment are impaired, finally 
leading to a psychotic state which was manifested 
by threatening to assault the object of' hatred, 


Table III shows the age of onset and the 
various alleged causes of stuttering. 

3. Family History.—In a recent study of 
100 cases taken from the National Hospital 
for Speech Disorders in New York City, 
Meyer found that where an inquiry into the 
family history was undertaken, 61 patients 
asserted that there were other stutterers in 
the family; whereas in a control group of 
246 non-stuttering students from the New 
York University Medical College was 
studied, only 16, or 6.5 percent, stated that 
they had relatives with a history of stuttering. 
These findings indicated therefore that stut- 
tering is nearly ten times as frequent in the 
families of stutterers as in the families of 
non-stutterers. A further examination of 
the pedigrees in his study revealed no con- 
sistent tendency for either an inheritance by 
females from male parents or the inheritance 
by half the offspring of female stutterers. In 
conclusion, Meyer states: “There. is no evi- 
dence, therefore, that stuttering is inherited 
either as a simple recessive or as a sex-linked 
genetic factor. Leaving aside then a genetic 
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explanation, it is justifiable tc consider othe- 
possible factors responsible for the tendency 
for stuttering to occur in families.” 

An examination of the family histori2s in 
this study showed that in 9, or 45 percert, of 
the cases, there was a histor” of other stut- 
terers in the family. Of these, in only one 


TABLE III 
AcE oF ONSET AND PrecipirarinG CAUSES OF 
STUTTERING 
Age of ie oe ne f 
onset Precipitating causes 
eee ... Frightened by the fear of being left 
alone in a “haunted house.” 
PEE .. Unknown cause. 
I2 ......... Tense and worrsome home en- 
vironment. 
eee Frightened at the scene ot his 
brother’s accidental death. 
AIEA Tense and worrisome home en- 
vironment. 
a EEEE Cause unknown. 
FF peves ... Frightened by a large dog. ~ 
TE oreweser Tense and worr:some home en- 
i vironment. t 
P sesse. Cause unknown. 
T eT i Frightened by the fear of wider- 
going a tonsille:tomy. 
6 .....2++. Lense and worr:some home en- 
i vironment. 
esanka . Cause unknown. | 
E oreks .... Forcible conversion from left to 
right-handedness. 
P ....eeee. Tense ‘and worrsome home en- 
vironment. ae 
T er wee. Cause unknown. 
© ETE . stuttering follow ng an attack of 
encephalitis letkargica. 
Pe appara Tense and worrisome home en- 
vironment, 
 veeeeeesee Cause unknown. 
oD an Frightened .by an accident while 
swimming plus anticipation of 
being punished 3y a parent. 
Ona act . Tense and worrisome home en- 


vironment. 


rz: Unable to recall age of onset. 


instance was stuttering noted in the families 
of both parents. 

4. Psychiatric, Implications —Stuttering 
must be considered as a symptom of an 
underlying neurotic conditior. It is a com- 
plex syndrome with multiple. etiology, and 
only through a psychosomati: approach can 
we expect to understand its nature. 

The stutterer hesitates in making any de- 
cisions and is in a constant state of fear. He 
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has difficulty in speaking only in certain situ- 
ations, and usually this situation represents 
a threat to his personality. It is commonly 
known that the stutterer can sing freely, 
and that when alone or in certain definite 
situations he is altogether 
Speech to the stutterer becomes an acutely 
conscious process and is usually associated 
with feeings of fear.and embarrassment. 
The stutterer may develop numerous devices 
or tricks to avoid the bugaboo word or 
momentarily release anxiety, such as pinch- 
ing himself, talking in a mechanical tone, or 
by rhythmically swinging his arm. This in 
turn serves only as a momentary release, 
building up all the more conflict and anxiety. 

The early childhood history usually reveals 
traumatic experiences, nightmares, fears, 
hysterical manifestations, disturbances of 
sleep, nail-biting, enuresis and emotional 
lability. Similar findings were discovered 
in about three-quarters of the case histories 
reviewed. The outstanding characteristics 
discovered in all patients were the element of 
fear and the general tendencies to asocial 
behavior. 

Attempts to clarify the problem of stut- 
tering through correlated studies by means 
of blood determinations, electroencephalog- 
. raphy ani the Rorschach method have led to 
no definite conclusions, beyond confirming 
the state of persistent chronic anxiety. 


SUMMARY AND CONCLUSION 


The study of 20 stuttering psychotic pa- 


tients at the Central Islip State Hospital. 


showed : 

(a) One in every 350 psychotic patients 
or .28 percent, stuttered. (b) The psychi- 
atric diagnosis was mainly schizoprenia. (c) 
Fifteen cases were of the introverted type 
and 5 cases of the extrovert variety. (d) 
The family history presented some degree of 
neuropsychiatric or psychosomatic disorder 
in every case except two where such informa- 
tion was not available. (e) The personality 
make-up of the majority of the patients ap- 
peared ta be of a schizoid variety. (£) The 
physical examination presented no definite 
findings zor establishing the etiological basis 
of stuttering. The neurological examination 
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revealed no evidence of peripheral neuro- 
muscular involvement or any pathology of 
the speech organs. (g) Nearly every case 
presented symptoms of acute or chronic 
anxiety. (h) The ages of onset of stutter- 
ing were recalled in 12 cases. These ranged 
from 5 to 8:years in to cases, beyond 10 
years in 2 cases. (i) The ratio of males to 
females was 4 to 1. (j) Of the 20 patients 
examined 7 could attribute the symptom of 
stuttering to.some specific happening. (k) 
In 9 cases there was a history of other stut- 
terers in the family—in one instance stutter- 
ing was noted in the families of both parents. 
(1) Stuttering must be considered as a 
symptom of an underlying neurotic person- 
ality reaction. It is a complex syndrome and 
not due to any single etiological factor. Only 
through a psychosomatic approach can its 
nature be understood. (m) The difference 
between stuttering personalities in neurotics 
and psychotics is one of degree only. 


The writer’ is greatly indebted to Dr. 
David Corcoran, Senior Director of the Cen- 
tral Islip State Hospital, Long Island, for 
permission to make this study. 
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COMPARATIVE INCIDENCE OF NEUROPSYCHIATRIC CASUALTIES 
IN WORLD WAR I AND WORLD WAR II’ 


JOHN W. APPEL, Mayor, M.C., GILBERT W. BEEBE, Carr, M. A.C., AND 
t DAVID W. HILGER, Major, M.C. 


| Statistical comparisons of reported in- 
cidence of neuropsychiatric conditions in 
the United States Army in World War I and 
World War II must be made with consider- 
able caution. For several reasons the re- 
ported rates are only roughly related to the 
actual incidence of neuropsychiatric dis- 
orders in military personnel. Changes in 
administrative policies have resulted in gross 
fluctuations in the rates for this war. The 
present figures, although not entirely reliable, 
are sufficiently accurate to permit reasonable 
conclusions as to the magnitude of the prob- 


lem; while, in World War I, reporting of 


neuropsychiatric conditions is known to have 
been much less complete and, in some 
instances, quite unreliable. When possible, 
adjustments have been made to correct these 
deficiencies in the charts shown here. An 
important factor is that in the present war 
the Army has been much more alert to psy- 
chiairic disorders than it was in the last, and 
has recognized many truly psychiatric con- 
ditions which in World War I were attrib- 
uted to other causes. It remains true today, 
however, that many clear-cut cases are not 
recognized as psychiatric, or at least not 
diagnosed and classified as such, and are 


' labeled “gastro-intestinal disorders,” “low 


back pain,” and the like. With all due allow- 
ances for these shortcomings in the reported 
rates, the evidence clearly indicates that the 
actual incidence of neuropsychiatric condi- 
tions is significantly higher in World War 
IT than it was in World War I. 

Fig. 1 provides a statistical comparison of 
neuropsychiatric admissions to both hospital 
and quarters in the American Expeditionary 
Forces in World War I? with that in the 


1 From the Surgeon General’s Office, U. S. Army, 
Washington, D. C. 

2 Medical Depr., U. S: Army in the World War, 
Vol. XV, Statistics, Part 2, Medical and Casualty 
Statistics, Washington, U. S. Government Print- 
ing Office, 1925, 1,368 p. 
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European Theater in World War IT.? Since 
admissions to quarters were not recorded in 
World War I, the reported rates:have been 
adjusted or: the assumption that for every 
three admissions to hospital for psycho- 
neurosis, behavior. disorders, psychopathic 
states and mental deficiency, there was an 
additional edmission to quarters. With the 
advent of intensive combat the World War I 
rates increased by about 150 percent whereas 
those of the present war increased by about 
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300 percent. The theater rates for the re- 
cently concluded action have been about two 
to three times those for the active combat 
period in World War I. The theater casualty 
rate for 1918 more nearly approximates 
those of 1944-1945 if account is taken of the 
higher proportion of noncombat troops in 
the present war. An entirely satisfactory ` 
comparison of casualty rates for combat-divi- 
sions cannot be made but the evidence sug- 
gests that vates for divisions in the line from 


3 Unpublished tabulations, 1945, Medical Statistics 
Division, Office of The Surgeon General, U. S. 
Army. These figures are provisional, and may 
differ slightly from final data to be published 
subsequently. 
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26 September to 11 November 19184 were 
five to six wounded per 1,000 men per day as 
against four to five for the period 6 June to 
30 November 1944. The average neuro- 
psychiatric admission rates for divisions in 
the line and in reserve were about 140 per 
thousand men per year for the A.E.F. and 
260 for combat divisions on the European 
continent from June through November. 
These differences cannot be attributed to 
inferior screening in this war, since the 
neuropsychiatric induction examination and 


criteria for acceptance are unquestionably far. 


more rigid now than in World War I. One 
possible explanation is that the mental health 
of the nation has deteriorated in the twenty- 
five years since the last war; however, the 
evidence for this is far from conclusive and 
there 1s considerable evidence to the con- 
trary. Certainly it is well known that the 
physical health of the young men of today 
is considerably better than that of their 
fathers. Another possibility is that classifi- 
cation and assignment of personnel in this 
war is less satisfactory than it was in the last, 
and that a greater number of men have been 
placed in jobs for which they are not fitted by 
training or inclination and that as a conse- 
quence they develop symptoms of maladjust- 
ment. However, evidence seems to indicate 


that the classification system is at least as . 


good in this war as it was in the last, if not 
considerably better. Undoubtedly the most 
important single factor in the health of an 
enlisted man is the quality of the leadership 
to which he must submit and yet there is no 
reason to believe that the leadership in this 
war is inferior to that in the last. Certainly 
the training of junior officers for the present 
conflict has been as thorough as in the last 
war, and their knowledge of human motiva- 
tion and behavior cannot be less than that of 
their predecessors. Certainly also their 
ability to supply equipment, food, furloughs, 
entertainment and recreation is greater than 
in the last war. It is undoubtedly true that 
the problem in this war as a whole is 
rendered more severe by the ‘prolongation 
of the war and particularly by prolonged 
combat without adequate relief. However, 
the foregoing chart on incidence shows 


+ Love, Albert G.: War Casualties, Army Med. 
Bull. No. 24, pp. 1-177, 1931. 
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clearly that high rates in the European 
Theater occurred in the second month atter 
D-Day as well as after prolonged combat. 
It is possible that, regardless of the casuelty 
rates, modern warfare is more terrifying, 
and many would attribute some of the 
differential psychiatric rates to this cause. 
The mental hazards of this war are probably 
greater than even the trench warfare of 
1918. There are such factors as new weap- 
ons of greater ferocity and killing power, 
greater rapidity of movement, higher criteria 
for the ability to take responsibility nd 
make decisions, and higher requirements as 
to mechanical skill and knowledge. It does 
not appear, however, that the degree of 
difference in this respect between this war 
and the last is enough to explain the wide 
variance in the neuropsychiatric races. 
Finally, there is another major factor, namely 
that of the emotional conviction as to why 
we fight. It has been said that in the mst 
war the men seized their guns with entiu- 
siasm and were carried through hardsnip 
and danger by the emotional conviction tnat 
they were fighting a war to end all wers. 
In this war such a spirit has been cn- 
spicuously absent. The majority of men were 
drafted in a spirit of resignation; they have 
felt that there was a job to be done, dut 
they have felt resentful that they rather than 
someone else were selected to do it. This 
difference in attitude is perhaps the most 
outstanding difference in the psychiatric pic- 
ture of this war as compared with the last. 
It is now well established that absence of ihe 
will to fight, absence of the sense of im- 
mediate threat, and absence of anger at ihe 
enemy all precispose to psychiatric disorders. 

With respect to the interrelation betw2en 
combat and psychiatric admissions the: 2x- 
perience of the two wars is probably even 
more similar than the statistical material 
suggests. The theater rates for wounded 
and neuropsychiatric casualties in Fig. I are 
shown in both the usual form and as index 


‘numbers having as a base the average rate 


for the period in each case. The intinmte 
relationship is evident. The incidence of 
wounding is an index of the intensity of ccm- 
bat, which is thus shown to determine in 
large part the incidence of neuropsychiacric 
casualties in both wars. 
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As with so many combat lessons, it was 
necessary to relearn in this war what was 
known before the United States entered the 
first Wecrld War, namely, that treatment of 
psychiatric casualties in the most forward 
areas is more effective than in rear areas. 
Psychiatrists were assigned at the divisional 
level to prevent the evacuation of excessive 
numbers of men and to return to immediate 
duty as many as possible. During the first 
World War 40 to 70 percent were returned 
to some type of duty in the forward areas. 
In the present war 40 to 60 percent are 
returned to full combat duty, and an addi- 
tional 2¢ to 40 percent of the cases occurring 
in combat are returned to non-combat duty 
in the theater. 

It is not only combat which has caused 
high neuropsychiatric admission rates in the 
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present war. This is readily appreciated 
from Fig, 2 which compares admission rates 
for wounded and for neuropsychiatric pa- 
tients fcr 1918,? and for 1944° by theater 
of operation. Only one of the present thea- 
ters reports a lower rate than that of the 
A. E. F. in 1918, although none except the 
European arid Mediterranean Theaters ex- 
perienced casualties on a commensurate 
scale. The Southwest Pacific Area illus- 
trates the complexity of the problem for, 
with an intensity of combat less than half 
that of the Mediterranean Theater, the 
Southwest Pacific Area reported a higher 
neuropsychiatric admission rate during 1944. 
Thus iż is apparent that in overseas theaters, 
in addition to prolonged combat and deficient 
motivation, there are other factors which are 
related to a high neuropsychiatric ‘rate. A 
considerable number of men have been over- 
seas for three years, many for two years. 
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They have been subjected to tropical and 
other adverse climates and have been forced 
to exchange their normal social and cultural 
environment for the monotony of the jungles, 
deserts and isolated Arctic outposts. Thou- 
sands have been placed in base areas where 
they were not fully occupied and felt a 
sense of purposelessness in their sacrifices. 
In short, they have suffered more prolonged 
personal sacrifices on a very much greater 
scales than did troops in the first World 
War. : | 

In Fig. 3, neuropsychiatric admission 
rates for Zone of Interior troops are con- 
trasted with discharge rates for these dis- 
orders in the entire Army for the two wars. 
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Since discharges include patients admitted 
overseas as well as those from the Zone of 
Interior, the two rates have very different 
bases. During 1918 both rates? increased 
gradually and then, after the Armistice, fell 
off to entirely new levels. The marked fluc- 
tuation in the two curves in World War 
II? clearly shows that factors are operating 
to cause. increases in the reported incidence 
of neuropsychiatric conditions that were not 
present in World War I, for a large share 
of the neuropsychiatric discharges in World 
War II kave involved patients admitted in 
the U. S. These factors are changes in ad- 
ministrative policy involving the utilization 
of manpcwer which have resulted in the 
use of non-medical criteria as the basis for 
defining medical disability caused by neuro- 
psychiatric conditions. These fluctuations 
cannot be considered as evidence of fluctua- 
tions in actual disability even though they 
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are reported as such statistically. Aside from 
this effect of administrative policy on the 
neuropsychiatric rates in the Zone of Interior 
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in this war, it is believed that poor motiva- 
tion and morale are most important fac- 
tors effecting higher neuropsychiatric rates 
in World War Il.. 

In the last war all discharged neuropsy- 
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chiatric noneffectives were given certificate- 
of-disability discharges. In tae present war 
a significant number receive administrative 
discharges. A comparison is made in Fig. 4 
using the categories psychosis, neurological 
disease, and other neuropsychiatric zon- 
ditions (principally psychoneurosis). Ir 
order to facilitate comparison with World 
War I, psychiatric componerts of admznis- 
trative discharges have been added to the 
1944 discharge rate for psychoneurosis and 
other neuropsychiatric conditions. It is in 
the latter category that the greatest dif- 
ference exists between the two wars. The 
conditions grouped in this category are also 
of special interest since the incidence and 
relative effectiveness or noneffectiveness of 
personnel with these conditions is more 
directly influenced by administrative pclicy 
and procedure, and by morale and motiva- 
tional factors than of personnel with neuro- 
logical disease or psychosis. The 1944 dis- 
charge rate for these conditions is twice that 
for 1918. 


PSYCHIATRY IN HANFORD* 
WALTER A. NOEHREN, M.D. 


This paper describes the problems of one 
of the more unusual civilian war time com- 
munities and shows, in particular, the need 


for adequate psychiatric care in such a com- 


munity. 

In 1942, as a part of the program for the 
development of the atomic bomb, the Man- 
hattan district of army engineers selected the 
vast desert of the Columbia river basin in 
the eastern part of the State of Washington 
as the site for the production plant for plu- 
tonium. This was hot desert country, iso- 
lated and virtually uninhabited. Construction 
‘of the plant began in 1943. Plant units, the 
now famous plutonium piles, were built in 
dispersed locations in a 600 square mile area, 
in the midst of which a construction camp 
of 60,000 persons mushroomed into existence. 
This was the city of Hanford, a “rush” town 
if ever there was one. It’s served its pur- 
pose for the 14 year construction period, 
then was evacuated in 1945 when plant 
operations began, so that it is now a ghost 
city. Operations personnel for the plant live 
in the village of Richland, which has been 
constructed on the edge of the area some 27 
miles from Hanford. : 

The conditions of life in this city camp 
were well defined. Because it was so isolated, 
the city had to be self-sufficient and adequate 
to keep workers interested in staying there 
for the duration of the job. The nearest 
other communities were Pasco, 40 miles 
distant, with a population of 6,000, and Ya- 
kima, 60 miles distant, with a population of 
30,000. 

Hanford developed rapidly to its full size. 
Although the maximal population at any one 
time was 60,000 persons, there was consider- 
able turnover of labor, in spite of -efforts to 
prevent this, and an aggregate of 140,000 
persons lived in Hanford during the 14 year 
period. The large turnover was due to 
several factors, chief of which was the un- 
pleasantness of the environment. Termina- 
tions were most frequent after the desert 


1From the Medical Department, Hanford Engi- 
neer Works, Hanford, Washington. 
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sand storms, so that the storm winds came 
to be called “termination powders.” 

There were no provincial mores or tra- 
ditions to influence life in Hanford except 
for those brought in or created by the people 
and by management. The general social 
structure was simple. The entire project was 
built by the DuPont Company under contract 
with the army engineers. DuPont “line man- 
agement” organizational structure was ap- 
plied to all aspects of community life, includ- 
ing job, housing, restaurants, medical care, 
patrol, fire, transportation, schools and 
amusements. A few army personnel were 
present on the project, but only to observe 
that DuPont carried out its contract properly 
and that military security was maintained. 
The traditicns of the DuPont Company were 
evident throughout, consisting of consider- 
able pride in company, and in the type of 
stratification and regimentation which is a 
part of line management. The authoritative 
positions were held by men who had been 
with DuPont previously and who were well 
versed in “company policy.” Most of the 
people of Hanford, however, had never 
worked for large industrial concerns and 
were unaware of the sense of pride which is 
inherent in such organizations. 

These people of Hanford were an hetero- 
geneotis lot, recruited from all corners of the 
United States at a time when the labor mar- 
ket was thoroughly depleted. They were 
sought out by recruiters who were, hard 
pressed to fill quotas. More people came 
from the southwest and midwest than else- 
where, but no groups were large enough to 
maintain their identities. Many came from 
poor rural areas. Anyone reasonably able 
to work was signed by the recruiters and 
given train fare to Pasco. -There was no 
time for recruitment physical examinations 
or investigations in the field, and even had 
these been possible, labor was too scarce to 
allow selection. Many of those who came 
were excellent workers with good employ- 
ment records. They were attracted by high 
wages, the stated importance of the work 
and opportunity to travel to the northwest. 
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Many, however, were drifters who had ‘never 
been able to hold good jobs in, peace time. 
Some were escaping unpleasantness in their 
home environment, varying from simple mal- 
adjustments to the difficulties which accom- 
pany mental illness or criminal prosecution. 
Included in this group, for example, were 
many epileptics who were trying again to 
get work. 

Most of the people came long distances to 
Hanford by crowded train. They arrived 
fatigued and occasionally ill. They came then 
into a desert construction city, an environ- 
ment truly fantastic and foreign to them. 
Upon arrival, they were necessarily herded 
about and required to wait in long lines for 
the proceeding of hiring, which took a matter 
of days to accomplish. During the period of 
rapid growth of the project, more than 500 
persons arrived daily, all of whom ‘had to 
be interviewed, provided housing and as- 
signed to work. They were given preemploy- 
ment physical examinations, but this was 
of a cursory kind and succeeded in screening 
out only a very small proportion of those who 
later proved physically or emotionally in- 
capable of the work. 

The investigation of new employees had 
to be detailed because of the security prob- 
lems of this highly secret project. Data were 
obtained by a special investigations depart- 
ment which interviewed new arrivals, and 
wrote or phoned to-references for further in- 
formation. The investigations were con- 
tinued after the initial hiring, and the data 
obtained in this manner, including records 
of previous mental illness or hospitalization, 
proved to be of considerable assistance in the 
psychiatric work. 

Economic circumstances in Hanford were 
relatively uniform. Everyone was employed 
and well paid. Many of the persons from 
poor rural sections made as much money in 
a few months as they had made in their entire 
lives previously. There were a few unem- 
ployed “hangers on” who stayed in the city 
after they had been rejected or fired, and 
there were a few professional gamblers and 
prostitutes, but these were rounded up by 
patrol and made to leave the city as soon 
as discovered. 4 

Living conditions were uniform. There 
were simple barracks and hutments for men, 

and slightly more comfortable, but similar 
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barracks for women. Two persons were as- ° 
signed to each barracks room and twelve ta 
each hutment, usually without prior acqrain- 
tance. Roommates often proved incompatible. 
Husbands and wives had to live separate-y if 
they lived in barracks. There was a huge 
trailer camp however, where families broaght 
their own trailers. The camp contained —o0c 
trailers and housed 12,000 persons at its 
maximum size. Family groups were of vary- 
ing sizes up to the one family with rọ zhil- 
dren, all of whom lived in one trailer. The 
workers who lived in the trailer camp were a 
more stable group than those who lived in 
barracks. , 

There were separate barracks and trailer 
camps for colored people, with separate eat- 
ing and recreational facilities as well. Man- 
agement sought not to discriminate, but zon- 
sidered it necessary to separate white and 
colored housing units in the interest of the 
job. In the hospitals, white and colored were 
treated equally and on the same wards. 

Feeding in this city was accomplishel in 
eight great mess halls, the largest of waich 
was capable of serving 13,000 persons at 
one meal. Food was served family szyle, 
with “all you can eat for 67¢.” People had 
to wait in lines to be seated. Once at the 
table, and the motion toward the table was 
a surging, the food was literally reached for 
and devoured with primitive, compet-tive 
haste. The food the first year was poor. 
Episodes of food poisoning were all too com- 
mon and would involve upwards of 200 þer- 
sons in each instance. This manner and 
quality of eating had a detrimental effec:.on 
the emotional tone of the community anc in- 
fluenced the labor turnover. In the course of 
time, both the serving and the quality were 
improved, with considerable benefit to the 


‘community. 


Minimal recreational facilities were de- 


_ veloped, not to provide recreation per se, but 


to stabilize labor. These facilities were very 
limited in the early months of Hanford, but 
were gradually enlarged. The first “rec” hall 
was constantly a crowded melee. In one 
portion of the hall, 1800 gallons of beer were 
consumed of a normal evening during a <our 
hour period. To buy beer, which was served 
by the pitcher, one had to be seated, in œm- 
pliance with the laws of the State of Wash- 
ington. Since there were only 1200 chairs, 
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these were in great demand, and as an eve- 
ning would wear on, a chair could be sold for 
from two to five dollars. Movies were at first 
shown in a tent. Later, a theatre was built, 
and the tent became a church. Facilities ulti- 
mately included movie theatres, pool and 
billiard rooms, bowling alleys, a great audi- 
torium which was dramatically zonstructed 
in two weeks time, baseball diamonds, tennis 
courts, and artificial lake for outdoor swim- 
ming. 

The goal of Hanford was well defined. 
Even though the workers did not know what 
it was they were building in the desert, they 
knew it was an important, secret war plant 
which was needed urgently. All aspects of 
life in the city were subordinate to the build- 
ing of the plant. All decisions, including 
those relative to medical care, were measured 
in terms of what was necessary to accom- 
plish the all important job. Top supervision 
was preoccupied with the construction of the 
plant itself and could give only slight atten- 
tion to the social problems of the community. 
These problems were delegated to subordi- 
nates who were of varied abilicy and: ex- 
perience. 

The DuPont medical division, used to first 
aid work and industrial hygiene, had never 
previously dealt with general medical care 
and had never previously considered the 
problems of psvchiatry. Furthermore, in 
spite of considerable effort to this end, medi- 
cal supervision did not succeed in obtaining 
as adequate or as well trained a staff as was 
sought. In the hectic winter months of 1943- 
44, there was a ratio of only one physician 
for each 3,000 of population az Hanford. 
There was no physician with any training in 
public health, and there was no bozrd member 
in any specialty.2 With these handicaps, 
medical care became a difficult problem. Care 
was given on a private practice basis, the 
physicians pocketing the fees in addition to 
a salary. Fortunately, the flu epidemic of 
1943 was mild in Hanford. The most serious 


2 This is to be compared with the companion area 
of the Manhattan district at Oak Ridge, Tennessee, 
where medical care was given by a carefully se- 
lecteé group of army physicians, including qualified 
specialists, and including a 5 man department of 
psychiatry. Cf: Clarke, Eric K. Psychiatric prob- 
lems at Oak Ridge. Am. J. Psychiat., 102: 437-444, 
January 1946. 
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threat was an outbreak of meningococcic 
meningitis. Fifty-two cases of this disease 
occurred, with 8 cases in one week. No 
isolation hospital unit had been planned and 
infectious cases had to be cared for in a 
makeshift facility converted from a barracks. 

At the onset, it had not been thought that 
there would ke neéd for special consideration 
of psychiatry, even despite the forehand 
knowledge that the project would be large, 
and that it would contain an heterogeneous, 
subnormal population placed in a difficult 
environment. Those in authority felt that 
the problem would be small, and that it could 
be handled by general practitioners using 
ordinary hospital facilities. Thus, during the 
first six months, mental cases, when recog- 
nized, were treated by whatever doctor hap- 
pened to receive them under his care and 
were placed in a general hospital ward or 
rcom, or were detained in jail. Such patients 
were guarded by patrolmen, who had no 
training or experience in such matters and 
who even wore their guns, for example, while 
attending disturbed patients. Ambulatory 
patients, referred to the medical department 
because .of abnormal behavior, were briefly 
and inexpertly interviewed, and little was 
done to help them. Many persons with men- 
tal illness were handled by patrol, arrested or 
discharged from their jobs, escorted to the 
limits of the reservation and quickly for- 


gotten. These unfortunate persons then often 


became involved in difficulties in nearby 
communities, for they were stranded there, 
mentally ill, far from home, and without 
resources. 

In spite of these facts, it was not par- 
ticularly apparent to supervision that there 
was anything amiss. There was an aware- 
ness that problems existed, but Hanford was 
simply considered a rough town. Winchell 
advised mothers not to let their daughters go 
there. Neighboring communities were un- 
happy about Hanfordites. The unfortunate 
persons who were ill suffered from the in- 
adequacy of their care, but the situation was 
not unique, for it exists similarly in many 
communities throughout the country today. 

To remedy these matters, and under force 
of necessity, a psychiatric service was de- 
veloped by the medical department in Febru- 
ary 1944. The care of hospitalized psychiat- 
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ric cases was centralized in a makeshift 
barracks unit neighboring the barracks which 
had been adapted for contagious cases. This 
was possible more because mental cases were 
considered undesirable and unremunerative 
by members of the staff rather than because 
of any administrative plan. The temporary 
facility was inadequate, as is illustrated by 
the following two cases: 


CASE 1.—A 35-year-old single colored male la- 
borer, who was said to have oiten behaved strangely 
in his home community, a small town in Louisiana, 
was recruited and sent to Hanford. No further 
past history was obtainable, and this much was by 
hearsay from others of the group who had come 
with him from the same area. He was said to 
have been quiet and to himself in the four day 
journey. On his first evening in Hanford, he was 
an innocent bystander to a fight, and became in- 
volved in the brawl which developed. He was ar- 
rested with the others and taken to jail, which was 
crowded at the time. He became terrified, and 
_believed he was to be lynched. He became highly 
disturbed and continued so all night, praying and 
shouting. The other prisoners in the same cell 
feared him and were unable to placate him. He 
was transferred to the psychiatric barracks. The 
two rooms which had been reconstructed for dis- 
turbed patients were occupied so that this man had 
to be placed in a regular room. He was disoriented 
and spoke incoherently. It was impossible to 
converse with him and difficult to examine him. 
There were no evident physical abnormalities. Pu- 
pils were dilated, reacted to light. Reflexes were 
normal. Two hours after admission he succeeded 
in breaking the lock to his door and escaped the 
building, evading the patrol attendants. He was 
pursued for over a mile, but was apprehended when 
he attempted, in his desperation, to swim the 
Columbia river. 


CASE 2.—A 26-year-old single male patrolman, 
who had been employed for two months on the 
patrol force, suffered a convulsive episode which 
was followed by a post-cornvulsive psychotic state. 
He had a past record of similar episodes with com- 
mitments to state institutions and, in addition, was 
an escaped criminal. He had falsified his past 
record when being interviewed at the time of hiring, 
and the investigations department had just received 
the first report of his past irregularities at the time 
he became ill. He was detained in one of the re- 
inforced rooms. Commitment was sought on the 
third hospital day, but he demanded a trial by jury, 
which was his right in the State of Washington. 
Two days later, having obtained matches somehow, 
he set fire to his mattress to distract the guard, and 
made his escape. The fire was brought under con- 
trol, but after some concern, for the building was 
highly inflammable. 


Later, a new hospital building was con- 
structed to replace all of the temporary bar- 
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racks facilities. The new unit contained a 
modern, 25-bed, psychiatric ward of excel- 
lent design. It was completed by June 1944, 
ten months after the onset of the Han‘ord 
project. 

The work of the psychiatric service was 
severely limited by the lack of time and 
personnel. At most, the half-time of one 
physician anc the full-time of one nurse 
social worker was all of the professional per- 
sonnel available, with additional regular 
nursing staff as required for hospitalized 


‘patients. 


Because of the simple governmental struc- 
ture of Hanford, with all phases of com- 
munity life controlled by the various de- 
partments of the same company, close co- 
operative effort between these departments 
was easily possible. In psychiatry, very help- 
ful cooperation was available with general 
medical care, with investigations, with patrol 
and with military intelligence. The investi- 
gations department referred directly to psy- 
chiatry any individuals whose past history or 
present behavicr appeared remarkably ab- 
normal. Psychiatry, furthermore, was able 
to obtain from investigations considerable 
data concerning any person needing care. 
Patrol, likewise, referred persons of abnor- 
mal behavior directly to psychiatry, or asked 
opinion concerning individuals in jail whose 
behavior was unusual. A lecture on psy- 
chiatry was included in the patrol training 
course. The advantages of the coordination 
of effort of patrol and psychiatry became in- 
creasingly evident as the program evolved. 
The police problems of Hanford were of 
themselves of considerable interest. They 
were disproportionate to the size o£ the com- 
munity with a higher incidence of crime in 
some periods than Seattle, which has a popu- 
lation of 700,000. 

One of the most interesting aspects of the 
psychiatric work in Hanford was the fact 
that in this civilian community in whizh the 
conditions of life were measurable anid uni- 
form, all of the citizens were under close 
scrutiny both as concerns their past racords 
and their present behavior, so that one could 
reasonably measure the volume of the psy- 
chiatric problem. 

Alcoholism was one of the more difficult 
problems of concern to both patrol and psy- 
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chiatry. The nearest liquor store was in 
Pasco, 40 miles away, but this did not pre- 
vent the consumption of a large quantity of 
spirits in Harford, in addition to the beer 
sold in the “rec” halls. There was consider- 
able bootlegging, twenty dollars being the 
standard price for a quart of liquor. Wine 
was imported in some quantity. It is said 
that one individual even tried to establish a 
still in his trailer. Patrol constantly prose- 
cuted this traffic in liquor and undoubtedly 
succeeded in preventing more widespread 
difficulty. 

There were many chronic alcoholics in 
Hanford, a large number of whom came into 
difficulty. Some were simply discharged 
from their jobs and escorted off the reser- 
vation. Intoxication on the job was not 
tolerated.. Drunkenness in off work periods 
was tolerated when not creating a public 
nuisance. The more severe alcoholics, who 
became ill, had to be hospitalized and cared 
for. The administration was loath to hos- 
pitalize cases of uncomplicated alcoholism, 
since it was felt they could be kept overnight 
in jail and then be discharged. Hospitaliza- 
tion for as long as four days of patients with 
delirium tremens was criticized. Further- 
more, alcoholism, even of marked degree, 
was not admitted to be a disease entity ade- 
quate to allow these patients to be given 
their return fare home. (It was a general 
policy that persons incapable of work because 
of disease or disability which antedated their 
employment, would be returned, to their 
homes at government expense.) The ad- 
ministration was fully aware of the inade- 
quacy of its approach to alcoholism and 
sought constantly to develop logical policies. 
In any large community this problem is dif- 
ficult at best. It was more so in a city camp 
like Hanford with its rough population, its 
drab environment, its haste and urgency. 
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The following data indicate the volume. of 
work done by the psychiatric service in a 
sample period. These data are for the month 
of May 1944, at which time the population of 
Hanford was at 60,000. 

One hundred and sixteen cases were ad- 
mitted to the hospital psychiatric service dur- 
ing that month. Of these 116 hospital admis- 
sions, 28 were given medical termination of 
employment, and 15 were rejected for em- 
ployment. All of these were returned to their 
homes at government expense, with escort 
where necessary. Six patients were com- 
mitted to mental institutions in the State of 
Washington. Of the rest, most were advised 
to return to work (usually under closer 
supervision or in a different and more suit- 
able job). During the same period, 81 pa- 


tients were seen as out-patients. Of these, 3 


were given medical termination, and 5 were 
rejected for employment. Eighteen: were 
advised to terminate voluntarily, and the 
remainder were advised to continue at work. 

The diagnoses on hospitalized cases were 
as follows: 


WieOhOsm.- 2s cesses eeens ees 60 
EGGERS 2.0 cust tocdeuee ans TOOT 19 
Psychopathic personality ......... 7 
Schizophreniá s sssrriress rannit 16. 
Psychosis, type undetermined...... 5 
Pares ori. wen NEGA I 
Observation (no diagnosis)........ 8 

A Ea l E EE E E E E 116 

SUMMARY 


The psychiatric experience in Hanford, 
Washington, a community of 60,000 persons 
which existed for 14 years during the con- 
struction phase of a war plant situated in a 
drab, isolated, desert environment, is related. 
The need for a planned psychiatric program 
in such a community is demonstrated. 


MEN WITH BRAIN DAMAGE 
JOHN A. AITA, Caprain, M.C., A.U.S. 


The over-all picture of war casualties per- 
mits some segregation of anatomical-func- 
tional groups. We speak of'amputees, the 
blind, the paraplegics, the plastics and head 
injury cases as groups requiring special 
care, The army neurological-neurosurgical 
center has among its main problems that of 
. men with head injuries. One portion of this 
great problem concerns the treatment and re- 
habilitation of men with known and often 
severe damage of intracranial structures. 
These men with skull defects, intracranial 
foreign bodies, hemiplegias, visual loss, con- 
vulsive seizures and impairment of cognitive 
and other personality functions must remain 
under close supervision of the neurological- 
neurosurgical service for careful evaluation 
of the healing of their wounds and actual dis- 
ability, and for definitive treatment. 

This war has permitted us to study inti- 

mately large groups of young, healthy men 
with severe alteration of intracranial struc- 
tures, who, for the first time in history, will 
live and somehow adjust because neuro- 
surgical skill and control of infection now 
allow them to do so. 
_ Of 500 consecutive admissions of cranio- 
cerebral injury to an army general hospital, 
200 (407%) were determined to have proven 
brain injury by surgeons’ notes and neuro- 
_ logical findings. Of this 200, 64 (32% ) were 
considered markedly disabled by reason of 
severe and often multiple deficits. The fol- 
‘lowing are examples of such cases. 


ILLUSTRATIVE CASES 


1. Twenty-four-year-old white male, severely in- 
jured' in automobile accident 44 months prior to 
entry. Severe fracture of right frontal bone with 
destruction of both frontal lobes, particularly right. 
Unconscious 4 days. Displayed many decerebrate 
features for several weeks. Delirious and amnesic 
45 days. On arrival, examination revealed huge 
right frontal skull defect. Morose, immobile facies, 
anosmia and other minor neurological signs. Com- 
plained only of headaches. Quite depressed over 
plight and death of brother in this accident. Be- 
wildered, introspective and sensitive. Much cos- 
metic restoration to be done. Wechsler-Bellevue 
intelligence scale revealed definite slip from pre- 
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vious attainments although mental age was still 
average adult. Marked loss of abstract thinking 
ability. EEG tracing demonstrated focus of very 
slow waves in the right frontal region. 

2. Twenty-four-year-old. white male admitted 4 
months after being wounded by shell fragments iz 
the right frontal region, penetrating to right occip- 
ital region. Unconscious 24 hours and subse- 
quently amnesic for a prolonged but undetermined 
period. On entry, chief residuals were left hemi- 
plegia and astereognosis. Appeared dull, shy and 
retiring. EEG tracing showed generalized abnor- 
mality. Wechsler-Bellevue scale revealed consider- 
able fall from previous attainment and organic type 
performance. Mental age dull normal Rorschach 
responses classically organic. 

3. Twenty-six-year-old white male incurred in- 
jury 2 months prior to entry when heavy tank 
hatch cover fell on head. Incurred severe depressed 
fracture of the right frontal bone including roof of 
the orbit. Had no idea what happened. Uncon- 
scious 2 days. Amnesic for undetermined perioz. 
Destruction of the right frontal lobe and optic 
nerve. On arrival, complained of visual loss in ons 
eye and polydipsia. Examination revealed destruz- 
tion of right optic and oculomotor nerves, bilaterel 
anosmia, and left hyperreflexia. Naive good humer. 
Diabetes insipidus. Psychological performanze 
average adult but could not be considered organic. 

4. Twenty-four-year-old white male. wounded by 
shell fragments 6 months prior to entry. Struck in 
left parietal region, penetration to right occipita- 


parietal region, Also incurred severe laceration of 


right arm and fractured humerus. Aphasia and 
visual loss evident early. Unconscious less than 
one day, denied more than a few days’ amnesia. 
Tantalum plates inserted to cover skull defect <n 
three occasions to date, each time removal neces- 
sary because of infection. Recent rigat Jacksonizn 
seizure. Neurclogical examination revealed slight 
aphasia residual, right hemiparesis and dyspraxia, 
left Babinski and right lower homonymous quad- 
rantanopsia. Appeared simple, dull, childlike, anx- 
ious and complaining. Psychological performanc2s 
indicated dull normal intelligence, defmite slip from 
previous attainment. EEG tracing showed only 
scattered 6.to 7 per second waves with higher vcit- 
age in right temporal region. - 

5. Twenty-two-year-old white male entered this 
hospital 3 months after wound by shell fragmenczs. 


. Penetration in left frontal region to at least left 


lateral ventricle. Also incurred severe frosth:te 
with ‘gangrene of several fingers. Ammnesic for 6 
weeks and incontinent several months. Upon arrival . 
he was severely aphasic, blind in the left eye and 


‘bedridden because, of severe right hemiplegia. 


Actions bespoke frontal lobe deficit. EEG irdi- 
cated generally disturbed, slow record with higzer 
voltage in leit temporo-occipital area. Psycho- 
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logical tests revealed high average to superior per- 
formance. 

6. Twenty-year-old white male entered 7 months 
after wound by sheil fragments which struck right 
occipital region, penetrating to left frontal lobe. 
Also incurred compound, comminuted fracture of 
right radius. Unconscious 6 days and amnesic 6 
` weeks. In decerebrate rigidity for many days. On 
entry, severe right hemiplegia and marked paresis 
of the left leg noted. Cortical sensory Icss in the 
right extremities and left homonymous hemi- 
anopsia. Unstable emotionally, raged easily, but at 
other times happy and vociferous. EEG tracing 


showed generalized disturbance with focus in left’ 


occipital region. Psychological tests indicated per- 
formance at high moron level. 

7. Twenty-one-year-old white male wounded by 
gunshot in right occipito-parietal region 8 months 
prior to entry. Unconscious 7 days, amnesic one 
month. For long time, felt he would not live. De- 
veloped hernia cerebri, much local infection, neces- 
sitating excision of right occipital lobe. Long bed- 
ridden, emaciated and decubitus ulcers, Examina- 
tion revealed severe left hemiplegia, cortical sen- 
sory loss ard left homonymous hemianopsia. Ex- 
tremely depressed, painfully aware of situation, 
petulant. EZG surprisingly revealed only moder- 
ate, generalized abnormality. Psychological investi- 
gation revealed much disturbance particularly in 
all performance tests that could be given. General 
retainment at dull normal level. 

8. Twenty-one-year-old white male wounded by 
gunshct 2 months prior to entry. Struck in right 
parietal and vertex regions. Recalls being struck. 
Became unccnscious only many minutes later. Sub- 
` sequent amnesia of undetermined length. Hernia 
cerebri. On arrival, demonstrated triplegia and use 
only of left upper extremity. Cortical sensory loss. 
Incontinent. Facial expression fixed. Conversation 
naive and anxious. Emotionally unstable. EEG re- 
vealed generalized slow waves with larger voltage 
in right occicito-parietal region. Psychological per- 
formance left no doubt as to deficiency in all tests 
which he was able to take. Dull normal intelligence 
range. 

9. Twenty-six-year-old white male wounded by 
shell fragments 3 months prior to entry. Pene- 
trated deep in left occipito-parietal region, past 
mid-brein and into right frontal region. For many 
weeks after was moribund, with clonic contractions 
of left apper extremity. On arrival, had left hemi- 
plegia with cortical sensory loss, right anosmia, 
slight residual aphasia, left homonymous hemi- 
anopsia and cther obvious intellectual losses. High 
moron level. Appeared dull, shy, placid, slept ex- 
cessively. 

10. Thirty-year-old white male wounded by shell 
fragments 3 months prior to entry. Penetration left 
occipito-parietal region, to the left lateral ventricle. 
Recovery complicated by infection. On arrival, ex- 
amination revealed a right homonymous hemianop- 
sia, multiple agnosic-apraxic disturbances and right 
hemiparesis. Dull, placid, contented. EEG tracing 
revealed generalized abnormality, more marked on 
the right. Psychological evaluation, high moron 
level. l 
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Seeing such cases arrive at our hospital 
day after day, 2 to 6 months after injury, we 
were struck by two things: First, by what 
the human brain can take and recover from; 
second, that there is more here than a mere 
dissolution of nervous pathways to be clinic- 
ally labeled “posttraumatic encephalopathy.” 

Brain. damage of any severity results 
in a major disorganization of personality. 
Overwhelming liabilities and deficits become 
manifest. Agnosic-apraxic disturbances may 
occur, gross or subtle. There is often a gen- 
eral lapse to a more childlike level of think- 
ing. Higher social sensitivities and respon- 
sibilities diminish. Interest and planning are 
deficient. Mood control becomes unstable or 
erratic. Rebelliousness or passive acceptance 
of invalidism may appear. There may be a 
general intellectual slump or more specific 
intellectual abilities may be outstandingly de- 
ficient, such as the ability to handle abstract 
concepts(1). 

However, let it be known that men with 
even severe brain injury as described do not 
usually deteriorate to the intellectual level of 
morons, imbeciles or “dements.” We saw 
only 3 patients (among 64) whose general 
intellects were so impaired that they might 
ultimately require guardianship. Many men 
had slumped, broadly speaking, to just an 
average or dull normal level of general in- 
tellectual performance. Those with previous 
good attainment suffered less, however, as 
they apparently had a greater margin of 
safety or “further to fall.” It was common 
to find that a particularly dull individual had 
always been dull. 

Among men with brain injury, we came to 
look more for losses of specialized intellectual 
functions than for wholesale devastation. 
Unless this scrutiny were undertaken, many 
would give the impression of little distur- 


_bance in general intellectual function. 


Psychological tests(2) of intellectual com- 
ponents reveal loss of ability to analyze and 
synthesize. These patients are unable to 
change their method of attack on problems or | 
to shift their attitudes or concepts. Memory 
defects are manifest for concurrent or new 
situations. They show a lack of anticipation, 
organization or planning ability. They are 
unable to deal comprehensively with vari- 
ables, more than one aspect or dual relation- 
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ships. It is difficult for them to handle new 
problems, especially those not depending on 
old information and habits. Attention and 
concentration are impaired though these 
may be related to anxiety. Their thinking 
often shows evidences of helpless repetitious- 
ness, stereotypy or actual perseveration. 
They try doggedly, often recognizing their 
- inadequacy, but are helpless to change their 
attack. They proceed with much uncertainty. 
They are often easily distractible. Insight is 
sometimes painfully existent. Reactions of 
anxiety, hypochondriasis, depression, and 
occasionally even hysteria are evident among 
this group. 

However these many liabilities do not re- 
main rigidly set or go unbalanced. Just being 
alive, just living in a ward will serve to 
change things. In each case, a dynamic re- 
action takes place which is unique and in- 
dividual. 

The reaction of the total personality to 
cerebral deficit depends upon several insepar- 
able variables. On the one hand, there exists 
the trauma and alteration produced by it; on 
the other hand, the personality who experi- 
ences these things. It is reasonable to believe 
that there are no two human brains quite 
alike. The life experiences, conditioned re- 
flexes and delayed reflexes of each person 
have made his own brain unique and, if any- 
thing, unpredictable. A great deal depends 
upon what was in that brain that was in- 
jured. There are beaten paths, conditioned 
reflexes, associative pathways and experi- 


ences that are the sole property of the indi- ` 


vidual involved. Many symptoms or per- 
sonality difficulties appear merely as expres- 
sions of a struggle of tke altered personality 
to cope with defects and demands it can no 
longer meet. As Goldstein(1) previously 
pointed out, adaptation depends on the 
severity of the handicaps and the degree of 
readjustment possible. Indeed if the defect is 
severe (for instance, the patient is blind), 
ultimate expectations are less, and usually the 
patient manages-well. He seems to compen- 
sate easily and loses realization of his defect. 
However, if part functions remain, if he is 
only mildly hemiparetic or partially deaf, the 
ultimate adaptation may be more difficult. 


It may be easier for the totally hemiplegic to- 


adjust to his total loss once ae for all than 
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for the partial hemiparetic to make an “on the 
fence’ adjustment. 

Once these patients were settled in the 
ward, and the routine going, they were easy 
to manage. Their dogged perseverance and 
seriousness of purpose soon manifested itself. 
There were few disciplinary problems among 
this group, in contrast to other groups of 
wounded patients in the hospital. Minimal 
complaint was expressed of paralysis, hemi- 
anopsia or aphasia. In some men, excessive 
orderliness became an apparent manifestation 
of their concrete attitudes. 

The frequent admission of men with brain 
injury soon brought about the realization 
that something more was in order than 
routine neurological evaluation, neurosur- 
gical considerations, occasional psychological 
testing and routine assignment to physio- 
therapy and occupational therapy. As we 
saw increasing numbers of these patients, we 
felt that mary of them could be steered from 
institutional care. However, this would re- 
quire planned assistance for these men to 
readjust with wounded brains and personali- 
ties. It was our impression that ajl of these 
men, and not just the aphasic, required spe- 
cial care and effort. 

It was soon apparent that a more concerted 
program would assist greatly in determining 
and understanding the true state of dis- 
ability in many men, includirg those less se- 
verely disabled. The bare necessities of a 
history, neurological examination, EEG trac- 
ing and pneumoencephalography often pre- 
sented a mechanistic summation which left 
much to be desired. Thus the program to be 
described became valuable as a means of 
evaluation cf the man and his disability. It 
was useful for those who hac to remain hos- 
pitalized for a long time just for physiother- 
apy, insertion of tantalum plates and obser- 


vation. It proved of great value among men 


who wantec to know if they could proceed 
with advanced education despite brain injury. 

Over a period of several months, the fol- 
lowing program of evaluation and therapy 
was developed for men impaired because of 
brain injury. No portion of this program is 
new or unique. It represents only an inte- 
grated and enthusiastic approach to restore 
the experience of usefulness, social accept- 
ance and happiness in any individual long ill 
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and struggling with a residual disturbance of 
important function. Such a program: could 
be used for any group of patients hospitalized 
for prolonged care (orthopedics, cardiac, 
tubercular, paraplegic, blind, psychotic, etc.). 


Basic EVALUATION 


With the admission of each new patient, 
we set about to find out what had happened 
to this man and what was the existing pa- 
tholagy. Many answers were supplied by 
careful neurclogical history taking and ex- 
amination. Field medical records were scru- 
tinized for details of how the man was 
wounded, the extent of damage found, the 
surgeons’ notes and previous examinations. 
How helpful it was when neurosurgical 
teams indicated even on crude anatomical 
drawings where the lesion was and how ex- 
tensive it was. The patient, too, was plied 


for historical data. Where was he when he . 


was wounded? What had he been doing? 
What does he recall of being struck? When 
did first islands cf memory appear? When 
did amnesia clear up entirely? What symp- 
toms persist? After his chief complaints 
were described, we found it well to go over 
a neurolcgical and psychiatric inventory to 
. be sure nothing was forgotten. General 
medical and certain orthopedic symptoms 
were also sought. Skull x-rays were ex- 
amined and when available, the initial films 
following injury were rechecked. Elec- 
troencephalographic tracings were obtained. 
Where indicated, spinal fluid examinations 
and .pneumoencephalography - were per- 
formed. Injuries elswhere, which may have 
been overlooked, were always kept in mind, 
particularly those to the cervical spine. The 
possibility of intracranial infection and 
hematoma posed themselves for considera- 
tion in many cases and had to be ruled 
out. Close cooperation with the neurosur- 
geon in problems of poorly healed wounds, 
skull defects, depressed fractures, foreign 
bodies, infection, suspected bleeding and de- 
cubitus ulcers was maintained. 


CAREFUL PSYCHOLOGICAL TESTING 


This was directed toward obtaining infor- 
mation regarding the adjustment of the indi- 
vidual to his loss. We strived to obtain some 
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tangible level or base line of intellectual func- 
tioning. Many cognitive impairments could 
be tested. These included agnosic-apraxic 
disturbances, Gestalt perception, the ability 
to handle abstract concepts, recent memory 
function, etc.(2, 3). The simplest measure 
that could be accomplished in each case was 
administration of a complete standard intelli- 
gence test such as the Wechsler-Bellevue 
scale(3). At times we found it helpful to 
obtain base lines of simple, practical reading, ' 
writing, spelling and arithmetic ability by use 
of standard grammar school achievement ` 
tests(4). Once base lines were established, 
the patient’s present state of deficit could be 
comprehended and progress measured from 
this point. The Rorschach tests(2) gave 
valuable information concerning special intel- 
lectual deficits as well as other personality 
dynamics in operation. Some patients even- 
tually took vocational interest and aptitude 
tests to assist in re-education. © 


PSYCHOSOMATIC ORIENTATION 


This is directed toward knowing and 
understanding the patient who had the in- 
jury. Such orientation was fundamental in 
handling men with brain injury. Personality 
traits, attitudes and conflicts were important 
to recognize early as the individual strived to 
readjust with a wounded brain. Who was 
this person before he was hurt? What were 


his military experiences? In what setting 


was he injured? What were his present 
worries and concepts about himself? Were 
there other situational problems, especially at 
home? What formulations had been given 
him so far? What were his outlook and ten- 
tative plans? Who was this person now, ad- 
justing to these pertinent experiences and 
intracranial alterations? Often the person- 
ality and individual brain involved were more 
potent factors affecting recovery than the 
lesion or its extent. 

Social service investigation assisted greatly 
in these matters. Through this we learned 
much of the patient’s previous assets or lia- 
bilities, and whether there had been a person- 
ality change now evident to others. We 
learned also to what kind of home situation 
he would return, and what plans his family 
had in mind. Were there local resources and 
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assets in the community which might con- 
tinue his rehabilitation? 


SPECIAL RECONDITIONING AND 
Rr-EDUCATIONAL PROGRAM 


Instead of endeavoring to fit these men 
into the general hospital reconditioning and 
re-educational program, we found it best to 
put the group under the supervision of one 


man who in turn was supervised by the medi- 


cal officer. Best qualified for this work was a 
man who had teaching experience as well as 
some training in psychology. He had to be 
sensitive to personality concepts, limitations, 
interests and attitudes of each patient. He 
functioned as the master co-ordinator of such 
things as occupational therapy, physiother- 
apy, educational movies, exercises, swimming 
and various instruction. He saw to it that 
each patient attended on schedule. As an 
instructor, he taught certain subjects, and 
assigned patients to other instructors in the 
hospital for more specialized subjects (typ- 
ing, piano, Spanish, woodwork, radio, refrig- 
eration, etc.). This man assisted the medi- 
cal officer greatly in collecting information 
about each patient and his progress. The 
subjects taught and goals were practical and 
not academic. We tried to fit them to each 
patient and his likely vocational choices. 
Often they concerned just the fundamentals 
of reading, writing, spelling and arithmetic. 
This approach aided materially in an ac- 
quaintance with a patient which otherwise 


would have depended only on psychological 


test scores, 


THE EMPLOYMENT SPECIALIST 


Every army hospital has an office headed 
by the separation-classification officer who 
assists patients in plans for vocation or 
education. We found the more concerted in- 
terest and co-operation of this office valuable. 
Patients were turned over to this officer as 
soon as they appeared sufficiently rehabili- 
tated and when their discharge appeared im- 
minent within the next month or two. Non- 
confidential information obtained by medical 
examinations, psychological tests, social ser- 
vice investigation, and instruction of the pa- 
tient were efficiently funrieled to this officer. 
He in turn furnished the medical officer with 
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practical advice concerning specific voca- 
tional and educational possibilities for which 
the patient might be suited. Patients were 
consistently interested in the practical details 
concerning employment possibility, job clas- 
sification, further education, and the like. 
They enjoyed batteries of teszs designed to 
indicate skills, aptitudes and interests. 


FORMULATION AND EXPLANATION 
TO THE PATIENT 


These men want to know how they have 
been injured and what it will mean. Often 
they have obtained many misconceptions and 
hearsay which they may not spontaneously 
bring out. It is well to know what these are, 
and to ventilate them. Some feel that head 
injury leads to insanity or brain tumor. 
Many have already heard that convulsions 
(or “black-outs” as they often refer to them) 
may follow injury such as theirs. To many 
patients, this possibility must be frankly 
acknowledged, and explanation given as to 
why these occur. These men can be told that 
they occur only (as late and persistent prob- 
lems) in a relatively small percentage of men 
with injuries such as theirs; usually this phe- 
nomenon recurs infrequently, it is only epi- 


- sodic and transient with full recovery; it is 


usually no indication of impending insanity, 
deterioration or further paralysis. Optimism 
is necessary, and nothing must be done to 
bring about apprehension and preoccupation 
of things that might happen. These patients 
can be told that, if spells of unconsciousness 
do occur, there are definite things tc be done 
about them in the way of medicine and sur- 
gery. They must know that the medical pro- 
fession is learning more about the manage- 
ment of these phenomena as investigation 
proceeds. In general, we find the formula- 
tions given by Putnam in his excellent book 
(5) valuable. We see absolutely no excuse 


for referring to these occurrences as “epi- 


lepsy.” Seizures produced ty intracranial 
scars are not indications for invalidism or ad- 
vice to take it easy and not work. Healthy 
adjustment to an infrequent, recurrent, brief 
lapse of consciousness comprises an import- 
ant portion of the therapy in these men. 
These men know also abcut pneumoen- 
cephalography (the “air test,” as they refer 
to it). They fear it. In this procedure are 
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bound all the folklore-and superstition of the 
spinal puncture, plus the additional trauma 
of “draining the brain dry” of an important 
fluid, and then “blowing air into it.” As 
eatly as possible after admission, the patient 
should be told that likely he will. not need 
this procedure, end it can be dismissed thus. 
Where it is needed, this should be announced 
within 24 hours of its accomplishment and 
carefully explained in a manner to allay 
anxiety and misconception. 

Headaches, dizziness and anxiety symp- 
toms should be explained physiologically and 
psychologically to these men. Their impor- 
tance as indicators of severe brain damage or 
poor prognosis should be deflated. 

An intelligent patient will sometimes in- 
quire, “Why should I struggle to rehabili- 
tate myself, if it will only cut down on my 
pension?” We have reason to believe that 
those seriously impaired will not have pen- 
sion readjustments to worry about, regard- 
less of how well they are employed in the 
future. To the others, we must frankly state 
that they will soon come to know that a pen- 
sion is not everything in life; that as young, 
aggressive individuals they will find it far 
more enjoyable working for $120 a month 
than whiling away time on a pension of $80 a 
month. It can be pointed out that mature 
individuals prefer opportunity rather than 
dependence upon government checks. 

By work and action these patients must 
learn tha: they are expected to be able to 
do certain things. Morbid fears, pessimism, 
hypochondriasis, passive resignation to inva- 
lidism or abnormal behavior must not stem 
from the experience of having been injured 
in the head. There is usually little need for 
the patiert to know about EEG tracings or 
pneumoercephalographic findings. These 
usually represent lurid details which he is 
not equipped to judge or understand. 


THe PATIENT S RELATIVES 


Wives, parents and others are Itkewise 
concerned about the nature of the injury and 
what it means. The attitudes of families can 
devastate or richly nourish efforts directing 
the patient’s recovery and future. These’ in- 
dividuals are as much in need of formulations 
expressed above as are the patients. When 
the family could not come to the hospital, we 
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found the Red Cross of great assistance in 
transmitting concrete, individualized formu- 
lations to them. It was best when these 
things were done as soon after the patient 
arrived at the hospital as possible, before 
time permitted misconceptions to develop 
and set. 


THERAPEUTIC TRIALS AT HOME 


Recovery and stabilization eventually sug- 
gest that a change of routine is advisable. 
We found it valuable to send the patient 
home for several weeks. This proved helpful 
in several ways. It permitted his family to get 
acquainted with him and his handicap. He in 
turn became acquainted again with his home 
setting. Plans could then be made in a more 
practical light and future difficulties antici- 
pated. On return to the hospital social ser- 
vice investigation immediately obtained a 
report of what transpired while the patient 
was home. ` Resulting information was ex- 
ceedingly helpful in further planning. 


PHYSIOTHERAPY, EXERCISE AND 
GYMNASIUM ACTIVITY 


The medical officer maintained regular 
check on physiotherapy and exercise activi- 
ties. .Those with paresis or paralysis found 
the swimming pool a valuable adjunct. With 
the assistance of the reconditioning depart- - 
ment, an athletic assistant was put in charge 
of each helpless patient in the swimming pool. 
The entire swimming program was co-ordi- 
nated by a physiotherapist. In all of these 
activities, progressive management. and the 
patient’s active participation were sought. At 
least once a month, a careful objective study 
of the amount of weakness and spasticity of 
all involved muscles was tabulated. 


OCCUPATIONAL THERAPY 


This was devised in a special class for the 
group to aid in retraining of muscle skills, 
and to give the patient a daily sense of accom- - 
plishment. Mental as well as physical stim- 
ulation was sought. 


Jos THERAPY 


Several weeks or months before dis- 
charge, when the patient appeared ready for 
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‘t, he was assigned to a part-time or full-time 
job on the post. Previous arrangements were 
made with various departments by the man 
in charge of reconditioning. Many types of 
work were available, sedentary and ambula- 
tory, in the library, baggage room, steno- 
graphic pool, admitting offices, etc. Each 
job was selected with the man’s limitations 


and needs in mind. It was carefully ex-’ 


plained to him why this was done, 2. e., not 
as a stall in his discharge, but as a final test 
to ascertain whether he would continue to 
need a lot of doctoring, how his strength and 
stability were, and if he would continue free 
of distress under more normal conditions. 
This was a trial period. Special pass privi- 
leges were arranged for men who worked on 
the post in this manner or other privileges 
could be awarded occasionally. 


CASE CONFERENCE 


Once a week, an hour’s conference was 
held with the man in charge of re-education 
and reconditioning, the social service worker, 
the occupational therapist, the physiothera- 
pist, ward nurse, psychologist and separa- 
tion-classification officer. Here individual 
case problems of rehabilitation, progress and 
iuture plans were discussed. The medical 
officer learned what everyone was accom- 
plishing and what progress was being made. 
He then directly advised, instructed and co- 
ordinated all of these efforts. 


FoLtLtow THROUGH 


The rehabilitation of these patients must 
not stop the day they leave the hospital. 
There is a need to carry therapy and rehabili- 
tation over into civilian life. This man’s 
family, his family doctor, local and state 
agencies, Veterans’ Administration, and in- 
dustry must know this. We have found that 
nothing can take the place of a wise, under- 
standing family. A job, however simple, if 
it does not tax the patient’s remaining assets, 
is exceedingly valuable especially after a 
period of readjustment as a civilian after 
discharge. 

It is important for the family doctor to 
continue with a careful understanding of the 
personality involved, stressing good adjust- 
ment to a handicap and avoiding concepts of 
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invalidism. It should be recognized ty physi- 
clan and patient alike that the brain (like 
other vital systems) provides a margin of 
safety whereby alteration of some portions 
may effect little functioning deficiency. It is 
unwarranted to assume that brain damage 
must equal disability gram for gram or per- 
cent for percent. Adjustment of the individ- 
ual suffers when evaluation and therapy are 
based only on EEG abnormalities, pneumo- 
encephalograms or reflex changes. 


CONCLUSION 


Merely doing fundamental neurological 
evaluation and giving neurosurgical consid- 
eration, then assigning patients to physio- 
therapy and reconditioning do not effect 
understanding or sufficient therapy for men 
with brain damage. Groping for reintegra- 
tion, these wounded personalities must be 
considered as a special group needing stimu- 
lation and direction. They and those who 
work with them must be given healthy, rea- 
sonably optimistic conceptions and plans. 
Feelings of hope, usefulness and of being 
restored to the community as respected adults 
must be instilled. 

Old concepts of organic dementia and de- 
terioration are not strictly applicable to these 
men, even those most severely injured. They 
are young, and their brains are healthy. We 
are struck by an inherent force of restitu- 
tion, stabilization and improvement, but we 
have found that it needs stimulation and 
direction. The deficits of these men need not 
as yet be regarded as permanent, static, 
and least of all progressive. Many possibili- 
ties exist for re-education, restoration and 
healthy adjustment. Although oversimplified 
and unproven, the theory that there is a re- 
serve of cerebral neurons which can be re- 
educated is a helpful concept. The human 
personality is versatile in its atility to adjust 
with losses and to losses. 

We have felt that our efforts were amply 
rewarded by the progress these men made. 
Physical strength and agility reappeared as 
did handwriting, reading, spelling, mood 
stability, poise and self-confidence. The tri- 
plegic walked with a cane; tne hemiplegic 
drove his father’s tractor. They felt useful 
again and could plan now for the next 25 to 
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50 years. They had an understanding about 
themselves that was wholesome. 

Of 64 severely injured patients (as de- 
scribed, only 4 had to be institutionalized, 
3 for severe physical helplessness (triplegias, 
extensive cerebellar damage) and 1 for in- 
tellectual deficiency. The remaining 60 were 
discharged, ambulatory and confident, di- 
rectly to their homes. 

We do not intend to be aes away by 
optimism, for we shall never rehabilitate most 
of these men to where they will be entirely 
self-sufficient, steadily employed, or “as good 
a man es before.” However, we saw no pa- 
tient for whom immediate, ‘simple relegation 
to institutional care was necessary. We saw 
no case in which such a pessimistic disposi- 
tion was warranted. We saw no man for 
whom a great deal could not be done in the 
way of active restoration and rehabilitation. 
Such viewpoint, however, has necessitated 
vigor and healthy optimism directed toward 
understanding these men as individuals and 
individcals adjusting to certain losses and 
experiences. It has necessitated keeping 
them busy socially, mentally and physically. 
It has necessitated steering clear of, and 
fighting, invalicdism, apathy, stagnation and 
neurotic adjustments to a handicap, condi- 
tions to which men with head injuries are 
very susceptible. 

We have learned that it means little to save 
a life, to cover a skull defect, and to give a 
man veterans’ compensation if the adjust- 
ment and reintegration of that individual are 
neglected. The job is only half done if he 
is merely diagnosed and labeled, routinely 
assigned to this or that program, sent to 
physiotherapy and occupational therapy in 
isclated fashion, and then disposed of as a 
pachetic product of war to his home or to 
. drab institutional care. The wounds are 
fresh ard the patient young. We must deal 
with both now and not 2 or 5) years hence. 
Let us again seriously consider what con- 
stitutes maximum benefit of medical care in 
these cases. 
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JAPANESE MILITARY PSYCHIATRY IN KOREA 


MILTON MILES BERGER, Capram, M.C. A.U.S. 


Psychiatrist, Seventh Infantry Division 


These impressions and statements con- 
cerning Japanese military psychiatry are 
. based on an interview with Dr. Kijoto 
Kawaguchi, a thirty-three year old lieuten- 
ant in the Japanese medical corps who was 
born in ill-fated, atom-bombed Hiroshima 
and lived in Korea for twenty-five years. 
After graduation from Keijo (Seoul) Im- 
perial Medical School in 1937 he trained in 
the neuropsychiatric section of the Univer- 
sity Hospital for five years. He received no 
psychoana‘ytic training. He then established 
his own private mental hospital for six 
months until called into the Japanese Army 
in 1942. Following custom he served as an 
ordinary soldier equivalent to our American 
private for eleven months, receiving a basic 
army incoctrination before he could begin 
practicing as a neuropsychiatrist. 

The Keijo Military Hospital had a maxi- 
mum capacity of 1500 beds. At the time of 
this interview in September, 1945 the pa- 
tients num>ered I100. Soldier patients from 
the entire vast north and central China 
fighting fronts, and Korea itself, streamed 
to the hospital for definitive treatment. The 
writer’s assignment to evacuate all Japanese 


patierts and hospital personnel to Japan. 


enabled him to gather the information for 
this article. 


NEUROPSYCHIATRIC SECTION 


When tke hospital closed there were only 
22 patients in the neuropsychiatric section. 
The normal capacity was 50 beds and a 
maximum of 120 mentally ill could be cared 
for adequately. 

The physical components of this depart- 
ment would be judged inadequate by Amer- 
ican standards. Small, barred windows were 
set high in the wall of a fourteen by twenty- 
two foot room housing 8 patients. The others 
cramped into tiny quarters. Filthy straw 
mattresses were closely packed side by side 


around the room, leaving only a small space’ 


in the center of the room. The rest of the 
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wood floor and dirty-grey walls were bare, 
badly in need of fresh painting. The psy- 
chiatric examining and treatment room was 
also used as living quarters for Lt. Kawa- 
guchi. There was no recreation room. For- 
mal occupational therapy or therapists did 
not exist. An active physical therapy pro- 
gram was carried on, averaging three hours 
per day for each patient. This consisted of 
scrubbing, walking, general cleaning and 
farm work. 


TYPES oF PATIENTS 


The 22 mentally ill soldiers were diag- 
nostically classified as follows: 


Schizophrenia ............ee0cee. 6 
Hebephrenic ......... cuvlees 5 
CATATONIC: ardre Ee E I 

Dementia paralytica ............ 3 

Manic-depressive psychoses ...... 3° 

s MANE wees Sean: Pion they Aa ate a Git I 

Depressed 6iiiei vatetaawnteesk 2 

Mental defectives ............000- 3 

- Psychoneurosis scloscsaees Seeders 7 

Piystefia:.. J tuiwes pros ova cankges 7 
TREATMENT 


In the writer’s lengthy discussions on 
therapy with the Japanese psychiatrist, no 
new forms of treatment were found to be 
in use. 

1. Electric shock: This mode of therapy 


. was given to all types of patients, with the 


treatment time varied to suit the patient’s 
condition. In general,-excited patients were 
given two to three treatments daily, while 
“gentle?” patients received two to three 
shocks weekly. The Japanese officer gave 
approximately 3000 treatments while serving 
with the army and 10,000 as a civilian. 
Mechanics: The shock machine used by 
the Japanese is far simpler in appearance 
and operation than our multi-dialed appa- 
ratus. There is no real control of the current 
given for each treatment. Copper electrodes 
are set flat into the inner sides of a U-shaped 
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wood handle and attached to a conducting 
wire in the center of the handle (Fig. 1). 
This in turn connects with a wire extending 
to the nearest electric outlet. Alternating 
current carried through these, outlets in 
Keijo is estimated to be 100 volts, 300 to 
500-mille amperes, and the duration of each 


treatment is timed with a stop-watch or by ` 


the operator counting for two or three 
seconds. A mouth gag was used during 
treatment. The tonic, clonic arid dyspnoeic 
phases of grand mal seizures customarily 
seen during electric shock treatment were 
described. 

` Complications: The informant stated that 
in spite of the apparent crudeness of this 
machine there had been only two known 
deaths in Korea. These, not his own patients, 
occurred in 1942 after post-shock status 
epilepticus. He personally knew of 2 cases 
in whom convulsive episodes recurred at 
monthly periods six to twelve months after 
completion of a course of electric shock ther- 
apy and then, just as spontaneously, ceased. 
He stated that only 2 of his patients had 
dislocated jaws during treatment and none 
had fractures. Routine pre- and post-shock 
spinal X-rays were not taken. In only 1% 
of cases was artificial respiration necessary. 

Results: Hysterias were given petit mal 
seizures when possible by reducing the time 
of the treatment and all other types of pa- 
tients were given grand mal convulsions. 
Schizophrenics are usually given ten to sixty 
treatments. He claimed a complete recovery 
rate in dementia præcox of 25 to 30% and 
stated that up to 60-70% showed complete 
or incomplete remissions. Manic-depressives 
are given three to fifteen treatments and 
50% recover; 70% of depressives recovered 
completely. Excited dementia paralyticas 
are treated with five to ten electric shocks 
before starting, fever therapy with malaria 
or typhoid vaccine. 

2. Insulin shock therapy: No insulin had 
been used since 1941 because it was unob- 
tainable. As he preferred electric shock, 
this loss was not felt too keenly. 

3. Metrazol shock therapy: Its use was 
discontinued ‘five years ago because it too 
was considered inferior to electro-therapy. 

4. Narco-therapy: Although he did not 
use sleep or narco-therapy here in Keijo, he 
knew of its use in Japan. The drug, sul- 
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fonal was used there to produce sleep for : 
five- to seven-day periods. Narco synthesis, 
as used by the United States Army Medical 
Corps, was new to him. 

' §. Hypnosis: This psychiatrist had no 
personal experience with classical hypnosis 
and stated it was seldom used in the 
Japanese Army. 

6. Hydrotherapy: This well-proved meth- 
od was rarely used because of the expense 
in making hot water, and because the num- 
ber of personnel required was too great to 
make it worth while. 

7. Epileptics were treated with luminal 
gr. 4 two to three times daily. 


RESULTS 


Of all the neuropsychiatric patients ad- 
mitted to this hospital approximately 80% 
recovered, 15% experienced an incomplete 
remission and 5% showed no improvement. 
Those who required more treatment or pro- 
longed hospitalization were evacuated to 


Japan. 


CoMMENTS 


Although this appraisal of Japanese mili- 
tary psychiatry in Korea is not a complete 
one, it affords us some definite information 
on the subject. We can thus compare Amer- 
ican and Japanese psychiatric practice and 


_ concepts. 


It is of interest to learn that Japanese 
neuropsychiatrists have had to serve almost 
one year as privates before being commis- 
sioned as medical officers and allowed to 
resume their professional vocation, The 
cramped quarters and lack of occupational 
and recreational therapy show that the 
Japanese have. not been greatly impressec 
by reports indicating the successiul use of 
those therapeutic adjuncts. The absence of 
paranoids in a group of 6 schizophrenics 
may allow one to reflect that the individual 
Japanese may have rarely known the pro- 
jective mechanisms involved in the devel- 
opment of this psychiatric entity. The ab- 
sence of forms of psychoneuroses other than 
hysteria may have some sigrificance. 

The use of electric shock three times daily 
is a rather startling concept. Histologic 
studies of the cerebral cortex in these human 
subjects mighi shed interesting new light 
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on the pathological changes induced by this 
treatment. The occurrence in 2 patients of 
convulsive disorders six to twelve months 
after completion of a course of electric 
therapy may be directly attributable to the 
high rate of daily treatments. This would 
_ be considered an unusually rare occurrence 
in non-epileptic patients treated two to three 
times per week. 
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That the economic factor was an impor- 
tant one in deciding treatment was indicated 
by the reasons given for not using hydro- 
therapy. . 

It is of interest to note that in spite of 
other differences, statistically, the general 
overall results of treatment seem to be. 
similar to those seen in United States army 
hospitals. 
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PREFRONTAL LOBOTOMY 


A PRELIMINARY APPRAISAL OF THE BEHAVIORAL RESULTS * 


WARD C. HALSTEAD, Pu. D.. HUGH T. CARMICHAEL, M.D.,® anp 
PAUL C. BUCY, M.D. 


Prefrontal lobotomy for relief of some 
forms of psychopathy has passed its first 
decade. In 1935 Egas Moniz, a Portuguese 
neurologist, and Almeida Lima, a surgeon, 
working in cooperation with Sobral Cid, a 
psychiatrist, undertook the treatment, of psy- 
chotic patients by surgical interruption of 
the frontal association pathways in the brain. 
They performed their first operation on 
November 12, 1935. The favorable result, 
with confirmation, was reported immediately 
in several brief communications(77, 78,81). 
A monograph by Moniz, describing the 
results of this operation in 20 cases, ap- 
appeared in June of 1636(79). This mon- 
ograph attracted the attention of Freeman 
and Watts(25), who performed the first 
preirontal lobotomy in this country about 
three months later on September 14, 1936. 
Following their favorable report, the method 
was soon taken up by others. It is probable 
that nearly 1,000 such operations, with vari- 
ations, have been performed in this country 
during the past decade. More than one hun- 
dred references to leucotomy or lobotomy, 
as the operation is now known, are to be 
found in the literature (see bibliography). 

General Results Reported for Prefrontal 
Lobotomy.—In a monograph on the subject 
published in 1942, Freeman and Watts(33) 
summarized théir general results for a group 


of 80 cases, comprised of various types, as: 


follows : 


In our opinion, 63% of the ‘cases have resulted 
satisfactorily, while in only 14% of the survivors 
can the results be considered bad, either from the 


standpoint of a return or persistence of symptoms 


1 Read at the ro2zd annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Illinois, May 
27-30, 1940. l 

2 From the Division of Psychiatry, Department 
of Medicine, The University of Chicago. 

3 From the Departments of Psychiatry and Neu- 
rology respectively, University of Illinois College 
of Medicine and The Illinois Neuropsychiatric 
| Institute. 


or from the standpoint of antisocial behavior that 
makes the individual a difficult problem in his 
environment (p. 287). 


Ziegler(114), in 1943, surveyed the re- 
sults to date for 618 lobotomies from one 
Canadian and from 17 American centers. 
The results of this survey, without reference 
to the preoperative psychopathy, are shown 
in Table I. 


TABLE I. 


GENERAL RESULTS OF PREFRONTAL 
Lepotomy (N = 618) 


Data Taken From Zeigler (114) 


Per- 
Cases centage 
Clinical Status 
Recovery 4246558 eases ne waeees 215 34.8 
Markedly improved ............ 194 31.4 
Slightly improved .........006.- 100 17.6 
Unchanged ai0cttiasesadevadees 62 10.0 
Worse ..... EA SEA ection EAT & 1.3 
Death (operative) .,.....cee00- I2 1.9 
Death (subsequent to operation 
including 2 by suicide)........ 18 2.9 
Occupational Status 
Working part or full-time....... 251 42.7 
Discharged but unable to work.. 60 10.2 
Hospitalized: 32 4..00sce6e55 sans 277 47.1 
THO WIL dori Moles cate eaa 30 sacs 


Examination of these reported results, 
essentially as classified by Ziegler, reveals 
an outlook ne less optimistic than that of 
Freeman and Watts. Thus, 66.2% of the 
cases are reported as showing marked im- 
provement to social recovery; 83.8% slight 
or better improvement; 10% unchanged; 
still less favorable results, 6.2%. Unfortu- 
nately, aside from their value as vital statis- 
tics, it is impossible to assess the validity 
of these findings. At no point have there 
been other than superficial attempts made 
to standardize the criteria for the pre-opera- 
tive and post-operative clinical status cf 
the patients. Not a single patient has been 
adequately studied. For a moral and social 
responsibility to do this, there has been 
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substituted a phenomenal array of case sta- 
tistics. Unfortunately, the pyramiding of un- 
knowns is scarcely a pathway to knowledge. 

This is no less true in those few instances 
where clinical opinion has been supplemented 
by psychometric devices (cf. 33, 51, 52, 57, 
59, 88, 97, 100). In no instance has the psy- 
chological test or battery of tests employed 
ever been shown to be sensitive for frontal 
lobe functions. In several instances just the 
opposite has been true. We may use a par- 
ticular test as an illustration. Many other 
tests employed are either standardized in 
terms of it or are highly correlated with it. 

For the Stanford-Binet test, widely used 
as @ meesure of psychometric intelligence, 
the range of post-operative I. Q.’s for uni- 
lateral ard bilateral frontal lobectomies re- 
ported in the literature is from 54 to 152 
with a mean value of 108, For cases ex- 
amined pre-operatively as well, an average 
drop of one point in I. Q. has been found 
post-operatively, the range being from a loss 
of 14 points to a gain of II points, Since 
bilateral (and possibly even unilateral) 
frontal lobectomy represents more extensive 
ablation of brain tissue than lobotomy, it 
would appear unlikely that a test known : 
be insensitive. tò the former would prove to 
be sensitive to the latter. It might be com- 
mented in this regard that a physicist who 
purported to measure micro-volts with a 
volt-meter would scarcely be taken seriously. 


PRESENT INVESTIGATION 


Biological Intelligence. —-Is there a kind 
of intelligence that is of fundamental impor- 
tance to tne organism but which is different 
from that reflected by standardized psycho- 
metric tests? Commonplace clinical expe- 
rience, as well as cther lines of evidence, 
suggests that there is. Clinicians are gener- 
ally familiar with the. discrepancy commonly 
encountered where the measured I. Q, of a 


patient may be high yet his usable intel- . 


ligence, 7. e., his capacity for adaptive beha- 
vior, may be disproportionately low(44). 
Ackerly (1), and soon after him Brickner(7), 
were among the first to report examples of 
this in patients with extensive bilateral le- 
sions of the frontal lobes. Both of these 
' men were reluctant to conclude that the 
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adaptive capacities of their patients. were 
unimpaired in spite of the fact that the 
meastired I. O’s. were within normal limits. 
One technical reason for this clinical para- 
dox’ is that the I. Q. reflects special abilities 
of the individual. In trigger situations pre- 
sented in the psychometric test, these abili- 
ties are touched off or tapped sufficiently to 
yield a spuriously high index of the adaptive 
capacities of the individual. This phenom- 
enon is equally to be noted in the perform- 
ances of normal individuals under biological 
stresses imposed by such agents as drugs, ° 
altitude anoxia, and brain concussion (the 
post-traumatic syndrome). 

Psychiatry, and for that matter the whole 
field of biology, has long felt’ the need for a 
conception of intelligence more closely re- 
lated to the clinically observed capacities of 
the individual for general adaptive beha- 
vior. The need is for a concept understand- 
able in biological terms, in brief, a concept 
of biological intelligence. Several decades 
ago, Freud proposed such a concept which 
he termed the ego. He assigned to it the 
control of motility in various spheres of the 
individual and likened it to “a man on horse- 
back,” who controls the superior energies 
of the horse with his own(38). 

The concept of a controlling ego or intel- 
ligence has most recently been explicitly ` 
set forth in a timely monograph by Alexan- 
der and his associates(2). They state: 


Every neurosis and every psychosis represents 
a failure of the ego in performing its function. 
. Psychotherapy .... aims to restore this 
ability to the ego by psychological means (2, p. viii). 


But while these authors thus designate the 
ego as the prime target of psychotherapy, 
they fail to specify its functions in any but 
the most global of terms. With the target 
thus undelineated, it perhaps is not surpris- 
ing that the effective mechanisms in recovery 
under psychotherapy have remained obscure. 

Can biological intelligence, the ego func- 
tions of the individual, be measured by ob- 
jective means? The answer, fortunately, is 
an affirmative one. Over the past several 
years, one of us (W.C.H.) has a an 
objective scale for this purpose. 

Impairment Index —By detailed study of 
carefully selected patients with circumscribed 
brain lesions, it has been possible to develop 
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a battery of quantitative indicators which is 
useful in differentiating such cases from 
normal individuals. One of the ten different 
indicators in this battery which may serve 
here as an example, consists of a category 
or grouping test(43, 44). In this test the 
subject is required to grasp or comprehend 
essential similarities or differences in cate- 
gories of test figures, presented in a multiple- 
choice situation by means of a special pro- 
jection apparatus. The instructions for this 
test are simple and the scoring is completely 
objective. The nine other tests are similarly 
objective. Each has similarly been found to 
differentiate brain injured patients. Accord- 
ingly, these ten indicators have been made 
the basis for an impairment index of biologi- 
cal intelligence as altered by impairment of 
brain functions. The scale for the impair- 
ment index ranges from o.o to 1.0. It may 
be thought of as a statement of probabilities 
out of ten chances (tests) that the individual 
in question has performed like patients with 
known brain damage. Thus, an impairment 
index of o.o for a normal individual, means 
that on none of the tests were his scores 
compatible with brain impairment. On the 
other hand, an index of 1.0 made by an 
individual means that scores on all ten tests 
were similar to those made by patients with 
known brain injury. On this scale, Dr. 
Ackerly’s well-known bilateral frontal lobe 
case was found to have an impairment index 
of 0.9, or near maximal impairment of bio- 
logical intelligence, in contrast with her I. Q. 
which falls within the limits of the average 
normal(1). The scale has proved to be use- 
ful in localizing tumors in the frontal lobes 
of the brain when the electroencephalogram, 
for example, has proved ineffective. It has 
proved to be reliable in differentiating uni- 
lateral and bilateral frontal lobectomies from 
surgical lesions. in other parts of the brain 
and from normal control individuals. That 
it performs this task is demonstrated by an 
exhibit shown at this meeting (W.C.H.) and 
in publications which are in press(45, 40). 
The relative sensitivity of the impairment 
index for frontal lobe injury is indicated by 
the fact that the average impairment index 
for unilateral and bilateral frontal lobec- 
tomies is about stx times that for the normal 
control group and about three times that 
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for non-frontal lobectomies. Or a scale ` 
of 0.0 to 1.0, the control group and the 
frontal lobectomies are separated perfectly 
by an impairment index value of 0.5. No 
frontal lobectomy has an index less than 0.5. 
With a scale calibrated for frontal lobe 
damage available, and in view of the growing 
significance of the problem, it seerned desir- 
able to apply the scale in assessing the neuro- 
psychological effects of frcntal lobotomy. 
Accordingly, in this preliminary investiga- 
tion, this scale, along with a larger battery 
of behavioral indicators and with psychi- 
atric studies, has been applied in studying 
& cases before and after lobotomy and one 
case after this operation. Summaries of the 
medical and social histories for these indi- 
viduals are given at the end of this paper. 


QUANTITATIVE RESULTS 


The impairment index scores obtained 
pre-operatively (gray cross-hatching) and 
post-operatively (solid black) in these cases 
are shown as a histogram in Fig. 1. ' 

It may be noted that there is no evidence 
of a reliable or consistent ‘shift in the impair- 
ment index which may be attributed to lobot- 
omy. In only one instance (M.C.) did a 
shift of more than one point upward on the 
impairment index scale occur following the 
operation. The pre-operative index for M.R. 
is unknown. Each patient was examined 
not less than 42 nor more than go days after 


- the operation. In some instances, the patient 


has been followed by serial examinations 
over a period of about three years. Little 
change in the impairment index has been 
found. Thus, in contrast with the findings 
for frontal Icbectomies, biological intelli- 
gence, as reflected by an impairment index, 
does not appear to be altered significantly 
by prefrontal lobotomy. A possible reason. 
for this result lies in the nature of the im- 
pairment index. Each point on the scale 
stands for performance on an indicator which 
has been found to reflect brain damage in 
patients with known localized lesion(46). 


- The scale thus reflects probabilities in 


chances out oi ten (points: that the indi- 
vidual subject has performed like individ- 
uals with known brain damage. No frontal 
lobectomy has been found to score below 0.5 
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-on this scale. Examination of the pre-opera- 
tive index values for these: cases suggests 
that biological intelligence ‘was impaired 
prior to operation and that lobotomy neither 
relieved this impairment nor consistently 
produced a greater degree. , 
_ The findings point to significant facts con- 
cerning Iccalization of function. Prefrontal 
lobotomy is: primarily a sub-cortical opera- 
tion and, apparently leaves the cytoarchi- 





ing) and post-operative (solid black) results 
are shown as a histogram in Fig. 2. 

-It may be noted that no consistent picture 
emerges for this indicator. There is a sug- 
gestion of improved personal status follow- 


ing the operation in the performances of 


R.C., of possible re-alignment or shift in the 
character of the psychopathy in I.E., M.C., 
and M.W. and of little or no change in R.G., 


N.G., A.L., and F.W. 
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Fic. 1—Showing pre-operative (gray cross-hatching) and post-operative (solid black) scores on 
l Halstead impairment index in lobotomy patients. 


tectural arzas of the cortex essentially undis- ` 


turbed(33). In one of our cases (F.W.), and 
in three others to a lesser extent, the pre- and 
_ post-operative index values are significantly 
less than those yielded by frontal lobectomy 
wherein the cortex is removed along with 
the sub-cartical white matter. This would 


seem to irxlicate that the functions reflected - 


in the impairment index are maximally rep- 
resented cr localized in the cortex of the 
frontal lob2s(46). Nai 
To supplement, the impairment index anc 
the psychiatric interviews, the Minnesota 


Multiphasic Personality Inventory was em-. 


ployed. The pre-operative (gray cross-hatch- 


+ 


SUMMARY AND CONCLUSIONS 


In a preliminary investigation, an im- 
pairment index scale developed by one of us 
(W.C.H.) for reflecting impairment of bio- 
logical intelligence has been applied to & 
carefully selected individuals before and after 
prefrontal lobotomy and to another individ- 
ual following ‘lobotomy. Several of these 
cases were found to exhibit an impairment 
of biological intelligence prior to lobotomy. 
This operation’ did not consistently alter the 
degree of impairment manifested quantita- 
tively in contrast with high impairment 
scores obtained for frontal lobectomies. This 


would seem to point to the cortex of the . 
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«rontal lobes as the region of the brain in 
which the functions reflected by the impair- 
«nent index are maximally represented or 
localized. 
It is concluded that: 


1. Impaired biological intelligence, as 
encountered in some forms of psychopathy, 
is not relieved by the operation known as 
prefrontal lobotomy. 

2. Lobotomy may not increase the degree 
of impairment of this function. 


tO, PROPEL CHART 


illness readily, complained of numerous body aches 


and pains, and stated that she felt she could never 
get well because she had seen a paternal aunt in the 
state hospital many years before. Physical examina- 
tion and laboratcry studies revealed a few positive 
findings, none of which was of serious import. 
Bilateral prefrontal lobotomy was performed 
February 4, 1944 by Dr. Paul C. Bucy. Immedi- 
ately following the operation, she seemed somewhat 
passive, rather indifferent, was incontinent of urine, 
and no longer complained of her obsessive fears or 
of bodily aches and pains. This clinical picture 
persisted until about one month after cperation, 
when following successful treatment of an abscess 
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Fig, 2—Showing pre-operative (gray) and post-operative (black) scores on the Minnesota Multiphasic 
Personality Inventory in lobotomy patients. Scores above 7o regarded as abnormal. 


3. Little is known concerning the beha- 
vioral effects of prefrontal lobotomy. 


MEDICAL HISTORIES 


R. C., a 33-year-old, married woman was admitted 
to the psychiatric division of the Illinois Neuro- 
psychiatric Institute (INI) November 3, 1943, com- 
plaining that for six months she had had obsessive 
thoughts and fears of hitting someone, hurting her 
daughter, killing her husband, committing suicide, 
and of screaming. In 1941, she had received electro- 
shock and insulin treatments with apparent recovery 
from similar complaints, At that time, she attrib- 
uted her illness to two miscarriages between the 
births of her daughters in 1938 and 1041 and 
to her husband’s heavy drinking and threatening 
behavior when drunk. On admission to INI, she 
was quiet, friendly and cooperative, discussed her 


in the upper jaw following the, extraction of an 
abscessed tooth and treatment with sulfathiazole, 
she became more alert and active, said she never 
felt so well and that though she still had thoughts 
of striking people, especially after menstrual periods, 
these were.not as strong or frequent as before. She 
was discharged March 30, 1944.: 

When she was again seen on September 27, 1945, 
she reported that she had been well following her 
discharge until two months previously when, after 
birth of a baby boy, her obsessive thoughts of 
hitting someone returned at times. She also had 
developed fatigue which she attributed to work 
involved in caring for a new baby, but said she 
had learned to express her resentments more readily 
and without guilt, no longer was so concerned about 
her physical state, but that she still cleaned house 
more often than was needed, and still had to do 
things in a hurry. Her husband confirmed these 
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statements. When last seen, January 29, 1946, she 
complained of headaches, cardiac palpitation, dizzi- 
ness, nightmares, return of her obsessive thoughts 
of harming people, and quarrels with her husband. 


Diagnostic impression: obsessive-compulsive state 


with depzessive and hypochondriacal trends. 


IL E G., a 40-year-old, single woman was ad- 
mitted tc the neurological division of INI March 
I7, 1044 by referral from a state hospital where 
she had been voluntarily committed since 1941. At 
20 years of age she was ill for several months dur- 
ing which time she manifested a compulsion to wash, 
was unable to concentrate, and cried a great deal. 
She was able to return to college and graduated at 
the age of 22, Following her father’s death in 1932, 
she sought psychotherapy but developed more symp- 
toms such as eating one meal daily at midnight, 
sleeping most of the day, and refusirg to touch 
money and to sleep on sheets. From 1938 on, she 
had not worked. During 1938 she spent several 
weeks at a private sanitarium. -For three years 
before admission to a state hospital, she lived alone 
in a big house and was depressed and spent most of 
her time washing. While.in the state hospital, her 
washing and bathing compulsions occupied more 
. and more of her weking hours. She developed 

“spastic colitis,’ refused to eat hospital food, re- 
sisted attzmpts to leave the hospital, and showed 
increasing tension and anxiety. In December, 1943 
a course cf electroshock treatments produced tempo- 
rary relief from anxiety, and the colitis, but the 
washing compulsion continued. At the time of her 
admission to INI her physical state was good ex- 
cept for -ndernourishment and a mild degree of 
edema of her ankles, presumably due to nutritional 
deficiency as a consequence of her self-imposed 
“cohtis dist.” 

Bilateral prefrontal botoni was performed May 
4, 1944 by Dr. Paul C. Bucy. Two weeks later she 
was transierred to the psychiatric division of INI. 
At that time she suffered from urinary incontinence, 
spent many hours daily in the bathroom bathing 
and washing herself, was slow in speech and action, 
and quite passive in her contacts with others. One 
month alter lobotomy the anxiety and tension were 
less, and the washing compulsions not so pronounced 
although she insisted she still felt dirty. During the 
latter part of June, 1944, she, for the first time, was 
willing to consider not returning to the state hos- 
pital, spen: much less time in the bathroom, was no 
~ longer incontinent. This improvement continued. 
She begar to take considerable care and pride in 
her appearance, left.the- hospital on visits with rela- 
tives, and felt well enough to look for a job outside 
the hospital. Just before her discharge, September 
10, Z944, she had secured a job to which she had 
difficulty in adjustment. She worked for six months, 
from December, 1944 to May,.1945, handling small 
instruments on an assembly line in a wer plant at 
- $60 a week. From June to October, 1945, she 
worked as a machine operator at another plant 
when she was asked to leave and advised to seek 
medical care since she had been staying away 6-7 
days a month during her menstrual periods. When 
she was seen, October 19, 1945, she reported the 


above and in addition said that following the receipt 
of some insurance money after her mother’s death 
in March, 1945, she married a man she had known 
as a fellow patient in a state hospital, but that her 
married life had not been happy and that she had 
separated from her husband, October 14, 10945. 
However, she reported that she was much better 
than before the lobotomy and before her discharge 


‘from the hospital, that she had no urinary inconti- 


nence, and that she could bathe in half an hour; but 
that she had not experienced orgasm in sexual rela- 
tions with her husband. When last seen, January 
16, 1946, no essential difference was recorded in her 
behavior. 
Diagnostic impression : obsessive-compulsive state. 


R. G, a 29-year-old married woman was first 
seen in the psychiatric out-patient clinic, October 
27, 1944 complaining of having to wash her hands 
and other things over and over, having to go back 
several times to see if she had turned off water, gas 
and lights, and felt unsure of herself. She dated 
the onset of these complaints to November, 1943 
shortly after delivery. They had increased to the 
point where she was unable to care for her house 
or her child and had led to difficulties with her 
husband. She was admitted to the psychiatric divi- 
sion of INI November 13, 1944 for further study 
and treatment. Physical examination and labératory 
studies revealed no- positive findings of serious im- 
port for her present illness. Little or no improve- 
ment was noted in her symptoms during this hospi- 
talization which lasted until December 24, 1944. 
She was readmitted January 22, 1945. 

On March 6, 1945 a bilateral prefrontal lobotomy 
was performed by Dr. Paul C. Bucy. In the week 
following operation, she was irritable, at times pro- 
fane, demanded much attention, laughed overmuch 
and in a silly fashion, but did not complain about 
her compulsions and fears and did not manifest the 
over-frequent handwashing. Thereafter for the next 
few weeks she showed lack of initiative, disinterest 
in activities or‘in other patients, had no confidence 
in herself, and insisted that she was just the same 
although her compulsive behavior regarding bathing 
and toilet habits became much less marked. On 
trial visits at home and after her discharge, April 
12, 1945, she was unable to get herself started at 
housework or cooking and was reported by her 
husband to be irritable. Up to July, 1045, she 
apparently improved and became able to look after 
her house and, her child although she had some 
difficulty in resisting impulses to wash her hands’ 
and to urinate frequently and was unable to lock the 
door without obsessive doubts. She also got along 


_ better with her husband and was pleased with her 


improvement. When last seen, January 10, 1945, 
her condition was essentially unchanged from that 
noted in July, 1945. i 

. Diagnostic impression: obsessive-compulsive state. 


M. C., a 60-year-old divorced woman was first 
seen in the psychiatric out-patient clinic, October 
Io, 1940 complaining of fears of dirt, having to 
wash her hands repeatedly and frequent crying 
spells. Apparently she developed fears of dust 
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shortly after her marriage 35 years before and 
became so obsessive in her housecleaning that it 
occasioned quarrels with her husband. She finally 
left him in 1917 when her youngest child was 4 
years old, but did not secure a divorce until 1941. 
She lived at her parents’ home and worked part 
time for many years thereafter until her mother 
died in 1936. Following the birth of her third child 
in 1913, she suffered a laceration of the perineum. 
A recto-vaginal fistula developed following a pelvic 
operation of some kind and several unsuccessful 
attempts were made for repair of this fistula. After 
the fifth attempt, she developed incontinence of 
feces. For the 22 years following, she felt that her 
hands were dirty and her body filtky with feces 
because she could not control her bowels, and there- 
fore she washed her hands frequently. She spent 
three months in a state hospital during 1940. Her 
fears of soiling and excessive handwashing occurred 


after another operation for repair of fistula in ` 


February, 1941. A still further exacerbation of 
symptoms occurred in the fall of 1942 in connection 
with a property settlement in connection with her 
divorce; and in the fall of 1943 when she sustained 
a fracture of the right lower leg and spent 4 months 
in the hospital. She was admitted to the psychiatric 
division of INI, January 18, 1945 at which time her 
obsessive-compulsive symptoms were very much in 
evidence. Physical and laboratory studies revealed 
the following positive findings: blood pressure 178/ 
110; markedly relaxed rectal sphincter, but no evi- 
dence of recto-vaginal fistula; ventral abdominal 
hernia; decreased hearing, particularly in the right 
side; arcus senilis; systolic murmur at apex and 
aortic areas. 

Bilateral prefrontal lobotomy was performed 
March 6, 1945 by Dr. Paul C. Bucy. During the 
week following the operation she was slightly dis- 
oriented as to time and place, was quiet and relaxed, 
made no complaints, said she felt clean, and ex- 
pressed no desire to scrub her hands. Two weeks 
after the operation, she was alert, well oriented, 
pleasant, was interested in things, had no anxiety 
about soiling herself, and did not seem to be com- 
pelled to wash her hands. One month after pre- 
frontal lobotomy, she developed pain and tenderness 
in her ventral hernia. Herniorraphy was performed 
under spinal anesthesia with an uneventful post- 
operative course. At the time of her discharge, 
May 10, 1945, her hands and arms had lost their 
reddened appearance. She obtained a position as 
assistant cook in an orphanage at a small salary 
with maintenance and when last seen, October 6, 
1945 had held this job for four months. At that 
time she was no longer worried about her relaxed 
rectal sphincter, felt that the prefrontal lobotomy 
had done a lot of good but was very vague about 
the diminutjon in her handwashing compulsion. - 

Diagnostic impression: obsessive-compulsive state. 


N. G., a 51-year-old single woman was first seen 
in the otolaryngology out-patient cliric in October, 
1941, complaining of a pain in her throat which she 
said was due to swallowing a fishbone. No foreign 
body was found on examination, and she was re- 
ferred to the department of surgery for repair of 
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bilateral inguinal herniae. Operation was performed 
November 10, 1941, followed by an uneventful post- 
operative course. On April 20, 1943 she was seen 
in the psychiatric out-patient clinic with comp_aints 
of “nervousness,” weeping, fears of germs, of karm- 
ing others, and of being alone. The fears had begun 
10- years previously and were accompanied by ex- 
cessive handwashing, had become accentuated after 
herniorraphy in 1041, and did not yield to treatment 
with barbiturates, bromides, benzedrine, and 12 
electroshocks. She was admitted to the psychiatric 
division of INI March 8, 1944 at which time physi- 
cal examination and laboratory studies revealed 
essentially normal findings except for a few minor 
deviations and abnormally fast waves on electro- 
encephalogram, and an I.Q. of 81 with a mental age 
of 11 years, 10 months, on the Ctis Intermediate 
Test. 

Bilateral prefrontal lobotomy was performed May 
S, 1944, by Dr. Paul C. Bucy, but section was not 
made in the left inferior quadrant. In the early 
post-operative period, she said she no longer feared 
germs but complained of being worried, expressed 
some guilt feelings although she seemed less tense 
and anxious than before and manifested no ritual- 
istic behavior. After discharge June 27, 1944 she 
was admitted as a voluntary patient to a state hos- 
pital in September, 1944, but remained there for 
3 days only. When seen in November, 1945, virtu- 
ally all her symptoms had returned to such a cegree 
that she was unable to leave her home. Following 
the death of her mother in Januery, 1946, i was 
dificult to care for her at home because cf her 
bizarre behavior, uncooperativeness and sticidal 
threats. She was taken to Cook County Psycho- 
pathic Hospital where she was found to be without 
psychosis and was released to her family. She re- 
fused to consider voluntary commitment to a state 
hospital but returned to the psychiatric out-patient 
clinic where, when she was last seen in March, 1946, 
the impression was that her condition remained 
essentially unchanged. 

Diagnostic impression: obsessive-compulsive state. 


A. L, a 38-year-old, married man entered the 
psychiatric divisicn of INI March 23, 1944. His 
illness was said to date back to October, 1942 when 
he had a spontaneous subarachnoid hemorrhage fol- 
lowing which he experienced various sensations in 
his head and scalp which he interpreted zs the 
“brain being stuck to something” and as “some- 
thing moving in the brain.” A neurological exami- 
nation in October, 1943 revealed only the following 
positive findings: slight flattening of the left side 
of the face and a slight hesitation in distinguishing 
between his right and left sides. These complaints 
were considered to be psychoneurotic. He was re- 
ferred to a psychiatrist for psychotherapy. It was 
the psychiatrist’s opinion that this was not the treat- 
ment of choice in view of the defect from the actual ` 
brain damage he had suffered for which he was 
unable to compensate in everyday performance due 
to his limited capacities in general endowment and 
personality makeup. Electroshock or prefrontal 
lobotomy was contemplated for further treatment. 
Before arrangements for these could be made, he 
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became ecutely psychotic, heard voices telling him 
to hurt his baby, kill his wife, kill himself; ate 
little, slept poorly and threatened suicide. He volun- 
tarily entered Cook County Psychopathic Hospital 
for help in controlling his fears and anxieties. On 
admission to INI. his mental status was much im- 
proved and he interpreted the voices he had heard 
as “my thoughts becoming audible to me.” Physical 
examination and laboratory studies were essentially 
negative except for findings noted previously. 

Bilateral prefrontal lobotomy was performed May 
2, 1944 by Dr. Paul C. Bucy. Immediately follow- 
ing operation he was confused as to time, misidenti- 
fied fellcw patients and an intern, and seemed 
anxious about wkat would happen to him. A little 
later he seemed to be less tense and even stated 
that the movements in his head had lessened and 
that his cueer ideas were gone. From this time on 
until his discharge, June 17, 1944, he was somewhat 
uninhibited in a flirtatious manner, more happy and 
cheerful, no longer obsessed by fears of harming 
his child, was irritable about being kept in the 
hospital, and wanted to return to his job. He was 
followed in the psychiatric out-patient clinic there- 
after untl October r2, 1945. His course was a 
variable cne. At first he seemed happier in general; 
then he became fatigued and slept poorly, followed 
by a return of the obsessive thinking about his head 
sensations, and later still became depressed and dis- 
couraged, was said to be inconsiderate of his wife 
and children, said that things were changing, and 
complained not only of sensations in his head but 
also in his face and back. He seemed preoccupied 
with his bodily functioning and seemed to get con- 
fused anc excited when asked qtestions. Neuro- 
logical examination in September, 1945, was essen- 
tially negative. 

Diagnostic impression: psychotic episode due to 
disturbance of circulation (subarachnoid hemor- 
rhage) w:th an obsessive-compulsive state. 


M. W., a 56-year-old unmarried woman was ad- 
mitted to the neurosurgical service of the Uni- 
versity of Chicago Clinics July 24, 1943 complaining 
that durirg the preceding two years she had.had a 
dull, aching pain in her neck and left shoulder and 
in a phantom of the left arm. The arm had been 
amputated in June, 1941, but the pain persisted in 
the phantom limb and two chordotomies had given 
only temporary relief. She had had a radical left 
mastectcry for a malignant growth 14 years pre- 
viously ard 7 years later, a non-painful, malignant 
ulcer was removed from the left axilla. Following 
the second chordotomy, she had visual and auditory 
hall-cinations for a period of 3 weeks. She had 
sudden, periodic attacks of severe pain in the neck 
and phantom left arm, radiating to the left leg and 
foot, lasting for r0 minutes to an hour or more and 
unrelieved by any medication. Physical examina- 
tion and laboratory findings were otherwise essen- 
tially negative. The intelligence quotient on the 
Stanford-Binet Form L was 130. 

Bilateral prefrontal lobotomy was performed 
October 12, 1943 by Dr. A. Earl’ Walker. At first 
she had seemed to be somewhat improved but by 
the end of a week, the attacks of pain were as 


severe as ever. This condition persisted following 
discharge from the hospital December 19, 1943 until 
her death at home in January, 1945. Cause of death 
was attributed by the family physician to a recur- 
rence of the malignancy in the “mediastinal region.” 
No autopsy was performed. 
Diagnostic impression: 
phantom limb. 


intractable pain with 


F. W., a 27-year-old, single man was first seen in 
the psychiatric out-patient clinic October 27, 19309, 
when he complained of feelings of inadequacy, fear 
of homosexuality, depression, and loss of all re- 
ligious inclinations. He dated the onset of his illness 
to the age of 1§ years when he thought he had 
acquired syphilis. At that time he was relieved by 
reassurance from a physician about masturbation 
and remained relatively well until one year before 
this interview. Then he developed his present com- 


- plaints following the commitment of his immedi- 


ately older brother to a state hospital. He was seen 
in 3 interviews only and did not return to the clinic 
until July, 1940, at which time voluntary commit- 
ment to a state hospital was recommended. He 
entered the state hospital on two occasions from 
August 13 to October 4, 1940, and October 18 to 
December 8,: 1940, but showed no improvement. 
Thereafter he continued to live at home and tried 
several occupations but was unable to hold a job. 
He was admitted to the psychiatric division of INI 
August 10, 1943 with essentially the same com- 
plaints as in October, 1939. Physical examination 
and laboratory studies revealed as positive findings 
a sinus arrhythmia and a mitral systolic murmur. 

Bilateral prefrontal lobotomy was performed Sep- 
tember 27, 1944 by Dr. Percival Bailey. Immedi- 
ately following operation he seemed tense and self- 
critical. He remained somewhat somnolent for some 
days after this, but his tension was less and he 
admitted that he was feeling much happier. Ten 
days after lobotomy, he said he felt perfectly happy 
for the first time since he could remember, but by 
October 13, 1943, he began to complain of tension 
again, said he could not make up his mind about 
anything although he admitted he had less fear’ of 
homosexuality than he had before. Upon his dis- 


charge from the hospital November 17, 1043, he was 


apprehensive about what work he could perform. 
When he was next seen October 26, 1945, he re- 
ported that he had 19 or 20 jobs since his discharge, 
but that he quit most of them because he felt inade- 
quate and inferior. For one period he attended night 
high school for one term, but although he made 
good marks, he did not continue his studies. One 
time he managed to save $roo but was disappointed 
that he did not reach his goal of $200. He was 
depressed at this interview and needed much encour- 
agement, but did admit that he was much better 
than he was before lobotomy. When last: seen, 
April 30, 1946, he complained of becoming more 
irritable and restless and of obsessive thoughts of 
suicide and of killing his mother, but seemed to feel 
much relieved after discussing his feelings.. 

Diagnostic impression: mixed psychoneurasis 
with anxiety, tension, inadequacy feelings, obsessive 
fears and hypochondriacal trends. 
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M. R., a 36-year-old, married man was admitted 
to the psychiatric division of INI October 16, 1942. 
He stated that at the age of 17 years, he was struck 
a severe blow on the jaw in boxing, that he there- 
after suffered pain in the left side of his face for 
which he received much treatment, including surgi- 
cal procedures on the left maxillary antrum. He 
had worried constantly about this matter. “At 22 he 
became depressed and made a suicidal attempt. At 
23 he had a psychotic episode and spent some time 
in a sanitarium. He was reported to have been 
“overly clean,” to have washed his hands as often 
as 40 times daily, and to have been obsessively pre- 
occupied about his physical state. During 1939 and 


1940 he expressed feelings of futility, hopelessness ` 


and disinterest in his work as an artist and had 
many somatic complaints. 
several courses of electroshock therapy and a course 
of insulin shock therapy with only temporary im- 
provement. Obsessive fears of killing others or 
himself developed with marked hypochondriacal 
trends. In September, 1942 he made a suicidal 
attempt with phenobarbital. It was following his 
recovery from this that he was admitted to INI. 
In November, 1942 he went on a week-end pass and 
made an unsuccessful homicidal attack on a friend 
and then tried to kill himself. 

Bilateral prefrontal lobotomy was performed 
November 12, 1942 by Dr. Percival: Bailey. He 
was stuporous for 48 hours following operation, 
then kecame generally happy and pleasant, said that 
things didn’t come into his mind as much as before, 
and manifested a somewhat silly grin at inappro- 
priate times. Two weeks after the operation, his 
affective responses were more appropriate, but he 
was easily distracted by slight stimuli and was 
unable to focus attention readily on one subject. 
Thereafter, for the next two weeks, he exhibited 
some euphoria, punned a great deal and grinned 
readily. This period was followed by an exhibition 
of resentment towards attendants and other patients, 
refusal to participate in ward activities, and mastur- 
bation in the presence of others. Six weeks after 
the cperation he controlled his resentment and 
sexual urges better, but continued to be critical of 
others and to reprimand them frequently for mis- 
conduct. In January, 1943, he seemed to be more 
aware of his environment, discussed plans for the 
future but appeared to have some slight impairment 
for recent memory, was evasive in answers to ques- 
tions; and still insisted that all his difficulties could 
have been avoided had he not received the blow on 
his jaw at the age of 17 years. He was discharged 
January 20, 1943. He was seen twice weekly in the 
psychiatric out-patient clinic for the three months 
following discharge. He secured a job in a war 
plant in March, 1943 and when last seen, October 
12, 1945, reported that he had worked for two years 
at different war plants, had held 3 jobs for 9, ro 


and 3 months respectively, had earned as much as 


$100 weekly, found none of his jobs difficult, had 
lost some of them on the matter of principle, and 
that he had recently quit to resume his work as an 
artist. At this same time he was no longer con- 
cerned about the pain in his face; people no longer 
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In 1941-42 he received - 
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irritated him; he had lost his anxiety; and his 
relations with his wife were good. On the whole, 
he was considerably improved as compared with his 
condition prior to and immediately following the 
lobotomy. , 
Diagnostic impression: psychotic episodes with 
obsessive- 
compulsive and hypochondriacal state. 
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TRANSITORY SCHIZOPHRENIAS PRODUCED BY BROMIDE 
INTOXICATION 


INTRODUCTION 


Bromide intoxication produces a variety 
of psychiatric syndromes, two of which have 
been known for years: (1) the so-called 
simple bromide intoxication, marked by dull- 
ness and mental sluggishness, with good 
orientation and without delusions or hallu- 
cinations; and (2) delirium, marked by 
disorientation, thinking disturbances, mood 
disturbances (usually fear), delusions, hallu- 
cinations and restlessness. These two syn- 
dromes are no longer regarded as curiosities. 
A third syndrome, hallucinosis, is less well 
known; it is marked by hallucinations, but 
in a setting of clearness, with little or no 
disorientation (bromide hallucinosis being to 
bromide delirium what alcoholic hallucinosis 
is to alcoholic delirium). 

A fourth syndrome has occurred in a study 
of a large series of bromide psychoses, and 
the object of this paper is to describe it. It 
is remarkable for its resemblance to schizo- 
phrenia, a resemblance so close that physi- 
cians who are not “bromide conscious” are 
apt to diagnose it as “ordinary” schizo- 
phrenia. Indeed it differs from “ordinary” 
schizophrenia only in that it supervenes dur- 
ing bromide intoxication and clears up when 
the intoxication subsides or fairly soon after. 
The condition, which hereafter for the sake 
of brevity will be referred to as bromide 
schizophrenia, differs from bromide delirium 
in two chief respects. (1) In bromide 
schizophrenia (provided there is no delirious 
admixture) orientation is intact. (2) In 
bromide schizophrenia the patient’s delusions 
and hallucinations possess a characteristic 
schizophrenic stamp not found in the deliria 
of non-schizoid persons. These and other 
differences will be discussed in detail below. 

Thirteen cases form the basis of this re- 

port. They are summarized in Table II. 


DESCRIPTION OF BROMIDE SCHIZOPHRENIA 


The patient (all thirteen were women) 
usually possesses a schizoid personality, with 
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. evidence of emotional immaturity. The phy- ` 


sique is usually of the asthenic or dysplastic, 
but sometimes of the pyknic, type. Fatigue, 
nervous strain and similar symptoms cause 
her to take bromide, and as intoxication de- 
velops she loses energy and becomes sluggish 
and forgetful. Presently she begins to imag- 
ine things and in a few weeks reaches the 
hospital. , 

Mental examination shows a listless wo- 
man who is reticent, suspicious ard inacces- 
sible. One patient asked, “Am I going to 
get a square ceal?” and insisted she would 
not talk unless her lawyer was present. Hal- 
lucinations and delusions dceminate the pic- 
ture. 

The hallucinations may be in any or in all 
spheres. Voices taunt the patient, call hez 
vile names and proclaim her secrets. One 
voice said, “Susie C. (patient) ain’t nothing 
but a streetwalker. She’s had two or three 
husbands and I don’t know how many babies. 
She ain’t married to Henry C. (husband). 
She got to'stay in prison the rest of her life. 
Kil her! Kili her!’ Several patients heard 
people talking about them over the radio. In 
one case a voice seemed to come from below 
and the patient concluded that a radio an- 
nouncer “has thrown his voice into the 
cellar.” She believed there was a telephone 
concealed in the floor. People can read the 
patient’s mind, and she hears her thoughts 
echoed. One patient said that when she read 
her Bible, other women on the ward opened 
their Bibles to the same verse and read aloud 
the verse she was reading to herself. Patients 
see snakes, roaches, bedbugs and lions, and 
one said that during the night she had seen 
strange men, one of them a Japanese, in her 
room. Angels convey messages by means of 
words printed on the wall. One patient saw 
particles of “a poison” floating in the air; 
the air was filled with “white chalk dust’; 
she smelled ether and other noxious sub- 
stances and tasted poison in her food and 
drinking water. A patient with a feeling cf 
guilt perceived an indefinable “odor of death” 
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and a “taste of death.” In the spheres of the 
cutaneous and somatic senses, patients are 
bitten by animals and pricked by enemies 
using fine needles. One patient said that 
people in the hall threw tiny darts into her 
room, darts so smali as to be invisible but 
she could “feel them go right into my flesh.” 
Another said that Negroes were burning her 
alive. Another, that bullets were flying all 
around, and that two were actually in her 
head at the moment. Another, that she had 
been cructhed and the nails were still in her 
body ; her heart was (literally) bleeding, and 
blood had soaked through. mattress and floor 
and was being collected by her enemies in the 
cellar. A patient beginning to have insight 
recalled that earlier in her psychosis “I imag- 
ined my husband had fixed the dog up—bred 
it with another dog for to put the pup inside 
of me. Tha pup seemed to be up in my womb, 
and I tried to get it out, and I just screamed 
and cried because I thought I was going to 
give birth to an animal. I also thought I was 
going to give birth to a big bug.” Another 
patient sa:d there was a copperhead snake 
in her abcomen. Another, after the visit of 
the ward shysician, asked the nurse, “Is he 


going to put a stone baby into me?.... Is” 


he going to turn me into a dog?” 

Delusions of persecution and of reference 
are abundant. Enemies are planning to kill 
the patient and have cast a spell on her. One 
said that other women on the ward made 
“funny maneuvers with their fingers” (wrig- 
gling movements) in order to pass the word 
along that she had lice in her hair. They 
snubbed ker because she was poor; “they 
don’t wanz to sit down beside me—when J 
sit down, they get up.” 

Ideas of electricity were present in no less 
than 6 cases. A patient said that during a 
recent X-ray examination her body had been 
“filled wita electricity.” The bed and other 
objects in her room were charged with elec- 
tricity; her enemies “have the electricity 
turned on me all the time—lI can feel the 
vibration.” There was an “electric machine” 
on the floor above, where a woman under- 
taker was waiting for her body. An electric 
switch was concealed near her bed, and led 
to a nearby railroad track; the circuit was 
so arranged that the passage of a train would 
close it and electrocute her. 

In view of the foregoing description, which 
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looks like a page torn out of Kraepelin’s book 
on dementia precox, the average case is 
(from psychiatric examination alone) hardly 
to be distinguished from an “ordinary” 
schizophrenia. Examination of the serum, 
however, discloses a bromide intoxication, 
and soon after discontinuance of the drug 
(in most cases, three to five weeks) the 
patient recovers completely. These circum- 
stances, coupled with the fact that the psy- 
chosis started after the patient had taken 
bromide to the point of intoxication, establish 
the diagnosis of bromide schizophrenia. 

The cutaneous and neurological signs of 
bromide intoxication may be present. These 
need no discussion. 

Orientation remains to be discussed, hav- 
ing been purposely left for the last. The 13 
cases showed all gradations from cases with 
little or no disorientation (Cases 3, 6, 10 and 
13) to cases with disorientation in the three 
spheres of time, place and person (Cases 2 
and 4). In the remaining 7 cases disorien- 
tation was incomplete, being either confined 
to one sphere—invariably the sphere of time 
—or else most marked in that sphere. This 
disorientation is not to be regarded as part 
of the schizophrenic picture; its presence 
means that the bromide has produced a de- 
lirium in addition to the schizophrenia. Else- 
where(3) I have shown that severe delirium 
and mild delirium differ in that disorientation 
exists in all three spheres in the one, while 
in the other it is confined to, or is most 
marked in, the sphere of time. The reason 
for this is that orientation for time 1s a more 
complex function, hence more vulnerable, 
than orientation for place and person. When, 


therefore, a patient with bromide schizo- 


phrenia continues to take the drug till de- 
lirium supervenes, she will—as long as the 
delirium is in its incipiency—be disoriented 
only or chiefly for time. It was at this stage 
that 7 of the 13 patients came to the hospital. 
Two others came after the delirium had 
grown severe enough to be manifested by dis- 
orientation in all spheres. Four, on the other 
hand, came before delirium had begun or 
when it was just starting. 

It has already been said that bromide 
schizophrenia looks like ordinary schizo- 
phrenia. This refers of course only to the 
schizophrenic component of the clinical pic- 


1946] 


ture, and not to any delirious admixture 
that might be present. Even when there is a 
delirious admixture, however, one may still 
say that bromide schizophrenia looks like 
ordinary schizophrenia: the patient in such 
a case looks like an ordinary schizophrenic 
who has taken enough bromide to become 
delirious. 

Besides precipitating a transitory schizo- 
phrenia, can bromide intoxication precipitate 
a permanent schizophrenia? It probably can, 
though the answer cannot be given with cer- 
tainty. One of the diagnostic features of 
bromide schizophrenia is its transiency. 
When a schizophrenia, having apparently 
supervened during bromide medication, fails 
to clear up under treatment, one cannot easily 
dismiss the possibility that the patient had 
in reality already started to become schizo- 
phrenic, and that the drug either played no 
role at all or else merely greased the skids a 
little. But if bromide intoxication can pre- 
cipitate a transitory schizophrenia in a per- 
son moderately predisposed, why could it 
not precipitate a permanent psychosis in one 
gravely predisposed? That is just what other 
intoxications sometimes do. 


DIFFERENCES BETWEEN BROMIDE SCHIZO- 
PHRENIA ON THE ONE HAND AND Bro- 
MIDE DELIRIUM AND HALLUCI- 

NOSIS ON THE OTHER 


In delirium, by definition, there is dis- 
orientation. In schizophrenia (provided 
there is no delirious admixture) orientation 
is intact. This, however, is not the only dif- 
ference: there are four others. 

1. Bromide schizophrenia occurs by pref- 
erence in persons of strongly schizoid make- 
up, whereas delirium shows no such prefer- 
ence, . 

2. Schizophrenia and delirium stand at 
opposite poles in respect to disturbance of 
rapport. In the former, rapport is faulty, the 
patient being preoccupied, aloof, reticent and 
irritable, just as in any ordinary schizo- 
phrenia. By contrast, in bromide delirium 
rapport is conspicuously good: however be- 
fuddled and disoriented the patient may be, 
he is friendly, polite and willing to talk. 

3. The content of bromide schizophrenia, 
like that of other schizophrenias and unlike 
that of delirium, has a pronounced flavor of 
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the bizarre: ideas of influence and. mind- 
reading, ideas of electricity and somatic dis- 
tortions are prominent, as exemplified in the 
description given in the previous section. 

4. The fourth—and most remarkable— 
difference merits discussion at some length. 
Though hallucinations and delusions occur 
both in schizophrenia and in delirium, there 
is this striking difference: in schizophrenia 
they reveal a quality of self-reference vastly 
exaggerated above that seen in delirium. In 
schizophrenia the patient’s imaginations have 
a highly personal stamp. Voices reveal a 
disconcerting familiarity with her past and 
betray her innermost secrets; she alcne is 
singled out for abuse; her enemies point 
scornfully at her alone; self-consciousness is 
at maximum pitch, the patient occupying the 
center of the stage, in full spotlight. By con- 
trast, in delirium this intimate personal 
stamp is lacking. The imaginary disasters 
which have befallen or are about to befall 
the delirious patient are impersonal in the 
sense that they throw no spotlight on his 
innermost precccupations. They are disas- 
ters which involve no shame. They affect 
others beside the patient, as in the idea that 
the house is on fire, endangering others as 
much as himself. .They may even affect 
others exclusively, as in the idea that a dear 
one has been killed in an accident. Compare 
(a) the delirious woman’s idea that her 
daughter has just been killed in an accident, 
and (b) the bromide schizophrenic woman’s 
idea that people are “maneuvering” (wrig- 
gling) their fingers to show that they know 
she has lice in her hair. The former is a 
disaster but not a taunt; there is nothing 
shameful about it; it is the sort of thirg one 
can talk about without embarrassment; it 
is not an idea of reference. The latter, or 
the other hand, is an idea of reference of the 
most painfully embarrassing kind. Bozh im- 
aginations ere, to be sure, complex-deter- 
mined. The delirious woman doubtless had 
subconscious aggressive impulses toward her 
daughter. But these complexes are not as 
“intimate” as are those betrayed by the sec- 
ond woman's imagination. 

To exemplify the contrast further, com- 
pare (a) the delirious woman who hears 
voices saying that her house is on fire, and 
(b) the bremide schizophrenic woman who 
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heard voices which said, “Yowre a devil in 
sheep’s clothing. Were going to put you in 
the bighouse if it’s the, last thing we do.” 
The hallicination in (b) is vastly more 
“personal” than in (a). To be sure, it is 
personal in (a) too, for the loss of one’s 
home is a personal disaster of the first mag- 


nitude. But in (a) there is-none of the 


heightenei self-reference so evident in (b). 

As a corollary to this distinction, there 
is a striking difference in the degree to which 
the patiert imputes his troubles to the evil- 
doing of others. The delirious patient attrib- 
utes his troubles not so much to persecution 
by spiteful enemies as to impersonal causes— 
a fire, an accident, etc. The schizophrenic 
believes himself the victim of persecution ; 
the delirious man, the victim of hard luck. 
Moreover, when the delirious man does im- 
agine that enemies have a hand in his trouble, 
they are apt to be enemies not just of him- 
self alone, but enemies of some group to 
which he belongs. The delirious man is not 
a puny solitary individual singled out for 
abuse; he is a member of a group facing a 
common enemy. 

Between bromide hallucinosis and bromide 
schizophrenia there is the same distinction in 
respect to degree of self-reference as between 
delirium and schizophrenia. 

Four cases of delirium and one of hallu- 
cinosis will now bé cited briefly in further 
illustration of this distinction. 

(a) A veteran of World War I, in a fever 
. delirium, fought imaginary German soldiers 
who he thought were trying to break into the 
building. Here one sees how the delirious 
patient who is not schizophrenic envisages 
a commor. enemy, rather than an enemy of 
himself alone. 

(b) A newspaper reporter in a small steel 
town, during an alcoholic delirium, mistook 
_ me for his managing editor. There had been 
much labcr trouble in the town, with strikes 
and riots. In his delirium he said to me in 
a tone of concern, “Now, Al, about that 
fight last night—it’s really important! I’m 
telling you, it’s a good story but it’s one that 
involves us.” He imagined that dynamite 
had been used by the warring factions and 
that he and I were in a dilemma: if we re- 
_ ported the riot fully, we would be treading 
on many toes. He had no real ideas of per- 
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secution. When, for example, he suspected 
that unfriendly people were watching him, he 
thought they were watching him not as a man 
they hated for himself but as a member of 
the opposing faction in a labor war. 

(c) A woman in a drug delirium was 
fearful and uneasy, but, from start to end 
of her psychosis, she displayed not so much 
as a single idea of persecution. Invariably 
she explained her uneasiness by saying she 
had just received word (auditory hallucina- 
tion) of some disaster that had befallen her 
family: her father had died, her husband 
had been hurt in an automobile wreck, her 
child had been kidnapped (by someone who 
wanted ransom and nothing else), and her 
aunt’s house had caught fire. 

(d) A woman who had recovered from a 
bromide delirium recalled the following scene 
from her psychosis. While lying in bed 
watching people passing by in the hospital 
corridor, she thought she saw a man ap- 
proach a woman and demand money; the 
woman asserted she had no money, where- 
upon he drew a gun and assumed a menacing 
attitude; the woman gave in and said, “All 
right, Pll get you some money” ; she left and 
soon returned with a revolver which she fired 
many times at the retreating man. In con- 
trast to the great self-awareness of the 
schizophrenic, the incident experienced by 
this delirious woman shows an utter lack of 
self-awareness, the patient being merely a 
passive spectator of a horrible scene which 
did not concern her, save insofar as she 
might have been menaced by a stray bullet. 

(e) Similar to the foregoing is the case 
of a non-schizophrenic woman in a bromide 
hallucinosis who said she saw people tossing © 
babies out the window. The babies were not 
hers, and the incident did not concern her 
except as it stirred her to pity and horror. 
This is a clear example of freedom from 
self-reference. 

Thus it is evident that the non-schizo- 
phrenic patient with dehrium or hallucinosis 
shows no great increase in self-~consciousness. 
In his imaginations he plays, for the most 
part, the rdle of a mere onlooker. Unlike the 
schizophrenic, he does not feel he is in the 
limelight. If the schizophrenic is like an 
actor on a stage in the full spotlight of public 
scrutiny, the delirious non-schizophrene is 
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like a member of the audience in a darkened 
theater—an anonymous member of the 
crowd, a witness to a grim tragedy, but him- 
self unseen and unnoticed. This distinction 
is of the utmost importance; it lies at the root 
of the difference in the way the two Sronps of 
patients think and feel. 
* a x 

The foregoing distinctions between schizo- 
phrenia and delirium having been presented, 
it now remains to consider further a fact 
already briefiy alluded to earlier, namely that 
the two disorders may co-exist. As has al- 
ready been mentioned, 9 of the 13 patients 
in this series showed varying degrees of 
delirium, as manifested by disorientation. It 
cannot be overemphasized, however, that the 
two disorders, notwithstanding that they 
may co-exist, are distinct from one another. 
Disorientation is not an element in the 
schizophrenic syndrome, as every psychia- 


trist knows from his experience with ordinary | 


schizophrenia. Hence, when a person taking 
bromide enters an acute schizophrenia, and 
subsequently, having taken more bromide, 


becomes in addition disoriented, it would be. 


a mistake to say that the schizophrenia and 
the disorientation are merely the symptoms 
of a single drug psychosis. There has been 
an unfortunate tendency in psychiatry to 
give patients a single diagnosis when they 
have two or more separate disorders. Con- 
sider a man of subnormal intelligence who is 
also a chronic drinker and is admitted to hos- 
pital with delirium tremens. It is one thing 
to say that for the purpose of the hospital’s 
annual report he should be classified as a 
case of alcoholic psychosis, the disorder 
which caused his admission. But it is quite 
another to say that he is suffering from a 
single psychiatric disorder when in fact he 
has three. Consider further a man with 


pneumococcic pneumonia who develops - 


empyema. No one would say that such a 
case should be given a single diagnosis such 
“pneumecoccic chest disease”; the man has 
two disorders which are distinct even if they 
co-exist and are in a fashion related. They 
are distinct because a man may have one 
without the other. When a patient with 
bromide schizophrenia keeps on taking the 
drug and becomes disoriented, it would be 
misleading to say that he still has the one 
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psychosis, which now has taken a turn for 
the worse. If he has grown worse, it was 
by acquiring a second and new psychosis, 
distinct from 
schizophrenia as empyema is from pneu- 
monia, a psychosis which may befall a schizo- _ 
phrene no less than a non-schizophrene and 
which may supervene upon a toxic as much 
as upon an ordinary schizopkrenia. 

What is the relative gravity of bromide 
delirium and bromide schizophrenia? Any- 
one who had a choice in the matter would 
assuredly prefer the former, for no one likes 
to think of himself as possessing .a latent 
schizophrenia. Nevertheless, zrom the stand- 
point of pathophysiology delirium must be 
regarded as the more deep-sezted oi the two, 
since it presupposes a severer dissolution of 
the highest cerebral centers. The bromide 
schizophrene, however unbalanced he may be, 
is still normal enough to be oriented. As 
regards depth of dissolution he is closer to 
normal than the delirious man, who lacks 
even a child’s grasp of his environment. 

Since delirium signifies a deeper dissolu- 
tion than schizophrenia, it sezms fair to as- 
sume that when they co-exist, the delirium 
must have supervened upon the schizo- 
phrenia in consequence of worsening of the 
intoxication. This assumption is supported 
by clinical evidence, which kowever is im- 
perfect, for it is seldom possible to ascertain 
with precision the exact order of appearance 
of symptoms in retrospect; and once the 
patient has come under the physician’s care 
it is of course impossible to allow the in- 
toxication to worsen so that one might study 
the progress of the ensuing deterioration. 


STATISTICS 


This study is based on cases admitted to 
the Harrisburg (Pennsylvania) State Hos- 
pital in a period of 64 years(1931-37) and to 
the psychiatric department of the Pittsburgh 
City Hospital (Mayview, Pa.) in one year 
(1938-39). Throughout all but a few months 
of the period of this study the serum: of every 
patient was examined for bromide (Walter- 
Hauptmann method) soon after admission. 

Table I shows the frequency of bromide 
schizophrenia as compared with other better 
known bromide psychoses. Only those cases 
were counted which could positively be said 
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TABLE I 


INCIDENCE OF BROMIDE PSYCHOSES IN PERIOD OF 
Stupy (1931-39) 


veloped a simple intoxication or delirium. 
These cases are not listed with the bromide 
schizophrenias, since the drug did not pro- 
duce a schizophrenia but merely added some- 


Male Female Total d ; 
First adrtissions ........ 1245 1028 2273 thing new to one that already existed. 
Bromide psychoses: Table II gives certain data for the 13 cases 
Simple intoxication.... 5 5 xo of bromide schizophrenia. Three comments 
Delirium .....-.-..+. 16 32 48 may be made in reference to Table IT: 
Hallucinosis (nen- 1. Sex—All 13 cases were in. women. 
supa) sere w n 3 Bromide psychoses show a remarkable pref- 
Schizoparenia ........ 13 13 ; 
a me “erence for women. 
Totai bromide psy- 2. Age—Compared with cases of bromide 
choses .....0- sae. a 53 v4 delirium, patients with bromide schizo- 
TABLE II 


DATA ON THIRTEEN CASES OF BROMIDE SCHIZOPHRENIA 


Degree of delirium 


Day of 


kines ee the Recher hospital iene of ` 
. ; of schizo- schizophrenia romide : schizophrenia 
Casel Sex | Age | Immediate reason for taking |  Shrenia concentra- | residence on | ' fter discon. 
No. bromide | before tion, mgm. _ E n tinuance of 
admission None | Slight = per cent detorinined bromide 
tr | E | 40 | Fatigue; nervous tension....| 234 weeks x 325 6th 4 weeks 
2 | F | 27 | Nervous tension,........... 2 i x 350 sth 1z months (1) 
3 | F | 30 | Worry over religious conflicts | 6 s x 256 8th m ** () 
4 | F | 18 | Mild depression...........- 4 s x I50 6th 5 weeks 
s | F | 55 | “Slight stroke” followed by | I s x 200 6th 5 di 
depression and restlessness 
6 | E | 33 | Worry over husband's unem- | I te x 50 r2th 2 a 
pleyment 
7 | FE | 39 | Hysterical shaking spelis....) 24% “ x 325 Sth 74 * 
$8 | F | 30 | Bronchial asthma........... 3 S x 157 6th 4 7 
o | FE | 47 | InsOm iia a dies cae ste eee 6 i x 306 ard 2% " 
10 | FE | 44 | Worrles........... ccc eaee 3 x 357 2nd 33 * 
rr | F | 46 | Headache.4 \.cicaiaescaces é days x 227 3rd 5 months (1) 
r2 | F | 3x | Fatigue; headache.......... 3 weeks x 345 sth 3% weeks 
3x3 | E | 37 | Idiopathic epilepsy......... 2 s x 333 Ist 4 days 





Notes: 4 “None” means that the patient was oriented in all spheres, with at most only occasional fleeting disorientation for 


time. : 


“Slight” means that there was conspicuous disorientation for time, but no more than occasional lapses as regards 


place and person. 


“Severe” means that there was pronounced disorientation in all spheres. SS . a 
> No patient received bromide after admission to the hospital. Most patients received it until admission or shortly 
before. “Duration after discontinuance,” therefore, is in most cases the duration after admission. 


to have a bromide psychosis; it had to be 
established that the psychosis had begun 
while the patient was taking bromide, that 
there was bromide in the serum, and that the 
psychosis cleared up relatively soon after dis- 
continuance of the drug (though, as will be 
seen presently, some cases take relatively 
long to clear up). | 

' Several cases were seen in which the 
patient was clearly schizophrenic before he 
began to take bromide, after which he de- 


phrenia (taken as a group, of course) are 
remarkably young. In a previous study ‘of 
34 patients with bromide delirium(2), all 
but 2 were past forty. By contrast, in the 13 
cases of bromide schizophrenia, only 5 pa- 
tients were past forty; 6 were in their thir- 
ties, one was twenty-seven, and one only 
eighteen. Moreover, while no less than 22 
of the 34 delirious patients were past fifty, 
only one such case occurred in the schizo- 
phrenia series. Thus bromide delirium is, 
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speaking generally, a disease of middle and 
old age, while bromide schizophrenia is one 
of relative youth. This is not surprising; 
people with strongly schizoid personalities 
are notoriously prone to run into trouble 
relatively early in life. 


3. Duration afier discontinuance of bro- 


mide.—-Seven patients got well in less than a 
month. Three required more than one but 
less than two months. The remaining 3 re- 
quired, respectively, five, ten and twelve 
months. In previous papers(I, 2) it was 
shown that while bromide delirium usually 
lasts several weeks after discontinuance, it 
sometimes lasts several months. This appears 
to be true also of bromide schizophrenia. 


BROMIDE SCHIZOPHRENIA IN THE LIGHT 
or THE MODERN CONCEPTION OF 
SCHIZOPHRENIA 


Bromide intoxication is not unique in its 
ability to activate a latent schizophrenia; 
other toxemias can do it too. For years it 
has been known that fevers, infections and 
debilitating diseases can precipitate a schizo- 
phrenia which may clear up when physical 
health has been restored. Stated differently, 
when schizophrenia begins acutely in associa- 
tion with severe physical illness the outlook 
for “cure” is greater than when it makes a 
furtive appearance during perfect physical 
health. 

The notion of an intoxication activating a 
latent schizophrenia which subsequently may 
become latent again is quite in keeping with 
the modern conception of this psychosis. 
Schizophrenia can no longer be looked upon 
as inevitably permanent. It is a psychosis 
characterized by the presence of certain 
symptoms and signs, and produced by a 
variety of causes, some relating to “predis- 
position,” others to precipitating factors. 
The duration of the manifest schizophrenia 
depends on the gravity of its causes. When 
predisposition .is great and precipitating 
causes irreversible, the schizophrenia will be 
permanent. Conversely, a benign and re- 
mediable cause such as bromide intoxication 
acting on a constitution not too gravely pre- 
disposed may produce a transient schizo- 
phrenia which will clear up when conditions 
once more become favorable. 

Constituting as it does a clinical picture 
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which may be either permanent oz transient, 
schizophrenia may be compared with a va- 
riety of other conditions, for example, epi- 
lepsy. In the ordinary “idiopathic” epilepsy 
one deals with a convulsive tendency of. 
which in most cases the patient will never be 
rid: “ordinary” epilepsy, like “orcinary” 
schizophrenia, tends to be permanent. In 
other cases convulsions occur only during a 
circumscribed physical illness, as in a child 
with fever or a woman with eclampsia. 
These cases too, for all their transiency, are 
cases of epilepsy (in the scientific use of that 
term), but they are cases in which predis- 
position is weak enough and exciting causes 
remediable enough to permit reccvery. 


MISCELLANEOUS REMARKS 


Bromide syndromes—There are two ways 
to approach the study of the symptomato!- 
ogy of an intoxication: (1) one might sim- 
ply make up a long list of all the symptoms 
known to occur (thus, in bromide intoxica- 
tion—lethargy, restlessness, depression, fear, 
delusions, hallucinations, disorientation, 
etc.), or (2) one might consider the various 
syndromes producible by the intoxication. 
The second is the better way. To see how 
misleading the first way is, consider the 
analogy of a physician who wrote that pnev- 
mococcic infection may cause these symp- 


‘toms: cough, stiff neck, pain in the chest, 


violent headache, etc. No one would be 
satisfied with such a mere listing, which 
ignores the tendency of certain symptoms to 
occur in constellations. What one wants to 
know is, Whet syndromes can the pneumo- 
coccus produce? It can produce a pnewmonia 
(cough, pain in chest, etc.), a meningitis 
(headache, stiff neck, etc.), and so on. Simi- 
larly bromide intoxication produces, not a list 
of symptoms as long as this page, but a va- 
riety of syndromes, of which four are now 
known, each of which has its own constel- 
lation of symptoms and characteristic stamp. 

Importance of routine bromide tests.— 
Every psychiatric patient ought to have a 
quantitative serum bromide determination 
routinely on admission to hospital. It is not 
enough to do the test in selectec cases, for 
sometimes one does not suspect intoxication 
until the bromide has had time to vanish from 
the blood and chemical verification is no 
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longer possible, It is in the bromide schizo- 
phrenias—more so than in the deliria—that 
one is apt z0 overlook the bromide factor. In 
an unexplained delirium the experienced 
psychiatrist will always remember to rule out 
bromide. _t is different with bromide schizo- 
phrenia, which resembles other schizo- 
phrenias's> closely that even the most alert 
will be misled. Consider the following sam- 
ple case. An eccentric schizoid woman, under 
the influence of emotional stress, becomes 
nervcus and starts to take bromide. Medica- 
tion is nct carefully controlled, and soon 
there is an intoxication which manifests itself 
in an increase in previous symptoms and in 
the appearance of new ones such as inactivity 
and dullness. She neglects her werk and 
withdraws from her friends. Presently she 
begins to have hallucinations and ideas of 
persecution of the type described previously 
in this repert. If the physician does not know 
that she has a bromide intoxication, and does 
‘not know that this intoxication can produce 
just such a picture, is it any wonder that he 
makes a diagnosis of ordinary schizophrenia, 


which, when to everyone’s surprise she re-' 


covers, is altered to read 
episode” ? 

The recognition of bromide schizophrenia 
is especially important today, when so much 
attention is being paid to shock treatment. 
Shock treatment sometimes produces quick 
and dramatic “cures,” especially in cases of 
recent onset. But cases of recent onset 
. might have been cases of bromide schizo- 
phrenia, waich would have cleared up any- 
way (provided the drug was stopped). One 
wonders to what extent the statistics of shock 
treatment kave been vitiated by the unwitting 
inclusion f toxic schizophrenias which 
would have cleared up anyway. The one 
toxic schizophrenia whose’ presence or ab- 
sence can be accurately determined is that 
due to bromide, and every psychiatrist deal- 
ing with acute cases ought to be cognizant 
of it. 


“schizophrenic 


SUMMARY AND CONCLUSIONS 


A bromide psychosis is one which starts 
during bromide intoxication and clears up 
fairly soon—usually several weeks, though 
sometimes longer—after discontinuance of 


TRANSITORY SCHIZOPHRENIAS IN BROMIDE INTOXICATION 


[ Sept. 


the drug. Four varieties of bromide psy- 
chosis are known: 

I. Simple intoxication, marked by dullness 
and mental sluggishness, with good orienta- 
tion, and without delusions or hallucinations. 

2. Delirium, marked by disorientation, 
thinking disturbances, mood disturbances 
(usually fear), delusions, hallucinations and 
other symptoms. 

The first two varieties are well known; the 


‘next two are not. 


3. Hallucinosis, which differs from de- 
lirium in that orientation is intact. 

4. Schizophrenia, a psychosis of predomi- 
nantly paranoid coloring which, to the ex- 
aminer who does not know the history and 
laboratory findings and has not yet seen the 
outcome, has all the earmarks of an “ordi- 
nary” paranoid schizophrenia, from which it 
differs only in that it is a transient psychosis 
which has supervened during bromide in- 
toxication. 

Sometimes a bromide schizophrenia is ac- 
companied by disorientation, a symptom 
which does not belong to the schizophrenic 
picture. In such cases it is believed that the 
bromide schizophrenia came first, and that 
delirium ensued subsequently because the 
drug was not stopped. Such cases are to be 
distinguished from those “ordinary” schizo- 
phrenics who, because of pre-existing psy- 
chotic symptoms, start taking bromide and 
take it long enough to become delirious. 
Anyone who takes enough bromide may be- 
come delirious, and there is nothing remark- 
able when this happens to an ordinary schizo- 
phrenic. It is quite different with the patient 
who was not manifestly schizophrenic until 
bromide made her so. 

Bromide schizophrenia differs from bro- 
mide delirium and hallucinosis in the follow- 
ing respects (leaving aside for a moment 
the basic difference between delirium and 
other psychoses in respect to orientation) : 

1. Bromide schizophrenia occurs by pref- 
erence in persons with strong schizoid lean- 
ings, while delirium and hallucinosis show no 
such preference. _ 

2. The characteristic schizophrenic distur- 
bance of rapport is not found in delirium and 
hallucinosis. 

3. The content of the schizophrenia, as 
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in any ordinary schizophrenia, has a flavor 
of the bizarre: ideas of influence and mind- 
reading, ideas of electricity and somatic dis- 
tortions are apt to be prominent. 


4. In schizophrenia the patient’s delusions . 


and hallucinations are marked by heightened 
self-reference, which is not the case to the 
same degree in delirium and hallucinosis. 

It is concluded that bromide intoxication 
has the power to bring to the surface a latent 
schizophrenia, which, when favorable con- 
ditions have been restored, may once again 
go into hiding. In this respect bromide 
intoxication resembles many other intoxi- 
cations. 

It is wise to examine the serum for bro- 
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mide routinely in every acute psychosis, 
rather than to do so only “when indicated.” 
If the test is not made routinely, one will 
overlook some cases, for sometimes one does 
not suspect a bromide psychosis until an un- 
expected recovery has opened one’s eyes, at 
which point it may be too late to verify the 
diagnosis chemically. 
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ORBITAL CORTEX SYNDROME FOLLOWING LEUCOTOMY 


F. REITMAN, M.D, D. P.M. 
Netherne Hospital, Coulsdon, England 


After prefrontal lobotomy certain signs of 
frental -obe deficiency have been described, 
of which boastfulness, diminished inhibition, 
impairment of synthesis and planned initia- 
tive, and laziness are perhaps the best known. 
As Nichols and Hunt? emphasised, the ap- 
pearance of these symptoms covers up the 
pre-existing psychotic symptomatology and, 
during rehabilitation, the personality tries to 
reintegrate itself between the two groups of 
symptoms. Recovery then is the favourable 
balance of the dual symptomatology. 

With these considerations in mind an 
attempt was made to study the orbital cortex 
syndrome presented by patients in whom a 
section of the orbital connective system had 
been made. The operation is referred to as 
“orbital leucotomy.” The clinical justifica- 
tion for this operation was based on observa- 
tions of Freeman and Watts (1942), who 
noticed zhat “cores in the lower part of the 
frontal lobe, produced a higher incidence of 
good results, than cores placed in the upper 
part of the frontal lobe.” Whilst Dax and 
_ Radley-Smith (1943) emphasised the clinical 
significence of the orbital section, Hofstatter, 
Smolek and Busch (1945) reported their 
results on 22 schizophrenics in whom only 
the lower quadrants of the pre-frontal white 
matter were sectioned. Dax and Radley- 
Smith (1946) reported also on the “orbital 
cut,” on over 26 mixed cases, and the ma- 
terial analysed below formed a part of their 
case material. 


Caste MATERIAL AND TECHNIQUE 


This consisted of 22 patients, 18 females 
and 4 males. In particular the diagnostic 
grcups were: 5 hebephrenias, 4 simplex, 6 
catatonic, 3 paranoid schizophrenias and 4 
paraphrenias. The average age of the whole 
group was 30 years (range 19-52). The 
premorbid personality of the cases was poor 
in 36%, and in a corresponding percentage 
mental iIness in the family had been ascer- 
tained. The average known duration of ill- 


1 Quoted after Freeman and Watts. 
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tion. 


ness was 44 years (range 2-7). The pa- 


tients had all received insulin and/or electric 


convulsive treatment, and some of them pro- 
longed narcosis treatment, but all had re- 
mained refractory to these therapeutic mea- 
sures, 

The preoperative measures were as fol- 
lows: The hair was completely shaved; the 
preoperative medication consisted of 1/75 
grain of atropin, and the subsequent gas and. 
oxygen anaesthesia was preceded by avertin. 
The incision was made 3 cm. behind the ex- 
ternal angular process and 3 cm. above the 
zygoma. The anterior end of the temporo- 
parietal suture was exposed and a small tre- 
phine hole made anteriorly to the suture line. 
The dura was incised crucially. By this tech- 
nique the Sylvian vessels became visible at 
the lower posterior end of the trephine hole 
and the brain was entered approximately at 
the opposite margin. The leucotome (Mc- 
Gregor-Crombie type) was aimed at the mid- 
point of the line drawn from opposite zygoma 
to the vertex in the plane of the coronal su- 
ture, and inserted to a depth of 44 cm. from 
the cortex; its blade was then rotated in the 
vertical plane, and the cut made. A similar 
procedure was carried out on the opposite 
side and finally, the incisions were closed. 
None of the operation cases had incontinence 
after 48 hours, but they were markedly rest- 
less for the first 8 hours, drowsy and moder- 
ately confused for 3-4 days after the opera- 
Cases with preoperative excitement 
returned to their morbid behaviour pattern 
after the third postoperative day. 

Neurological complications were transient : 
in 5 cases spastic tendon jerks and upgoing 
toes were seen for 24 hours, and in 2 cases 
slurred speech for the same period. I case, 
a schizophrenia simplex, exhibited, apart 
from upgoing toe, apathy and slowed down 
cerebration for 6 weeks. Otherwise no in- 
tellectual deterioration was noticed in any of 
the cases following operation. 


RESULTS 


The present paper discusses “immediate” 
results only, which became apparent from 3 
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to 6 weeks after the operation. The shortest 
postoperative observation of the reported 
cases is 12 weeks. Final evaluation can only 
be ascertained after long “follow up” peri- 
ods; but in our experience of these cases the 
ones which did not show improvement within 
-6 weeks had remained unchanged up to 8 
months after the operation. 

The operative results may be grouped into 
three categories: first the social adjustments, 
which includes the cases who have been dis- 
charged or who are learning a new occupa- 
tion and who would otherwise be discharged 
and are not in need of further treatment. 
Secondly: institutional adjustment, denoting 
cases who, prior to operation, had to be kept 
in closed wards under constant supervision 
and who are now in open villas, partaking in 
the social club activities, but who so far re- 


TABLE I 
Postoperative adjustment 
Institu- 

Type No. Social tion None 
Simplex ~escsan ce xs 4 2 I I 
Hebephr. ......... 5 3 I T 
Catton aeotaseceus 6 J a 6 
Paranoid  i¢ss0248 3 ee Sa 3 
Paraoht:: 2idscacax 4 2 I I 


main incapable of adjusting themselves out- 
side the institution. Thirdly: cases showing 
slight or no postoperative improvement. 

In analysing and relating the clinical data, 
it seems that no correlation can be made re- 
garding the age, premorbid personality or 
duration of illness with the favourable or 
unfavourable results, nor has any such cor- 
relation yet been achieved by other workers. 
The correlation of diagnostic sub-groups to 
the results obtained is illustrated in Table'`I. 
This shows social improvement in only 32% 
and institutional improvement in 14% ; these 
results compare unfavourably with the re- 
ported recovery rates of other workers. 

On the other hand, it should be remem- 
bered that leucotomy (or lobotomy) is not 
directed towards amelioration of diagnostic 
entities, but rather towards the relief of cer- 
tain symptoms. With this in mind, the case 
material was re-examined from a symptoma- 
tological point of view. It was found that the 
preoperative psychotic symptoms common to 
the cases which responded well to orbital 
leucotomy were: indecisiveness, depersonali- 
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sation, blockage of thought and some per- 
plexed anxiety; they exhibited vague, 
dreamy attitudes, lack of initiative and pro- 
gressive withdrawal. On the other hand, 
cases which exhibited excitement, restless- 
ness and aggressiveness, or showed an agi- 
tated picture with marked tension did not 
respond to the type of operation as outlined 
above. Table II illustrates these points; ? it 
also suggests that cases which have been de- 
scribed as having poor outlook from the 
usual leucotomy viewpoint, respond favour- 
ably to isolation of the orbital cortex. This 
also explains why Freeman and Watts ob- 
tained negative results after dividing the 
orbital connections only; their cases ex- 
hibited distress, agitation and great tension. 
Postoperatively, they also showed a greater 


TABLE II 
Postoperative adjustment 
Institu- 

Type No. Social tion None 
Vague, dreamy, in- 

trovert, etc. ..... 9 E- 3 I 
Deluded, depressed, 

tension Woisecca4 4 2 oe 2 
Excited, aggressive, 

impulsive, etc. ... 9 oe gi 9 


intellectual deficit, and the reorganisation of 
the personality after operation was less com- 
plete. It should be recalled, that in the Free- 
man and Watts technique fibres to the con- 
vexity of the cortex are undercut and not 
those to area 10, 11 and 12 (R. Cohn, 1948). 
If one agrees with Cobb (1943) that the 
basal cortex represents more the emctional 
integration and the convexity of the frontal 
lobe the intellectual integration, the absence 
of gross personality disturbances after orbital 
leucotomy can be explained. The sympto- 
matology of Hofstetter’s cases is nct reported 
in detail, consequently his results remair 
incomparable. 

For the sake of brevity only three case 
extracts illustrating the response to orbital 
leucotomy are given. 


Case 1.—E. S. aged 25, schizophrenia simplex. 
She comes of a sound stock and had fairly good 
premorbid personality. Five and a half yeers ago 





2 Cases exhibiting depressive symptoms have not 
been analysed, as they should be grouped with non- 
schizophrenic depressive states. 
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ORBITAL CORTEX SYNDROME FOLLOWING LEUCOTOMY 





she became solitary and exhibited blockage of 
thought. Though she appeared depressed and it 
was thought that but for lack of initiative, she 
might have, become suicidal, her emotions were 
dulled. In spite of convulsive therapy and insulin 
treatmen: she deteriorated progressively, became 
more solitary, talked only in telegram style and was 
ultimately unable to give an account of herself. 
Orbital leucotomy was performed on 29.12.45. Five 
days after the operation she greets the doctor smil- 
ingly: “I have a bone to pick with you. Why did 
you have to cut my hair off, and why did you cut 
me on bcth sides? Anyhow, I am glad you cut out 
those silly love ideas from my head... .” and so 
on. Fourteen days later she was in another ward, 
still exhibited a pressure of talk, did any work she 
could, almost forcing her help on the nurses. There 
was no sign of introverted tendencies, and she said 
she was very happy and wanted to have more to do. 
Six weeks later, in one of the open -villas, she 
rather bullied her fellow patients, but in.a pleasant, 
inoffensive manner. She discussed the operation 
on several occasions, and noted with delight that 
she was better and “the whole past is better for- 
gotten.” She was described by the others as 
sociable, cheerful and a good worker. As she kept 
up her improvement she was discharged four months 
after the operation. 


Case 2—T. W.„ aged 23 years. Hebephrenia. 
She comes of a good stock and had a very good 
pre-psychotic personality. Was serving in the 
W.RN.S. when after a bombing her first attack 
commenced. She was transferred to a service hos- 
pital where the diagnosis was established. Had 
electrical convulsion treatment but did not respond 
to it. When admitted to Netherne as a civilian, 


she was markedly introverted, hardly answered 


questions ‘except in telegram style. She neglected 
her appearance and giggled frequently for no ap- 
parent reason, and was lacking in initiative. Hav- 
ing been refractory to all attempted treatment, 
orbital leucotomy was performed. Seven days after 
the operation her giggling disappeared and has 
never returned. She was able to give a good ac- 
count of her past history but was disinclined to 
discuss her illness. During the next few weeks 
she became increasingly active, but in a “restless” 
manner. She started off with one activity, dropped 
it easily to turn to something else, t.e., drawing, 
needlework, help in the ward, etc. Two months 
after the operation she forced her company on 
others with unnatural gaiety, and made herself a 
nuisance in the patient's social club. At the time 
of reporting her personality reintegration is more 
or less established. Although she is carefree and 
extroverted and shows no signs of lack of initiative 
her recovery remains an institutional one. 


Case 3.—S. T., aged 23. Hebephrenia. Comes of 
a sound stock but had a bad prepsychotic personal- 
ity. Her illness commenced 33 years prior to opera- 
tion. She developed uncoordinated restlessness, 
showed bizarre mannerisms and was liable to ag- 
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gressive and impulsive actions. She neglected her 
appearance and masturbated excessively. Previous 
therapeutic attempts were without result. Orbital 
leucotomy was performed on 15.3.46, She remained 
incontinent for two days after the operation and 
during convalescence the effects of orbital leucotomy 
became apparent: she was restless, could not carry 
on any planned activity, she laughed, giggled and 
said she felt like “jumping over the moon.” She 
was jocular in a crude and dissociated way and 
annoyed her wardmates and the nursing staff. In 
spite of every attempt no improvement followed 
five months after the operation. This case evi- 
dently belongs to the not recovered group. 


CoMMENT 


Following the orbital leucotomy three fea- 
tures of the symptomatology produced are 
more marked than following the conventional 
prefrontal leucotomy. These are: extrover- 
sion, increased motor activity and euphoria. 
This syndrome seems very similar to Ry- 


-lander’s (1939) observation on patients who 


lost part of their orbital region after lobot- 
omy; these latter cases exhibited euphoria, 
restlessness and lack of restraint. Of earlier 
clinical observations Spatz’ (1937) findings 
on Pick’s disease denoted similar symptoms 
when the orbital and temporal cortex were 
involved: such cases exhibited restlessness, 
euphoria and talkativeness. Of the experi- 
mental results, Ruch and Shenkin (1943) 
demonstrated that bilateral ablation of area 
13 produces hyperactivity. 

In an attempt to correlate the clinical syn- 
drome (extroversion, increased motor ac- 
tivity and euphoria) to neural levels, the 
operation was carefully reproduced on post- 
mortem material as Dax reported. It re- 
vealed that the operative cut lies basally and 
medially in the frontal lobe, at a level of 
Brodmans areas 24 and 32 on the medial; 
8, 9, 46, 45, 47 on the convex; II, 12 on the 
basal surfaces of the hemispheres. The con- 
nective fibres most probably severed included 
the thalamo-cortical radiation.to areas I0, I1, 
12 and part of those connecting area 46. It 
may be that some fibres to area 13 were dam- 
aged; to a greater extent the uncinate fascic- 
ulus was severed, and the callosal radiation 
was incompletely severed. It seems that the 
greater part of the orbital cortex was isolated. 
The emphasis is always laid on the severance 
of the thalamic radiation from the magno- 
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cellular’ part of the dorsomedian nucleus; 
yet it seems that the connecting pathways to 
the temporal lobe may, have neuropatho- 
logical significance in evaluating the “or- 
bital” syndrome. McCulloch (1944) demon- 
strated that area II fires to area 38 and it 
is known that the uncinate fasciculus con- 
nects Ir and 12 to the same temporal region. 
Spatz’ observations as quoted above included 
involvement of the temporal areas; Head 
and Holmes attributed feelings of deperson- 
alisation to irritative phenomena of the tem- 
poral areas, and Kluver and Bucy (1938) 
noted diminished fear and anger responses 
after bilateral temporal lobectomy on mon- 
keys. This evidence supports our clinical 
observations that the severance of orbito- 
temporal inter-relations may play a greater 
part in ameliorating certain mental symp- 
toms than has hitherto been supposed. 


SUMMARY 


1. The orbital cortex was partly isolated 
on 22 schizophrenics, and good response was 
observed where there were symptoms of in- 
troversion, blockage, emotional dulling and 
depersonalisation present. 
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2. The isolation of the orbital lobe pro- 
duced a triad of symptoms described as: ex- 
troversion, increased motor activity anc 
euphoria. 

3. It was emphasised that the rew symp- 
toms produced, balance wel. with the pre- 
existing psychotic symptoms. 
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IKRELEVANT AND METAPHORICAL LANGUAGE IN EARLY 
INFANTILE AUTISM * 


LEO KANNER, M.D., BALTIMORE, Mp. 


During the past few years, I have had 
occasion to observe 23 children whose ex- 
treme withdrawal and disability to form the 
usual relations to people were noticed from 
the beginning of life. I have designated this 
condition as “early infantile autism.” Phe- 
nomenologically, excessive aloneness and an 
anxiously obsessive desire for the preserva- 
tion of sameness are the outstanding char- 
acteristics. Memory is often astounding. 
Cognitive endowment, masked frequently by 
limited responsiveness, is at least average. 
Most patients stem from psychometrically 
superior, though literal-minded and obses- 
sive, families. 

This condition offers fascinating problems 
and opportunities for study from the points 
of view of genetics, of the psychodynamics of 
earliest parent~infant relationship, and of its 
resemblances to the schizophrenias. Among 
numerous other features, the peculiarities of 
language present an important and promis- 
ing basis for investigation. I should like 
to mention briefly the “mutism” of 8 of 
the 23 children, which is on rare occasions 
interrupted by the utterance of a whole sen- 
tence in emergency situations; the use of 
simple verbal negation as magic protection 
against unpleasant occurrences; the literal- 
ness which cannot accept synonyms or dif- 
ferent connotaticns of the same preposition ; 
the self-absorbed inaccessibility which has 
caused most of the parents to suspect deaf- 
ness; the echolalia-type repetition of whole 
phrases; and the typical, almost pathogno- 
monic, pronominal reversals which consist 
of the child’s reference to himself as “you” 
and to the person spoken to as “I.” 

Frequently these children say things which 
seem to have no meaningful connection with 


the situation in which they are voiced. The’ 


utterances impress the audience as “‘nonsensi- 
33 ec? 


cal,” “silly,” “incoherent,” and “irrelevant.” 
These are the terms used by the report- 


1 Read ai the 102d annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 27- 
30, 1946. 
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ing parents, physicians and nursery school 
teachers. 

We were fortunate in having opportunities 
to trace some of these “irrelevant” phrases to 
earlier sources and to learn that, whenever 
such tracing was possible, the utterances, 
though still peculiar and out of place in 
ordinary conversation, assume definite mean- 
ing. I should like to illustrate this with a 
few characteristic examples: 

Paul G., while observed at our clinic at 
five years of age, was heard saying: “Don’t 
throw the dog off the balcony.” There was 
neither a dog nor a balcony around. The 
remark therefore sounded irrelevant. It was 
learned that three years previously he had 
thrown a toy dog down from the balcony 
of a London hotel at which the family was 
staying. His mother, tired of retrieving the 
toy, had said to him, with some irritation: 
“Don’t throw the dog off the balcony.” 
Since that day, Paul, whenever tempted to 
throw anything, used these words to ad- 
monish and check himself. 

“Peter eater” was another of Paul’s 
“nonsensical,” “irrelevant” expressions. It 
seemed to have no association with his ex- 
periences of the moment. His mother re- 
lated that, when Paul was two years old, she 
once recited to him the nursery rhyme 
about “Peter, Peter, pumpkin eater,” while 
she was busy in the kitchen; just then she 
dropped a saucepan. Ever since that day 
Paul chanted the words “Peter eater” when- 
ever he saw anything resembling a saucepan. 
There was, indeed, in the playroom a toy 
stove on which sat a miniature pan. It was 
noted then that Paul, while saying these 
words, glanced in the direction of the stove 
and finally picked up the pan, running wildly 
around with it and chanting “Peter eater” 
over and over again. 

John F., at five years of age, saw Web- 
ster’s Unabridged Dictionary in the office. 
He turned to his father and said: “That’s 
where you left the money.” In this instance 
the connection was established by the fact 
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that John’s father was in the habit of leav- 
ing money for his wife in the dictionary 
which they had at home. Upon being shown 
a penny, John said: “That’s where play ten 
pins,” as a sort of definition of penny. His 
father was able to supply the clue. He and 
John played ten pins at home with a chil- 
dren’s set. Every time that John knocked 
over one of the ten pins, his father gave him 
a penny. 

Elaine C. had been surrounded in her in- 
fancy with toy animals of which she was very 
fond. When she cried, her mother used to 
point out to her that the toy dog or toy rabbit 
did not cry. When Elaine was seen at seven 
years of age, she still kept saying when she 
was fearful and on the verge of tears: 
“Rabbits don’t cry.” “Dogs don’t cry.” She 
added a large number of other animals. She 
went about, when in distress, reiterating the 
seemingly irrelevant words: “Seals don’t 
cry.” “Dinosaurs don’t cry.” “Crayfishes 
` don’t cry.” She came to use the names of 
these and other animals in a great variety 
cf connections. 

Jay S., not quite four years old, referred 
to himself as “Blum” whenever his veracity 
was questioned by his parents. The mystery 
of this “irrelevance” was explained when 
Jay, who could read fluently, once pointed to 
the advertisement of a furniture firm in the 
newspapers, which said in large letters: 
“Blum tells the truth.” Since Jay had told 
the truth, he was Blum. This analogy be- 
tween himself as a teller of the truth and 
Blum does not differ essentially from the 
designation of a liar as Ananias, a lover as 
Romeo, or an attractive lad as Adonis. But 
while these designations are used with the 
expectation that the listener is familiar with 
the analogy, the autistic child has his own 
private, original, individualized references, 
the semantics of which are transferable only 
to the extent to which any listener can, 
through his own efforts, trace the source of 
the analogy. 

The cited examples represent in the main 
metaphorical expressions which, instead of 
relying on accepted or acceptable substi- 
tutions as encountered in poetry and con- 
versational phraseology, are rooted in con- 
crete, specific, personal experiences of the 
child who uses them. So long as the listener 
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has no access to the original source, the 
meaning of the metaphor must remzin ot- 
scure to him, and the child’s remark is not 
“relevant” to.any sort of verbal or other 
situational interchange. Lack of access to 
the source shuts out any comprehension, 
and the baffled listener, to whem the re- 
mark means nothing, may too readily assume 
that it has no meaning at all. If the meta- 
phorical reference to Ananias, Romeo or 
Adonis is not ‘understood, dictionaries, en- 
cyclopedias or informed persons can supply 
the understanding. But the personal meta- 
phors of the autistic children can convev 
“sense” only through acquaintance with the 
singular, unduplicated meaning which thev 
have to the children themselves. The only 
clue can be supplied by the direct odserva- 
tion and recall of the episode which started 
off the use of each particular metaphorical 
expression. 

Occasionally, though not very often, a 
chance gesture or remark of the child himself 
may lead to the understanding of a metaphor. 
This was the case when Jay S. happened to 
point to the Blum advertisement. This was 
also the case when five-year-old Anthony F. 
solved the puzzle of his frequently expressed 
fondness for “55.” On one occasion, he 
spoke of his two grandmothers. We knew 
that one of them had shown little interest 


‘in him, while the other had reared him with 


much patience and affection. Anthony said: 


“One is 64 [years old], and one is 55. I 


like 55 best.” The seemingly irrelevant prz- 
occupation with a seemingly arbitrary num- 
ber can now be recognized as being heavily 
endowed with meaning. It is Anthony’s pri- 
vate way of expressing affection for his 
grandmother. 

This phencmenon of metaphorical subst:- 
tution is very common among our autistic 
children. Donald T., at seven years of age, 
was asked the Binet question: “If I were 
to buy 4 cents worth of candy and give the 
storekeeper 10 cents, how much money would 
I get back?” He obviously knew the answer. 
His reply, however, was not “6 cents” but: 
“PIL draw a hexagon.” Two years previously, 
at 5 years of age, Donald had been scribbling 
with crayons; all the while he kept saying 
seriously and with conviction: “Annette and 
Cecile make purple.” It was learned that 
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Donald had at home five bottles of paint. He 
named each after one of the Diorine quintup- 
lets. Blue became “Annette,” and red be- 


came “Cecile.” After that, Annette became 


his word for blue, and Cecile for red. Purple, 


not being one of the five colors, remained. 


“purple.” 

It is mainly the private, original frame of 
reference which makes these substitutions 
seem peculiar. We witness similar processes 
in the introduction of trade names for per- 
fumes, wines, cigarettes, cigars, paints and 
many other items. Etymology abounds with 
similar derivations.. Common usage makes it 
unnecessary to know the original source in 
order to get the meaning. An ulster is a 
certain type of tcp coat whether or not you 
connect. it with the county in Ireland from 
which it kas its name. You need not know 
that a serpent is a “creeper” or that a 
dromedary is a “runner.” It does not matter 


whether or not you know that filibuster is. 


a corrupted form of “freebooter.” 

The autistic child does not depend upon 
such prearranged semantic transfers. He 
makes up his own as he goes along. In fact, 
he can keep transferring and retransferring 
to his heart’s desire. Gary T., at five years, 
designated a bread basket as “home bakery.” 
He did not stop there. After this, every 
basket to him became a “home bakery.” This 
was his term for coal basket, waste basket 
or sewing basket. This procedure, too, has 
its etymological counterparts. The original 
meaning of “caput” is transferred from anat- 
omy to anything which, literally or figura- 
tively, is at the top or at the “head,” whether 
this be “captain,” the head of a group of 
people, “capitol,” the top of a pillar, or 
“chapter,” the inscription over a section of 
a book. The transfer does not even stop 


there, for a “chapter” then becomes not only 


the “heading” of the section but the whole 
section itself. 

From these observations we may safely 
draw a number of significant conclusions: 

1. The szemingly irrelevant and nonsensi- 
cal utterances of our autistic children are 
metaphorical expressions in the sense that 
they represent “figures of speech by means 
of which one thing is put for another which 
it only resembles.” The Greek word meta- 
pherein means “to transfer.” 
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2. The transfer of meaning is accom- 
plished in a variety of ways: 

a, Through substitutive analogy: Bread 
basket becomes “home bakery” ; Annette and 
Cecile become “red” and “plue” ; penny be- 
comes “that’s where play ten pin.” 

b. Through. generalization: Totum pro. 
parte. “Home bakery” becomes the term 
for every basket; “Don’t throw the dog off 
the balcony” assumes the meaning of self- 
admonition in. every instance when the child 
feels the need for admonishing himself. 

c. Through restriction: Pars pro toto. 
The 55-year-old grandmother becomes “55” ; 
a teller of the truth becomes “Blum”; the 
number 6 is referred to as “hexagon.” 

3. The linguistic processes through which 
the transfers are achieved do not as such 
differ essentially from poetical and ordinary 
phraseological metaphors. Etymologically, 
much of our language is made up of similar 
transfers of meaning through substitutions, 
generalizations and restrictions. 

4. The basic difference consists of the 
autistic privacy and original uniqueness of 
the transfers, derived from the children’s 
situational and emotional experiences. Once 
the connection between experience and meta- 
phorical utterance is established, and only ' 


then, does the child’s language become mean- 


ingful. The goal of the transfer is intelligible 
only in terms of its source. 

5. In contrast to poetry and etymology, 
the metaphorical language in early infantile 
autism is not directly communicable. It is 
not primarily intended as a means of invit- 
ing other people to understand and to share 
the child’s symbols. Though it is undoubt- 
edly creative, the creation is in the main self- 
sufficient and self-contained. 

“The abnormality of the autistic person,” 
say Whitehorn and Zipf, “lies only in ignor- 
ing the other fellow: that is, it lies in his 
disregard of the social obligation to make 
only those changes which are socially accept- 
able in the sense that they are both under- 
standable and serviceable in the group. Na- 
turally, once the autistic person pursues 
his own linguistic and semantic paths of 
least effort, the result may well appear to 
his perplexed auditor as a disorder of mean- 
ings, or even as a disorder of association. 
Yet the autistic speaker, in making his 
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own language, without the nuisance of satis- 
fying the auditor’s needs, may employ the 
same principles of linguistic and semantic 
change as does the normal person, though 
not with the same care to insure community 
acceptance.” 

The above observations and conclusions 
gain additional importance because they give 
concrete evidence to the long-felt assumption 
that similar mechanisms prevail in the “ir- 
relevant,’ “incoherent,” and metaphorical 
language of adult schizophrenics. In the 
case of the latter, the earlier and earliest 
connections and pertinences have often 
been lost irretrievably, as they have been 
even for some of the expressions of our 
children at so early an age. But the examples 
cited (and the study by Whitehorn and Zipf) 
justify the conviction that schizophrenic 
“irrelevance” is not irrelevant to the patient 
himself and could become relevant to the 
atidience to the extent to which it were 
possible to find the clues to his private and 
self-contained metaphorical transfers. ` 
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DISCUSSION. 


J. Louise DEspert, M. D. (New York, N. Y.).— 
The work of Dr. Kanner on infantile autism points 
to the need for a revision of the concept of schizo-~ 
phrenia. The analogies of his cases with some of 
the schizophrenic children are obvious; and the 
disease process seems to be the same. Thus, re- 
gression as a fundamental diagnostic indication 
would appear less valuable than has been previously 
reported. 

The paper just read by Dr. Kanner raises another 
fundamental issue, and one which has been grossly 
neglected in spite of numerous studies of language 
and thinking in the schizophrenias. I refer to the 
affective substratum of language function and de- 
velopment. As reported by Dr. Kanner, the ma- 
jority of his autistic children come from “psycho- 
metrically superior though literal-minded and“ ob- 
sessive families,” and it can be assumed that there 
was a profound disturbance in the parent-child 
emotional relationships from the earliest stages of 
the infants’ language history. Another observation, 
made on the speech and language function of schizo- 
phrenics, undoubtedly applies to these autistic chil- 
dren, although I do not recall that it has been 
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reported; and again this is related to the disturbance 
of the parent-child emotional relation: in all young 
schizophrenic children speech presents peculiarities 
which, however varied, have one commen charac- 
teristic—the voice lacks that emotional tone which - 
stamps the individual as himself and unlike others; 
it is often described as unnatural, peculiar; it lacks 
expressiveness and often does not seem to belong to 
the personality. 

Pichon, in his studies of languege development, 
has pointed out that the first and foremost require- 
ment for language to arise and develop is what he 
calls “la fonction appetitive’—the appetition for 
language. This is indeed a very apt term, meaning 
literally “the direction of desire tcwards an object 
or purpose’ (Oxford Dictionary); it expresses the 
urge of the individual to express himself in lan- 
guage symbols and phonetic signs for purposes of 
communication. Appetition for language is mani- 
fested in infants long before language is constituted 
and sentence formation in its most rudimentary 
form appears. In fact, it can be said that it precedes 
the first phonetic forms and represents the first 
stage of speech as a means of communication. This 
appetition for language is conspictously lacking in 
the autistic and schizophrenic child, even though 
coincidentally the child may have acquired an ex- 
tremely large vocabulary. Appetition for language 
is in close association with, if it does not determine, 
the emotional tone of speech. 

Dr. Kanner, in his careful observation and analy- 
sis of the semantics of autistic children, has indi- 
cated that the transfer of meaning is accomplished 
through substitutive analogy, generalization and 
restriction. It must be stressed that these mecha- 
nisms are all operating in the course of language 
development in the young normal child. They are, 
however, so transitory as to pass almost unnoticed, 
They are noted before that structuralization of 
language which permits adequate identification of 
individual symbols. When the normal 14 to 2-year- 
old child says “Mummy” as he handles some familiar 


‘object which he identifies with his mother, he uses 


analogy through restriction. It is not very long, 
however, before he readily makes the distinction 
between the two. It is highly probable that it is the 
very emotional experience involved in his relation 
to his mother as love object which makes it possi- 
ble to establish the distinction between individual 
symbols. 

The autistic child, even to a greater degree than 
the schizophrenic child, does not have adequate 
human relationships on an emotional basis. Five- 
year-old Anthony, who is said to be fend of his 
grandmother, has probably not achieved with her a 
full love object relation. It is as though he were 
identified with part of the love object rather than 
the whole, which the normal I4-year-old very 
rapidly achieves. Why “55” was selected by An- 
thony from the many possible symbols associated 
with his grandmother probably cannot be ascer- 
tained, but it is quite likely that a persor.al experi- 
ence of the same nature as that reported in the case 
of the “Peter eater” of Paul is involved. Excessive 
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affect binding of the symbol in terms of a personal 
experience is probably accountable for these “irrele- 
vant and metaphorical” language expressions. They 
are frequently found in the records of schizophrenic 
children who, contrary to the autistic children, had 
developed a language structure prior to the onset of 
their illness. When &-year-old Joan refers to her 
father as “the man who sleeps here and has bacon 
and eggs in the morning that man,” or when 4-year- 
old Peter, referring to his grandmother, says “there 
is another kit¢hen on the other side,” these two 
schizophrenic children exhibit apparently irrelevant 
and metaphorical language expression. 

In an earlier publication.I have reported that-in 
the history of schizophrenic children there were 
found early dissociative phenomena which were in 
the nature of a disturbed integration of language- 
sign and language-function. This was particularly 
true of the schizophrenic children with insidious 
onset. This group, incidentally, is the one present- 
ing the greatest similarity with the children de- 
scribed by Dr. Kanner as autistic. Neologisms 
which are also frequently found in the schizophrenic 
children’s records represent further complexities in 
the elaboration of apparently irrelevant symbols. 
Indeed, an important part of the treatment of 
schizophrenic children includes the breaking down 
-of these symbol elaborations. 


‘IRRELEVANT AND METAPHORICAL LANGUAGE IN EARLY INFANTILE AUTISM [ Sept. 


Dr. Kanner brings out the contrast between the 
metaphorical language of infantile autism and the 
language of poetry and mythology. The essential 
difference would be that in the autistic child’s lan- 
guage there is lacking the intention to make himself 
understood. I wonder, however, whether the autistic 
child is not himself enmeshed in his own symbols, 
for while 4-year-old Jay refers to himself as Blum, 
he does not say, and probably cannot say, “J am 
Blum” or “I am Blum because.” In so far as human 
relationships are concerned, the autistic child lives 
in an emotional vacuum; language symbols have 
emerged with overwhelming affect charges which 
have seemingly blocked the emergence of other 
symbols. Such experiences are possible because the 
binding power of free flowing affect characteristic 
of the normal child is lacking. It is highly signifi- 
cant, for instance, that the “I not I” distinction is 
not established in the autistic child, as it is early in 
the development of language in the normal child, 
and Dr. Kanner pointedly selects the pronominal 
reversal as an almost pathognomonic sign of infan- 
tile autism. Since the appearance of the first-person 
pronoun in language development shortly follows 
that stage of individuation which corresponds to the 
child’s consciousness as one, whole, and apart from 
others, the importance of this sign cannot be over- 
emphasized. 


GLUCOSE TOLERANCE IN CHRONIC ALCOHOLISM * 


SAMUEL C. KARLAN, M.D. Fiusnine, N. Y., ann CLARENCE COHN, M.D, 
Curicaco, ILL. | 


Since the incidence of alcoholic intoxica- 
tion has been increasing markedly in recent 
years, the writers considered it of value to 
investigate some aspects of carbohydrate 
metabolism in 50 cases of chronic alcoholism. 


METHOD 


A chronic alcoholic was considered to be 
"any person who drank to such a degree that 
it interfered with his work and home life 
and who could not stop drinking. The case 
material presented was obtained from the 
neuropsychiatric section of a station hospital. 
Although some of the patients were admitted 
while intoxicated, the laboratory examina- 
tions were performed after the effects of 
the alcohol had subsided. Each patient was 
given an intravenous glucose tolerance test 
utilizing Soskin’s technique(1). The pa- 
tients were prepared for the study in ac- 
„cordance with the recommendations made 
by Conn(2), consisting of a diet containing 
at least 400 grams of carbohydrate daily for 
several days prior to the test. A 50% solu- 
tion of glucose was given intravenously in 
the dosage of 14 gram of glucose per kilo- 
gram of body weight. Micro-blood sugars 
were performed on capillary blood by the 
Somogy-Shaffer-Hartmann(3, 4) technique, 
utilizing a zinc hydroxide precipitation of 
proteins(5). This method yields blood 
sugars which approximate true blood sugar 
values with normal fasting values ranging 
between 60 and 90 mgm%. These values 
are approximately 20 mgm% less than 
values given by tungstic acid precipitation 
methods, the commonly used technique. 


RESULTS 


In this test, the blood sugar -should return 
to a level not higher than 5 mgm% above 
- the fasting value within one hour. We con- 
sidered any value higher than that an evi- 


1 This work was done while the writers were on 
active duty in the Army of the United States at 
Boca Raton Field, Florida. 


dence of decreased tolerance or possible liver 
disease. If the blood sugar fell below 5c 
mgm% during the course oi the test, or if 


_TABLE I 


GLUCOSE TOLERANCE TESTS OF ALCOHDLICS WITH 
INCREASED TOLERANCE 


The values given are true blood sugars with nor- 
mals about 20 mgm less than standard values 
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TABLE II 


GLUCOSE TOLERANCE TESTS oF ALCOFOLICS WITH 
DECREASED TOLERANCE 
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the blood sugar fell very rapidly, we con- 
sidered it evidence of increased tolerance. 
Of our 50 cases, 22 showed evidence of 
increased tolerance (Table I). Five cases 
showed decreased tolerance (Table II). The 
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cases were classified into 17 psychoneurotics, 
26 inadeqyuate personalities and 7 mental 
defectives on the basis of psychiatric and 
Rorschaca examinations (to be described 
in a future paper). Table III describes the 


TABLE III 


GLUCOSE TOLERANCE DISTRIBUTION AMONG 
Various Types or ALCOHOLICS 


Glucose tolerance 


In- De- Nor- 
creased creased mal 

Psycnoneurotic alcoholics .. 13 o 4 
Inadequate personalities ... 5 3 18 
Mental defectives ......... 4 2 I 
Bal CASES EE E 22 5 23 


distribution of the glucose tolerance reactions 
among our various categories of patients. 
It is to be noted that the increased tolerance 
occurred mainly in the psychoneurotics and 
the mental defectives. 


COMMENT 


Increased glucose tolerance has not been 
previously observed in chronic alcoholics. 
Tucker and Porter(6) observed hypogly- 
cemia in 4 cases immediately following acute 
intoxication but attributed it to some con- 
taminant in the liquor consumed. Voegt- 
lin(7), using the oral test, found decreased 
glucose tolerance in alcoholics. Decreased 
glucose tolerance would be expected in many 
alcoholics as this is a frequent sign of im- 
paired liver function. However, this finding 
was observed in only 5 of our cases. Other 
liver function tests were done in 3 of these 
cases but yielded no evidence of impairment 
of hepatic function. Because increased tol- 
erance occurred so frequently in our psy- 
choneurotic alcoholics, this test was per- 
formed cn about 100 other cases of 
psychoneurosis who were not alcoholic. Only 
7 cases of increased tolerance were seen 
in this group. It does not appear therefore 
that psychoneurotic symptoms could be 
responsible for this finding. ` 

We cannot definitely explain why in- 
creased glucose tolerance and hypoglycemia 
should occur so frequently in chronic alco- 
holics. Psychiatric patients of all types fre- 
quently show deviations in metabolic tests. 
In addition, dietary deficiencies associated 
with alcoholism are at times etiologic factors 
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in the impairment of liver function and may 
lead to deviation of the hepatic regulation of 
the blood sugar. We do not however be- 
lieve that hypoglycemia leads to alcoholism 
since the patients drink at all times, after 
meals as well as before them. It is known 
that hypoglycemia gives rise to feelings of 
faintness, restlessness and hunger.’ This 
faintness and restlessness have concomitant 
mental symptoms which aggravate the in- 
adequacy and insecurity of the alcoholic and 
thereby increase the desire for alcohol. Al- 
cohol, being a source of energy, can relieve 
the hunger to some degree. In this way, 
the hypoglycemic tendencies can set up a vi- 
cious cycle which will increase the addiction 
considerably. 

Acute alcoholic states have long been 
treated with carbohydrate infusions among 
other measures. In view of our findings 
with respect to glucose tolerance, it would 
be well to watch the chronic alcoholic as well 
and prescribe frequent feedings to prevent 
any hypoglycemia that might occur. 


SUMMARY 


Glucose tolerance studies in 5o chronic 
alcoholics showed decreased tolerance in 
10% of the cases and increased tolerance in 
44% of the cases. The incidence of hypogly- 
cemia and its role in the aggravation of ten- 
sion states common in alcoholism should be 
considered in its therapy. 
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“REPORTS OF COMMITTEES 


The following reports of committees were . 


presented to the Association and approved 
by it during the convention sessions in Chi- 
cago, Illinois, May 27-30, 1946. 


Report CONCERNING ÅMERICAN BOARD OF 
PSYCHIATRY AND NEUROLOGY 


May 27, 1946 


The Council of The American Psychiatric Asso- 
ciation in 1945 asked that its representatives on the 
American Board of Psychiatry and Neurology make 
a study of the work of the Board and report thereon 
to this Association, since dissatisfaction existed and 
a proposal for a separate Board had been considered. 


The representatives of The American Psychiatric: 


Association on the Board in 1945 were John Mur- 
ray, Karl Bowman, Harold Palmer and John 
Whitehorn.. Three of these, Palmer, Murray and 
Whitehorn, held a committee meeting at Philadel- 
phia on November 18, 1945, just two days before 
Dr. Palmer’s death. The report resulting from that 
meeting was presented to the Council of The Ameri- 
can Psychiatric Association, December 18, 1945. It 
presented several suggestions for changes in Board 
practice,- which were afterward presented to the 
Board by the President of this Association, Dr. Karl 
Bowman, at the meeting of the Directors of: the 
Board, December 19, 1945. Some of these sugges- 
tions were accepted immediately by the Board, for 
example, the policy was adopted of making a brief 
‘annual report to the three organizations represented 
on the Board. Such reports have recently been sent, 
in accordance with this policy, to The American 
Psychiatric Association, the American Neurological 
Association and the American Medical Association. 

A new set of officers was elected by the Board. 
Dr. Francis J. Braceland was elected Secretary- 
Treasurer, who serves in effect as the executive of 
the Board. Because I was elected President of the 
Board, I wish to make it clear that in making this 
report at this time I am not doing so officially as 
President of the American Board of Psychiatry and 
Neurology but only as a member of The American 
Psychiatric Association representation on the 
Board. The other representatives of this Associa- 
tion are now Karl Bowman, Francis Braceland and 
George H. Stevenson. 

After careful consideration by a committee and 
by correspondence, the Board adopted at a meeting 
in Chicago last Thursday, May 23, 1946, a number 
of changes in by-laws concerning its policies and 
procedures in regard to certification. It is not fea- 
sible to make a complete report at this time. A 
complete statement will soon be ready. I shall men- 
tion here a few of the changes. 

The Board decided to arrange for different ex- 
aminations for those seeking certification in psy- 


chiatry and in neurology, and to increase the train- 


ing requirements of those seeking double certi- 
fication. 


The Board has also drawn up brief statements of 
the approved types of training programs for psy- 
chiatric and for neurological training. The present 


_ specifications read as follows: 


SECTION 6. CLASSES OF APPLICANTS 
After January 1, 1947, no certification will be 


‘granted without examination. 


Class A 


Applicants wha graduated before the foundation 
of this Board (1934) will not be held tc the strict 
interpretation of the published requirements in for- 
mal graduate training. Under such circumstances 
the Board will consider the training and experience 
of the applicant and decide whether or not ne will 
be admitted to the examination. 


Class B 


Candidates graduated from a medical school after 
1934 shall fulfill the following special requirements : 


Professional Education 


1. Graduation from a Medical School in the 
United States or Canada approved by the Council 
on Medical Education and Hospitals of the Ameri- 
can Medical Association. In the case of an applicant 
whose training has been received outside the United 
States and Canada, his credentials must be satis- 
factory to the afore-mentioned Council and the Ad- 
visory Board for Medical Specialties. 

2. Completion of a year’s interneship approved by 
the same Council in general medicine, general sur- 
gery, pediatrics, or a rotating internship. 

3. The nine-months wartime interneships, assis- 
tant residencies or residencies will be accepted as an 
equivalent of one year. 


Special Training 
(To be put in force J anuary I, 1048) 


Admission to the examination for certification in 
psychiatry or neurology requires a total experience 
of not less than five years. 

There shall be a period of three years of full-time 
study in institutions recognized by the Council on 
Medical Education and Hospitals of the American 
Medical Association, and approved by this Board as 
competent to provide training in psychiatry or neu- 
rology. A candidate may submit to the Board evi- 
dence of special training in psychiatry or neurology 
not covered in these specifications, for its evalua- 
tion and approval. 

In addition to three years of training under super- 
vision, each candidate should have two years of 


clinical practice with major responsibility for the 


care of patients. 

This training for psychiatrists should include 
clinical work with psychoneurotic and psychotic pa- 
tients, combined with the study of the basic psy- 
chiatric sciences, medical and social psychology, 
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psychopathology, psychotherapy, and physiological 
therapies, including a basic knowledge of the form, 
function and pertinent pathology of the nervous sys- 
tem. This training should be supervised and guided 
by teachers competent to develop skill and under- 
standing in the utilization of such basic knowledge 
in dealing with patients. Mere factual knowledge is 
not sufficient. This training period should include 
instruction in the psychiatric aspects of general 
medical and surgical conditions and the behavior 
disorders of children and adolescents sufficient to 
develop practical ability to direct the treatment of 
such conditions. It should also include collaborative 
work with social workers, clinical psychologists, 
courts and other social agencies. The training pro- 
gram of the candidate for certification in psychiatry 
should include sufficient training in clinical neurol- 
ogy to recognize and to evaluate the evidences of 
organic neurological disease. 

The training for neurologists should be based on 
clinical work with adults and children with neu- 
rological disorders, including the neurological com- 
plications of medical and surgical conditions. This 
shall be combined with study of the basic neuro- 
` logical sciences, neuroanatomy, neurophysiology, 
neuropathology, and mneuroroentgenology. This 
training should be supervised and guided by teachers 
competent to develop skill and understanding in the 
utilization of such basic knowledge in dealing with 
patients. Mere factual knowledge is not sufficient. 
This training should include sufficient clinical psy- 
chiatry to enable the candidate to recognize and 
evaluate the common psychiatric reactions. | 

Candidates seeking certification in both neurology 
and psychiatry or supplementary certification in one 
after being certified in the other, must submit evi- 
dence satisfactory to the Board of additional two 
years of full-time basic training in the supplemen- 
tary specialty. 


SECTION 7. TRAINING IN THI ARMED FORCES 


Credit will be granted for one year of basic train- 
ing în the psychiatric or neurologic services of the 
Army, Navy, Public Health Service and Veterans 
Administration. Further credit for basic training 
will be granted only if the training has been received 
in an institution recognized by the Council on Medi- 
cal Education of the American Medical Association 
and approved by this Board. Time beyond one year 
spent in an approved psychiatric or neurologic de- 
partment of the above Government agencies may 
be credited to experience, providing the candidate 
has deen regularly assigned to a service in neurol- 
ogy or psychiatry. 

Respectfully submitted, 
Joun C. Wuitenorn, M.D. 


Report oF COMMITTEE ON INTERNATIONAL 
RELATIONSHIPS 
April 30, 1946. 


To the Council of The American Psychiatric 
Association: 


As the retiring chairman of your Committee on 
International Relationships, I have to report. only 


* 


lack of progress in the work of that Committee. I 
offer no apologies, for there have been various ob- 
stacles, of which perhaps the most important has 
been the lack of a continuing organization to carry 
out the functions of your committee. I think that 
its functions can be well realized only through a 
good continuing organization with its adeguate per- 
sonnel, and I look forward to the assumption of 
the work by the projected Psychiatric Foundation. 

It appears to me indubitable, that the practical 
applications of psychiatric knowledge can be im- 
portant to the objective of stabilizing world affairs 
and maintaining peace. I think that the first step 
indicated in such direction is to further friendly and 
understanding interrelationships among psychiatrists 
world-wide. If, as I hope, the Psychiatric Founda- 
tion will become recognized throughout the world as 
the authoritative clearing house for the practical 
applications of psychiatric knowledge, then it should 
have the friendly interest and respect of psychia- 
trists everywhere. This condition should promote 
friendly understanding and agreement. Thus the 
Foundation should bring psychiatric wisdom to bear 
internationally. ; 

I have no silly thought that the accomplishment 
of the objectives of your committee can be other 
than slow, The representatives of other fields of 
endeavor will each regard that he holds the key to 
world stability and lasting peace. There will doubt- 
less be a tremendous lag in the recognition that 
psychiatry has something useful to offer. World 
War II has fortunately given an impetus to such 
recognition. The Psychiatric Foundation should be 
the vehicle for the further extension of psychiatric 
education, which latter, albeit a long time endeavor, 
seems to offer the best promise. I think that. the 
functions of your Committee on International Re- 
lationships should become an important activity of 
the Psychiatric Foundation, with the reasonable 
expectancy of a degree of success. 

I would at this time express my appreciation for 
the support given me, as chairman, by the members 
of your committee. While I do not offer apologies 


. for the failure of better accomplishment, ‘I never- 


theless deeply regret such failure. My very best 
wishes to Doctor George H. Stevenson, whose rec- 
ommendations led to the appointment of this com- 
mittee, upon his succeeding me as its chairman. 
GLENN Myers, M.D. 


REPORT OF THE DIRECTOR OF THE PSYCHIATRIC 
PERSONNEL PLACEMENT SERVICE 


To the Council of The American Psychiatric 
Association: 

I have the honor of presenting herewith the re- 

port of the Psychiatric Personnel Placement Ser- 


vice for the period ending May 15, 1946. 


A PLACEMENT SERVICE IS ESTABLISHED 


_ It is unnecessary to go into detail concerning the 
reasons for organizing a Placement Service for psy- 
chiatrists. Suffice it to say, toward the end of the 
summer of 1945, it became increasingly evident that 
physicians in the armed forces, who were interested 
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in obtaining further training in psychiatry, or in 
finding positions in this field, upon their return to 
civilian life, would require advice and assistance. 
The idea of a joint committee of The American 
Psychiatric Association and the National Committee 
for Mental Hygiene for this purpose was formu- 
lated. After preliminary discussions, a definite plan 
of operation, including a tentative budget, was 
evolved, agreed upon, and approved by the gover- 
ning bodies of these two organizations. Each of 
them appointed a committee to function together as 
a joint Advisory Committee on Psychiatric Per- 
sonnel Placement, and the special project known as 
the Psychiatric Personnel Placement Service came 
into being. It began operating on December 11, 1945. 


MEMBERSHIP OF THE ADVISORY COMMITTEE 


The Advisory Committee is composed of the fol- 
lowing members: Dr. Samuel W. Hamilton, Dr. 
Arthur H. Ruggles, and Dr. Howard W. Potter, 
representing The American Psychiatric Associa- 
tion; Dr. John D. Griffin, representing Canada and 
also The American Psychiatric Association; and Dr. 
Frank Fremont-Smith, Dr. Frank J. O’Brien, Dr. 
Frederick W. Parsons and Miss Mildred Scoville, 
representing the National Committee for Mental 
Hygiene. Dr. Fremont-Smith is the Chairman and 
Dr. Hamilton, Vice-Chairman. 


MEETINGS OF THE ADVISORY COMMITTEE 


The Advisory Committee has held meetings in 
New York on October 10, November 24, and De- 
cember 19, 1945; and on February 15 and May Io, 
1946. There has been practically a full attendance 
of the members at all of these meetings. 


OBJECTIVES 


The primary objectives of the Placement Service, 
as outlined by the Advisory Committee, are: (1) 
to list the interests and qualifications of psychiatric 
personnel separated from the armed forces; (2) to 
assist veteran physicians interested in psychiatry in 
finding suitable posts and training opportunities in 
which they can be useful and happy; and (3) to 
encourage the creation of new positions and the in- 
crease of training facilities. 


SCOPE OF ACTIVITIES 


The Placement Service, under the guidance of the 
Advisory Committee has endeavored at all times to 
include within the scope of its activities the needs 
and interests of the two organizations which it 
represents. 

From the very beginning, our attention has been 
focused upon medical officers returning to civilian 
life from the Army and Navy. We have found time, 
however, also to assist the relatively few non- 
veteran doctors who have consulted us. Nor have 
we limited our efforts to those physicians who be- 
long to any one particular medical group. In this 
connection, it is interesting to note that a majority 
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of the applicants in our files have not as vet identi- 
fied themselves with The American Psychiatric 
Association. They constitute, therefore, a large res- 
ervoir of prospective members for this organization. 

The Advisory. Committee decided that the Flace- 
ment Service should also be extended to Canada, 
and we are working in close cooperation with Dr. 
John D. Griffin, Medical Director of the Canadian 
National Committee for Mental Hygiene. We have 
had a few applications from Canadian psychiatrists 
for placement in positions or training, and we have 
seen several in personal interviews when they have 
visited New York. 

The Placement Service has concerned itself ex- 
clusively with psychiatrists and physicians interested 
in psychiatry. It has been the hope of the Advisory 
Committee that it will be possible zt a later date to 
enlarge the scope of its activities and include the 
placement of clinical psychologists, psychiatric social 
workers, and psychiatric nurses, as well as the 
stimulation of training opportunities in these vari- 
ous fields. If the Placement Servic2, however, is to 
expand in this direction, extra funds will be needed. 
The addition of trained personnel representing each 
of the groups mentioned, plus clerical assistants, to 
the staff of the Director of the Placement Service 
will also be required. It is much too eariy foz this 
at the present time but we should zt least be think- 
ing along these lines. 


PUBLICITY 


Through the Committee on Public Education of 
the American Psychiatric Association, of which 
Dr. C. Charles Burlingame is Cheirman, the news 
that the Placement Service had been established was 
released and given wide publicity. Notices corcern- 
ing it appeared in all of the leading professional 
journals, as well as in the official medical bulletins 
and publications of the Army and Navy. The an- 
nouncement was also sent to all members cf the 
American Psychiatric Association in the United 
States and Canada. 

The response was excellent, and almost immedi- 
ately we began to receive applications from numer- 
ous physicians seeking placement. Many hospitals 
in all sections of the United States also listed their 
vacant positions with us, and asxed our help in 
filling them. 

In addition to the above, a statement describing 
certain aspects of the Placement Service, ard the 
problems that had been encountered, was released to 
the newspapers for publication on May 2. This 
was not particulariy satisfactory, however, since the 
material submitted was so condensed by the editors 
that it was hardly recognizable when published. 


ORGANIZATION 


With respect to the various problems involved 
in the management of the office, it is sufficient to 
state that an organization has been set up which 
is functioning very smoothly. I should like to point 
out, however, that a tremendous amount of detailed 
clerical work is necessary in handling the routine 
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business of the Placement Service. The office force 
has so faz been able to take care of the rather heavy 
load and to keep everything current. 


PERSONAL INTERVIEWS 


One of the most important duties of the Director 
of the Placement Service is to interview physicians 
who come to the office- seeking information concern- 
ing positions and training opportunities in psychia- 
try. This has kept us quite busy, 225 doctors having 
consulted us in person. Many of these men, after 
several years in the Army or Navy, have been some- 
what confused as to what course of training they 
should pursue and the type of position for which 
their experience best fits them. In some instances, 
they have not known which way to turn, so to speak. 
During these interviews, we have discussed their 
problems with them freely, have given them advice 
on various personal matters, have answered all 
sorts of questions pertaining to psychiatry, and have 
helped tham plan and map out their careers in this 
specialty. Whenever we have felt that an individual 
was not lemperamentally or otherwise adapted to 
enter the field of psychiatry or continue in it, we 
have frankly told him so.’ We have endeavored 
particularly to direct promising young physicians 
to the opportunities which await them in our. better 
state hospitals. All of the men we have seen have 
been most grateful for the time we have spent with 
them, anc they are unanimous in their opinion that 
the Placement Service fills a great need. - 


MEETINGS ATTENDED 


In conjunction with my duties as Director of the 
Placement Service, I have attended a number of 
medical meetings and conferences. During these 
meetings, the functions of the Placement Service, 
and what it has to offer, were pointed out to the 
assembled physicians individually and in groups. 
Standards and methods of training in psychiatry 
were discussed at great length. Many physicians 
who desired to file applications with the Placement 
Service were interviewed. Most important of all, 
however, were the talks I had with Superintendents 
of State Hospitals concerning the difficulties they 
have experienced in securing medical personnel for 
their staffs. Indeed, the shortage of doctors in state 
hospitals throughout the country constitutes a major 
psychiatric problem which must be solved. : 


SURVEYS CONDUCTED 


In order to have a complete file of the positions 
and training opportunities available in psychiatry, 
a survey of the entire field was one of our first 
undertakings. 

Letters were sent to the medical directors of 300 
general and State Hospitals, to 340 private mental 
hospitals, and to 75 Community and Mental Hygiene 
Clinics. They were asked to indicate on a special 
form, whizh we devised for this purpose, the vacant 
positions on their staffs and the training programs 


in effect, together with salaries paid, professional’ 


requirements,. and certain factual data about the 
hospital or clinic. The: respdénse has been excellent, 
and very attractive opportunities -are almost daily 
being listed with us. 

Letters weré also sent to the Deans of 78 Class A 
medical schools requesting information concerning 
basic courses, residencies, post-graduate courses, 
and fellowships in psychiatry, child guidance, and 
psychosomatic medicine, as well as teaching posi- 
tions, which might be available. The returns’ have 
been slow in coming in. In fact, only one-fourth of 
the Deans have given us the data asked for. 


FOUNDATIONS VISITED 


In addition to the above, several. foundations 
located in New York were visited early in the year, 
the purpose being to secure information as to what 
they were offering in the way of fellowships in psy- 
chiatry, and to stimulate.them to increase the num- 


_ ber’ they were supporting. The different aspects 


of psychiatric, education were presented in detail, 
and the need for more and more fellowships in this 
field, especially to assist physicians being released 
from the armed forces, was pointed out. The neces- 
sity for establishing and maintaining adequate train- 
ing programs in state hospitals was also empha- 
sized. All of the foundations were quite receptive, 
but nothing concrete in the way of commitments 
was obtained from them. Nevertheless, it was felt 
that much good was accomplished by the visits, 
inasmuch as they are now familiar with the prob- 
lems which psychiatry is currently facing. 


TOTAL OPPORTUNITIES AVAILABLE 


As a result of the surveys, which we have just 
mentioned, we now have listed in our files a total 
of 995 opportunities in psychiatry, of which 769 
are positions and 226 are training. 


POSITIONS 


' Approximately three-fourths of the available posi- 
tions listed in our files are in state hospitals. 

Of these, 85 per cent are in the junior and inter- 
mediate brackets. The salaries paid in these grades 
in most hospitals are quite low for the amount of 
training and experience required. In a few instances, 
however, the rate of pay is high, with no special 
qualifications being rlecessary. Some of the hospitals 
include full maintenance for the physician and his’ 
family in addition to the salary. Others charge a 
small sum for subsistence and quarters. While ` 
providing maintenance adds to the annual income, it 
is often an undesirable feature. The quarters fur- 
nished are frequently inadequate and unattractive, 
and most physicians with whom we have discussed 
the matter prefer living on the outside. In many of 
the states, no provision is made for the maintenance 
of families of physicians, and the physician himself 
is required to live in the hospital, with no extra 


‘allowances if he does not. He is forced to find and 


maintain a home for his family. in the nearby com- 
munity, which is often some distance away. This 


~ 
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adds to the acute housing problem which exists 
throughout the entire country at the present time. 
It is difficult to see how state hospitals can attract 
the best men under these circumstances. On. the 
other hand, there are some excellent positions .in 
state hospitals in the higher grades with good sala- 
ries and splendid opportunities for professional ad- 
vancement. 

Only one-fourth of the positions listed are in 
activities outside of state hospitals. “A majority of 
these are in child guidance clinics and private hos- 
pitals, while the remainder cover a wide range of 
possibilities. The pay offered in these positions, in 
most instances, is adequate, and it is frequently left 
open, so that the employer may adjust’it to the 
qualifications and experience of the individual. 

It should be mentioned that this tabulation does 
not include the large number of openings in psy- 
chiatry with the Veterans Administration. Nor does 
it represent anywhere near the total number of posi- 
tions available to psychiatrists throughout the 


` country. It is hoped that in the very near future we 


shall be able to conduct a much more complete job 
survey of the entire. United States than we have 
previously attempted. 


TRAINING OPPORTUNITIES 


Of the training opportunities listed, 65 per cent 
are residencies in state hospitals. 

Although many of our state, hospitals are ap- 
proved for residency by the American Medical As- 
sociation and the American Board of Psychiatry 
and Neurology, the training program which they 
offer is, in many instances, hopelessly inadequate, 
and the residents receive little or no actual instruc- 
tion and supervision. This is partly due to the fact 


that Clinical Directors and Senior Physicians in ` 


state hospitals are so bogged down with routine 
paper work and red tape that they have very little 


time to devote to teaching, and partly to the atti- 


tude of a few Superintendents who show little or 
no interest in the problem. Then, too, most state 
hospitals are’ isolated and have no affiliations with 
medical schools, general hospitals, er teaching cen- 
ters. Under these circumstances, state hospitals 
cannot hope to appeal to young physicians who are 
interested primarily in obtaining good training in 
psychiatry. It is this matter of training, or rather a 
lack of it, which has proved to be our major stum- 
bling block in filling vacancies in state hospitals. It 
should be emphasized, of course, that many progres- 
sive state hospitals do have excellent training pro- 


grams, and offer unequaled facilities and advan- / 
Resi- 


tages for acquiring psychiatric knowledge. 
dencies in such hospitals are in great demand. 

Only 35 percent of the training opportunities in 
our files are in medical schools and hospitals con- 
nected with them. Most of these are fellowships, 
internships, externships, refresher courses, and post- 
graduate courses, while residencies are few and far 
between. In fact, medical schools and their asso- 
ciate hospitals have just about reached the satura- 
tion point in terms of the number of residents they 
can adequately train and supervise. 


It should be mentioned that cur list of traininz 
opportunities is by no means complete, and it does 
not include residencies with the Veterans Adminis- 
tration. As a matter of fact, the program of training 


in psychiatry which the Veterans Administration 


has planned, and which is now ir. operation in vari- 
ous teaching centers, is gaining momentum almost - 
daily. The Veterans Administration offers the only 
real hope for providing the necessary psychiatric 
training for large numbers of physicians. 


# 


_ TOTAL NUMBER OF APPLICATIONS 


` A total of 751 physicians seeking opportunities in 
psychiatry have contacted the Placement Service, 
either by letter or personal inierview. Breaking 


_ down this figure we find that only 188 of them are 


interested in obtaining positions, while 563 desire 
some form of training. 

Application forms, designed to give us informa- 
tion as to the background or the individual and 
the probable date of his release from the service, 
have been mailed to all physicians who have written 
in, and 440 of them have been recurned. 


REQUESTS FOR POSITIONS 


Approximately go per cent of the applications fcr 
positions in our files are for employment outside of 
state hospitals. ’ 

A majority of these requests are for part time 


work, with demands for opportunities in private 


practice, positions in child guidance and mental 
hygiene clinics, and teaching appointments follow- 
ing in close succession. 

Only 10-per cent of our applicants are interested 
in positions in state hospitals, a fact of very seriors 
import. 

Practically ail of the requests for positions are 
quite naturally from physicians who were qualified 
psychiatrists before entering the armed forces. A 
few, however, have come from physicians who wish 
to secure a good paying job which offers an op- 
portunity for training at the same time. 


REQUESTS FOR TRAINING 


Three-fourths of the requests for training we ' 
have received are for residencies, with the remain- 
ing one-forth distributed between fellowships, re- 
fresher courses, and post-graduate courses in tke 
order named. 

The length of time specified Jor residencies and 
fellowships is from one to three years, for refresher 
courses three to four months, and for post-graduate 
courses eight months to one year.. 

Approximately 98 per cent of the medical officers 
who desire training state that they wish to receive 
it in a medical school or a teaching hospital con- > 
nected with it. Only 2 percent of them indicate a 
willingness to accept a residency or any other type 
of training in a state hospital. 

It is interesting to note the branches of serene 
specified in the requests for training. General 
neuro-psychiatry is very much in the foregrotnd, 
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while psychosomatic medicine, psychoanalysis, psy- 
chotherapv -of the neuroses and psychoneuroses, and 
child guidance are all strongly emphasized. 

‘A majority of the requests for residencies and fel- 
lowships are from younger men who have been ex- 
posed to psychiatry in the military services, and 
who wish to continue in this specialty. A number 
of these, however, are from physicians who are 
trained primarily in medicine, but who, through 
their war experiences, have become interested in 
entering the field of asychiatry. It should be pointed 
out that the medical officers in these two groups are 
severa! years older on an average than trainees 
before the war. This means that medical schools, 
hospitals and teaching centers must waive their re- 
quirements as to age and make an exception in the 
case cf veteran physicians accepted for training. 

The requests for short refresher courses and for 
longer post-graduate courses are mostly from physi- 
clans who were experienced psychiatrists before the 
war. They desire either to brush up in the basic 
sciences in preparation for their examination for 
certification by the American Board of Psychiatry 
and Neurology, or they wish to learn of the new 
developments in the diagnosis and therapy of ner- 
vous and mental diseases since they have been in 
the service. A few of these requests, however, have 
come from various medical and surgical specialists 
who are seexing a better understanding of emotional 
and psychosomatic problems, in order that they 
might more adequately treat the patients under their 
care. 

A majority of the medical officers who have re- 
quested training state that it is necessary for them 
to receive adequate remuneration along with it. 
Most of them are married and-a good many have 
children. Ir other words, they have acquired added 
responsibilities. They are anxious to finish their 
training after release from the service, but they are 
faced with the problem of having to support a 
family. Unfortunately, the average pay of a resi- 
dency or fellowship scarcely permits them to do so. 
Some of these men, therefore, will be lost to psy- 
chiatry beczuse of economic reasons. It should be 
strongly emphasized, however, that the men who 
are really interested in becoming competent psy- 
chiatrists are willing and stand ready to make al- 
most any ftnancial sacrifice, even to the point of 
digging inte their savings, if they can secure top- 
notch instruction and training. As a matter of fact, 
many of them have included statements to this effect 
in their application forms in answer to the question 
concerning minimum pay acceptable. We should do 
all we can, therefore, to stimulate the- various activi- 
ties engaged in training to raise the pay of resi- 
dents and increase the stipends of fellowships. 


CORRELATION BETWEEN REQUESTS, JOBS AND TRAINING 


Let us now correlate the requests for positions 
and training in our files with the opportunities for 
the same which have been listed with us. This re- 
veals the following interesting and significant facts: 

1, There are twenty times as many jobs in state 
hospitals as there are applications for them; 
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2. There are fifty per cent more applications for 
positions outside of state hospitals than there are 
vacancies in extra-mural activities; 

3. There are ten times as many approved training 
residencies available in state hospitals as there are 
applications for them; 

4. There are eighty per cent more requests for 
training in medical schools and teaching hospitals 
connected with them than there are training open- 
ings available in these facilities. 


ROUTINE USED IN PLACEMENT 


We shall not describe the routine which we are 
using in the office in the placement of physicians 
who have filed applications with us. An endeavor is 
made to give each applicant exactly what he desires 
in the way of a position or training. This is ob- 
viously impossible in every instance, because there 
are so many factors involved, and so many variables 
which must be taken into consideration. Although 
it may appear simple and easy on the surface, the 
task of matching requests with opportunities avail- 
able is actually a very difficult one. 

It should be mentioned in passing that the Place- 
ment Service does not necessarily recommend or en- 


dorse the physicians it refers to various activities. 


It is left up to the employer or training facility to 
investigate the qualifications of the applicant, if 
they consider it necessary. Every attempt is made, 
however, to refer only those candidates for a par- 
ticular position or training opportunity who can 
meet the requirements as laid down. 


REFERRALS MADE 


In spite of the difficulties encountered, we have 
made referrals for positions or training opportuni- 
ties in the case of the 256 physicians who have in- 
dicated in their applications that they will be re- 
leased from the Army or Navy up to July first. We 
usually give the applicant three possibilities to 
choose from in each referral. The other 184 physi- 
cians whose applications we have on file are still on 
active duty, and will be separated from the service 
between July 1, 1946 and January 1, 1947. We have 
no idea as to when the remaining 311 physicians in 
our files‘ will be released from the armed forces. 
These will be handled in due time. In other words, 
we are now current in our attempts at placement. 


RESULTS 


In evaluating the results that have been accom- 
plished, it must always be borne in mind that the 
Placement Service is not prepared to offer the 
world, and that it has its limitations. There will 
probably be at all times more requests for positions 
and training than we can take care of, and we shall 
always experience difficulty in giving applicants 
exactly what they desire. 

During the little more than four months covered 
by this report, we have succeeded in placing 20 per 
cent of the physicians who have filed applications 
with us, and who have become available for appoint- 
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ment by virtue of their release from the armed 
forces. At first glance, this may seem like a small 
number. It is quite satisfactory, however, especially 
in view of the fact that most of the positions and 
training opportunities we have listed are in state 
hospitals, and since a majority of our applicants are 
interested only in extra-mural activities. The truth 
of the matter is that we cannot estimate the results 
accomplished in terms of the number of physicians 
we have actually plated. The Placement Service is 
not an employment agency in any sense of the word. 
Instead, it functions merely as an aid to placement 
by informing applicants just where the openings are. 

It has already been pointed out that many physi- 
cians have been referred to attractive positions, and 
many have been started off on the right foot, so to 
speak, in training. In addition, many have been 
counseled in personal interviews, and we have been 
instrumental in relieving the frustration and anxie- 
ties of many who have sought our advice. We have 
also discussed personnel problems with various em- 
ployers, and have suggested improvements in train- 
ing programs. The accomplishments as a result of 
these efforts are intangible and cannot be measured 
objectively. They are nevertheless of great impor- 
tance. It is very gratifying to report that we have 
numerous letters on file from applicants and em- 
ployers both expressing their gratitude for the ser- 
vice we have rendered them. 


PROBLEMS TO BE SOLVED 


An analysis of the material in the files of the 
Placement Service indicates the problems to be 
solved if psychiatry is to make the most of its op- 
portunities. These are: 

I. Young physicians are fighting shy of state hos- 
pitals. This means that the acute shortage of psy- 
chiatrists, which now exists on the staffs of state 
hospitals, is not likely to be relieved, unless a de- 
termined effort is made by all of the states to attract 
the best calibre of men. 

2. Our major difficulty in filling vacant resi- 
dencies in state hospitals has been the lack of ade- 
quate supervision and training which they offer. 
The standards of training, therefore, now in effect 
in state hospitals must be improved, and new train- 
ing programs instituted where none exist. 

3. State hospitals must maintain a close liaison 
and affiliation with the nearest medical schools, 
wherever it is feasible to do so, and staff physicians 
should be given an opportunity to undertake post- 
graduate training at frequent intervals. This will 
tend to prevent professional stagnation. 

4. All state hospitals to be constructed in the 
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future should be located close to large communities 
rather than at a distance from centers of population 
in order to eliminate geographical isolation. 

5. The salaries offered by state hospitals must be 
raised, and more living quarters provided for fami- 
lies. The whole question of maintenance for physi- 
cians and permitting them to live on the outside, 
with extra allowances, if they sc elect, should be 
studied and investigated. 

6. More paving positions for psychiatrists in 
activities outside of state hospitals are needed and 
must be created. 

7. Psychiatry must make and execute effective 
plans for a vastly increased program of psychiatric 
education in order to take care of medical officers 
from the armed forces and other paysicians who are 
currently seeking training appointments. To assist 
in this undertaking, all state hospitals and all Vet- 
erans Administration neuropsychiatric hospitals 
must be developed into training ceaters. 

8. More teaching facilities for training students 
in the understanding and treatment of psychoneu- 
rotic, psychosomatic, and non-psychotic disorders 
are particularly needed. This will require the utili- 
zation of out-patient departments, as well as the 
medical and surgical services of general hospitals 
for training purposes. 

9. The number of approved residencies and fel- 
lowships in all branches of psychiatry must be in- 
creased, and the stipends that go with them made 
more adequate, in order to meet th2 needs of veteran 
physicians with families who wish to complete their 
training. i 

10. There is a need for a consicerable number of 
full time review or refresher courses in neuro- 
psychiatry in order to help physicians prepare for 
their examination for certification by the American 
Board of Psychiatry and Neurolozy. These should 
be given at least twice a year. 


CONCLUSION 


In conclusion, I should like to express my sincere 
gratitude to the members of the Advisory Com- 
mittee who have given so much of their time and 
thought to the problems of the Placement Service. 
I wish also to acknowledge my indebtedness to the 
Medical Director and the Division of Personnel of 
the National Committee. for Mental Hygiene for 
the valuable assistance they have given me. Finally, 
it is my privilege to recognize witn appreciation the 
work of the clerical staff in carrying on the routine 
activities of tke Placement Service. 

” Respectfully submitted, 
F. M. Harrison, M.D. 
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PSYCHIATRIC PERSONNEL PLACEMENT SERVICE FINANCIAL STATEMENT 


December 10, 1945 to April 30, 1946 


RECEIPTS 


American Psychiatric Association......... 
Carnegie Corporation .......... EE 


EXPENDITURES 


As listed below....... EEEIEE tet ete 
Balance, April 30, 1046......cccceccccecceeeas 


Salarias 


Dt. Harron cvsswassaeeewtsn EEEREN 
Mrs. Zier ler ics cdanwaee d e kanari PENR 


Mr. Tausend 
Trave 


Letter Service and Shipping....... EEE 

Equipment ........... EEEO EAEE 

Miscellaneous cc cise cis isea inte E ceed 
Totals e» aevo tuh t @ $ eenseeev#ees Beeeeet ‘ere 


sezer gessa. eeeveeeeee eee ae nne 


*t@t@teenpezeenrpseevpeecee evan ez r E E a a eve eve ee eevee 


PHMUINS wacko covet ads cteasendettecedda takes 
POSAGC? tama eater ee ar ee eee ee eee 
Office ' Supplies and Expenses eT eee Sarin eae 
Telephone and Telegraph..........ccccceeeees 


[ Sept. 
Ares T aces $3,225.00 
EENE ETTET 6,450.00 
EE E E EA 5,465.56 i 
a O re ee Si saws $7,434.44 
Budget 
Budget Expenses to date 
sheen . $8,000.00 ) $3,146.64 $4,853.36 
a aaa 2,000.00 732.48 1,267.52 
nadene OIGE 584.00 — 584.00 
TES 2,000.00 363.02 1,636.98 
EE 75.00 38.49 36.51 
Tarda ; 100.00 212.48 — 112.48 
RTO : 75.00 156.78 — 81.78 
EPET r 100.00 54.26 45.74 
E 200.00 130.41 60.59 
Sei eee 200.00 PEF 200.00 
eee 150.00 38.00 112.00 
eniai $12,900.00 $5,465.56 $7,434.44 


$2,225.00 cue from A.P.A for next two quarters. 


FLEPORT OF THE COMMITTEE ON PSYCHIATRIC 
SOCIAL WORK 


Since no stated meeting was held in 1945, this 
report covers in brief summary some of the progress 
in the area of psychiatric social work during the 
final period of the war and the subsequent months. 

I. Military social work. Through the cooperation 
of the Surgeon-General’s Office with the Joint Com- 
mittee of tke War Services Office of The American 
Association of Psychiatric Social Workers and the 
National Committee for Mental .Hygiene, much 
progress can be reported regarding the extension of 
the designa-ion and use of military psychiatric social 
workers in the armed forces. Through the- efforts 
of the Executive Secretary of the War Services 
Office, Mrs. Elizabeth Healy Ross, indoctrination 
courses were formulated for men and women in the 
army who were to be identified as psychiatric assis- 
tants and whose previous educational training did 
not qualify them to receive specification No. 263— 
the classification designated by the Adjutant Gen- 
eral’s Office for men and women with graduate 
degrees from schools of social, work who have 
majored in psychiatric social work and/or men and 
women whs were graduates of schools of social 
work in good standing who have had clinical psy- 
chiatric social work experience following their 
graduation. ` 

II. In the latter part of 1945, the Executive Sec- 
retary of the War Services Office was appointed as 
Consultant to the Veteran's Administration. Fol- 
lowirg the submission of the Bill HR 4225, the 
Joint Committee met to consider ways and means 
of gaining some consideration for social workers 
to function as an integral part of veteran’s medical 
and hospitel service. Conferences were held with 


the Veteran’s Administration personnel as a result 
of which the Joint Advisory Committee passed a 
resolution in October, 1945, recommending a re- 
vision of the bill calling for complete hospital and 
medical service’ in Veteran’s Administration which 
would include social services. 

III. Utilization of military psychiatric social 
workers and psychiatric aids in the Veteran’s Ad- 
ministration, With the establishment of Veteran’s 
Administration facilities for the care of veterans 
discharged on psychiatric diagnosis, both in-service 
and out-patient service units have been extended, 
with the selection of psychiatric social work per- 
sonnel to be chosen essentially from the group of 
men and women having served in the armed services 
under the designation as above. Reports from over 
the country, coming directly from the men and 
women who were formerly in the armed services 
currently employed by Veteran’s Administration, in- 
dicate a growing enthusiasm of the treatment pos- 
sibilities in out-patient facilities now being de- 
veloped. 

IV. An article on Psychiatric Social Work in the 
Army and its Implications for Civilian Social 
Work, by Brig. Gen. William C. Menninger, 
Neuro-Psychiatric Consultant Division of the Office 
of the Surgeon-General. This article was prepared 
for presentation at the National Conference of 
Social Work, and covers in complete detail the 
utilization of military social workers by the Sur- 
geon-General’s Office. In this article General Men- 
ninger points the way to a more effective utilization 
of military psychiatric social workers who will 
return to civilian psychiatric practice in -the care 
of veterans. 

V. Influence upon civilian psychiatric social work 
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practice of the new psychiatric nomenclature. In 
the fall of 1945, following the publication of the 
Nomenclature of Psychiatric Diagnosis by the Psy- 
chiatric Division of the Surgeon-General’s Office, 
mimeographed copies were sent to the Directors of 
all the schools of social work in the country in an 
effort to stimulate broader utilization of these 
dynamic concepts in the training of social workers. 
Already many of the schools of social work have 
included this in their instructional programs of 
courses in psychiatric social work. | 

Many pertinent army psychiatric social work 
papers have been published in various journals of 
social work. These articles highlight the effective 
use of the psychiatric social work in the psychiatric 
teams. The effectiveness of the therapeutic relation- 
‘ships in the treatment of neuro-psychiatric casual- 
ties during the war, has done much toward elabo- 
rating the effective inclusion into civilian psychiatric 
social practice of dynamic short-term treatment of 
the more accessible psychiatric problems. 

VI. Closing of the War Services Office of the 
A.A.P.S.W.—December, 1945. This office .which 
had rendered such outstanding service in coopera- 
tion with the Surgeon-General’s Office Psychiatric 
Division, National Red Cross Psychiatrie Section, 
was officially terminated. Funds, however, were 
made available for the writing of the history of 
the activities of the office throughout the war period 
with particular emphasis on the history of the mili- 
tary psychiatric social work done by the Executive 
Secretary, Mrs. Elizabeth Healy Ross. This his- 
tory is now in preparation, and will be published in 
the near future. 

VII. Psychiatric Social Work Office—National 
Committee for Mental Hygiene. At the Executive 
Committee meeting in February, 1946, the Director 
submitted a proposal which makes possible the con- 
tinuation of the psychiatric sccial work office under 
the ægis of the National Committee for Mental 
Hygiene to replace the War Services Office of The 
American Association of Psychiatric Social Work- 
ers. The Joint Committee of the War Service Office 
and the National Committee for Mental Hygiene 
submitted a proposal outlining the functional needs 
for such a service. Action by the committee estab- 
lished the office of Psychiatric Social Work Con- 
sultant, who is to be responsible to the Medical 
Director. This action makes it possible to con- 
tinue the extension of psychiatric and psychiatric 
social work activities over the country with sus- 
tained emphasis on the raising of standards of 
training and function of psychiatric social workers 
in clinical treatment units which include psychia- 
trists, psychologists and psychiatric social workers. 

VIII. Activities of the Mental Health Unit—The 
Children’s Bureau of the United States Department 
of Labor. Through the efforts of the Joint Post- 
War Committee and the staff of the Children’s 
Bureau, a statement was prepared regarding the 
need for mental hygiene for children and youth. 
Copies of these recommendations were sent to state, 
health, welfare and. education departments, recrea- 
tion agencies, churches, teacher’s colleges and 
nursery organizations throughout the country, 
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through the efforts of Miss Elsa Castendyck, Acting 


Director of the Mental Health Unit of the Chil- 
dren’s Bureau. 

IX. Reprint Service. Through the action of the 
members of the Board of the Josiah Macy, Jr. 
Foundation, a proposal to underwrite the printing 
of a bibliography cn the development and practice 
of military psychiatric social work was made pos- 
sible. Copies of this bibliography were forwarded to 
schools of social work, and to the military psychiat- 
ric social workers in the armed forces. The distri- 
bution by the Josiah Macy, Jr., Foundation in co- 
operation with the National Committee for Mental 
Hygiene of the preprint articles made possible the 
receipt of the newly published psychiatric material 
by all of the military psychiatric social workers 
who were in service. 

Through the efforts of the Joint Committee of the 
War Services Office and the National- Committee 
for Mental Hygiene, a leaflet was prepared indicat- 
ing the need for more psychiatric social work 
personnel in the post-war period. This booklet fur- 
nished details on training requirements and informa- 
tion regarding schools of social work where 
training could be obtained. It is interesting to report 
that at the beginning of the Spring Quarter at the 
New York School of Social Work, 12r ex-service 
men were admitted for training. Fifty thousand 
copies of this leaflet were distributed to the various 
psychological and psychiatric units in the armed 
services in an effort to interest more well qualified 
men and women to seek training in the field of 
psychiatric social work. 

Marion E. Kenwoeruy, Chawman, 
RusseL_L E. BLAISDELL, 

HELEN P. LANGNER, 

Esruer L. RICHARDS, 

Joun. M. Murray. 


REPORT OF THE COMMITTEE ON PSYCHIATRIC 
STANDARDS AND POLICIES 


May 26, 1946. 


In the past one hundred years The American 
Psychiatric Association has assumed the great re- 
sponsibility of creating policies*and standards for 
the care and treatment of the mentally ill as well as 
fostering research work for the prevention and 
treatment of mental diseases. The American Psy- 
chiatric Association has followed more or less a 
conservative approach for such achievement. How- 
ever, in recent years the Associaticn became cogni- 
zant of the fact that the attention of the entire na- 
tion was focused upon the need for adequate pre- 


' yventive and curative mental health services for all 


the people and that there was a definite demand for 
such hospital and out-patient services within the 
means of all classes of society. 

The American Psychiatric Association recog- 
nized the fact that adequate psychiatric service has 
not been available to the mass of our population. It 
is very common not to find a psychiatrist within a 
radius of over one hundred miles. Most of the psy- 
chiatrists are located in large cities and in mental 
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hospitals. Psychiatric service rendered by hospitals 
and clinics has never been on the same basis as the 
services cf other branches of medicine in general 
hospitals. It was recognized by the Association 
that complete reorganization of hospital and out- 
patient services will be necessary. A uniform req- 
uisite for admission of. patients to mental hospitals 
should be considered as vital. Outside of a few the 
majority of cases should be considered on a volun- 
tary admission basis. Through education, such a 
procedure will become a rule rather than the ex- 
ception. The Association felt that state hospitals 
for mentally ill should be so well planned that the 
public will accept them on the same basis as gen- 
eral hospitals. It is obvious that such services can 
be rendered to the people only through a competent 
staff. A true medical and psychiatric service can 
be rendered to the patients of our hospitals through 
competent personnel which cannot be obtained in 
any state without consideration of salaries of such 
a personnel. The Council of the society became 
greatly concerned about the standards related to 
clinical activities. In the majority of our hospitals 
the most skillful psychiatrists are relegated to ad- 
ministrative responsibilities while the person to 
person treatment to our patients was delegated to 
the younger and less experienced staff members. 
The Committee on Psychiatric Standards and Poli- 
cies of tne Association felt that The American 
Psychiatric Association should be organized on 
such a basis that the service will radiate from its 
central headquarters to the whole of the United 
States as well as Canada and other countries of 
our hemisphere. 


MENTAL HOSPITALS SHOULD LEAD THE WAY 


Although marked strides have been made in hos- 
pitals for mental diseases in the last twenty years, 
the institttions have not reached the highest ideals 
and in the past four years have deteriorated con- 
siderably due to lack of personnel and equipment. 
Most of the hospitals in the country should be re- 
organized and restaffed. 

The adequate recognition of psychiatry depends 
on standerds created by mental hospitals and 
clinics, since all medical services emanate from the 
hospitals. Every recognizeed psychiatric hospital 
should be so well planned that the medical man 
and the public wiil accept them, thus public trust 
and confidence of the medical profession will be 
established. Such service can be rendered to the 
people only through a separation of the acutely and 
subacutely ill, as well as convalescent cases, from 
the chroniz. Approaching this situation very realis- 
tically, it was felt that every hospital should as- 
sume the responsibility of excellent care and treat- 
ment of ecutely ill by a competent staff of psy- 
chiatrists, well trained graduate male and female 
nurses and such other aides as are deemed neces- 
sary, thus giving the patients a great opportunity 
for recovery. The cost for such care should be 
considered on the same basis as the cost of physi- 
cally acutely ill in an approved general hospital. 
It is also deemed essential to include the cost for 


such services in the policies of the “Blue Cross” 


_and other hospital insurance plans. The establish- 


ment of such a department in each mental hos- 
pital will institute a much greater bond with all 
general hospitals, medical schools and practicing 
physicians, thus stimulating a very desirable and 
badly needed understanding of mental health by the 
public. It is quite obvious that we are in an espe- 
cially important era in regard to psychiatry. Never 
before has there been so much interest among 
medical men and lay people in psychiatry. Natu- 
rally the war and post-war conditions have stimu- 
lated this interest to a great exterit and men are 
wanting instruction in psychiatry—men who would 
like to go into psychiatry, who have had general 
training in medicine. It is evident that this calls 
for a new reorganization in our concepts of psy- 
chiatric teaching and in the type of service that 
should be organized in the community. There 
should be a.new integration of state mental hos- 
pitals with general hospitals and medical schools. 

The committee feels that there should be a psy- 
chiatrist on the staff of every general hospital of a 
certain size, to do consultation work, not only of 
the traditional psychiatric nature, but also to help 
with the psychoneuroses and psychosomatic medi- 
cal cases, both on the surgical and on the medical 
wards. They should also be available for out- 
patient work, thus increasing the preventive work. 
There will be a new type of relationship between 
the general hospitals and state hospitals. The 
medical schools should supply men from their staffs 
to do teaching in state hospitals. This could be in 
the nature of seminars, discussions of case read- 
ings, beside teaching and lectures. The senior men 
in the state hospitals should receive appointments 
on the teaching staffs of our medical schools. 

The committee hopes also that some time before 
a degree in medicine was granted, each student 
would have had to serve some weeks on the staff 
of a state hospital doing practical clinical work. 

At the present time only a very small percentage 
of the discharged veterans desiring psychiatric 
training have expressed an interest in training in 
state hospitals, in spite of the fact that there are 
many lucrative vacancies on state hospital staffs. 
If such men were given appointments on a new 
basis—such as, they could spend half a day at a 
state hospital, at least a half day two or three 
times weekly in the out-patient clinic of a general 
hospital, and perhaps also on the wards of a gen- 
eral hospital, plus receiving regular instruction and 
supervision by men on the staff of a medical school, 
we then could develop a new type and standard of 
psychiatric education in this country. 

A new integration between the state hospitals, the 
general hospitals and the medical schools must be 
developed if we are going to capitalize on the 
new interest in psychiatry that has been born as 
a result of the war. 

The Committee on Psychiatric ‘Standards and 
Policies was inspired by the above cited facts as 
well as by careful study and consideration of the 
opinions and thoughts expressed by prominent psy- 
chiatrists throughout the United States and Canada. 
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It had great material for drafting a very practical 
and adequate plan for future psychiatric services. 

The new standards for psychiatric hospitals and 
out-patient clinics prepared by. the committee were 
approved and adopted by the Council and published 
in the AMERICAN JOURNAL OF PSYCHIATRY,. Vol. 
102, Sept., 1945. In the opinion-of the committee 
the above standards apply to large state hospitals 
and not to small institutions, particularly those con- 
nected with medical schools. It is obvious that 
these small teaching centers should be well-staffed 
and should carry on teaching and research work as 
well as have high standards of psychiatric care. 
One cannot expect the above standards exercised 
literally in such teaching and other small hospitals. 

The committee feels that every well thinking ad- 
ministrator of psychiatric hospitals, as well as the 
vast majority of psychiatrists, will whole-heartedly 
support this approach of The American Psychiatric 
Association. However this will not he sufficient to 
carry out the program for the ideal plan for psy- 
chiatric service. It will be necessary for the or- 
ganized medical profession through its many chan- 
nels, to induce the public as a whole to become 
cognizant of the importance of this program and 
to prepare their representatives to think seriously 
how to make this program a reality. 

The committee is in favor of The American 
Psychiatric Association assuming its rightful 
leadership, by taking more positive and aggres- 
sive steps for achieving success in its endeavor. 

The American public will not consider psychiatry 
as a legitimate scientific branch of medicine, as 
long as mental patients are treated tn institutions 
with a cost of @ minimum sixty-five cents per 
capita per diem and a maximum cost of two dollars 
per capita per diem, 

The committee believes The American Psychiat- 
ric Association should become more realistic and 
demand that every state mental hospital consider 
a minimum of five dollars per catita per diem 
necessary for the care and treatment of acute, sub- 
acute and convalescent cases and two dollars and 
fifty cents per capita per diem for the care of 
various types of chronic cases. 

Respectfully submitted, 
M. A. Tarumianz, M. D., Chairman, 
J. Fremont Bateman, M.D., 
Grorce A. ELLIOTT, M. D, 
CLARENCE B. Farrar, M. D, 
MarcoLMĪm J. FAarrReLL, M. D. 

; FrepDERIcK LeDrew, M.D., 
Howarp W. Porter, M. D, 
GILBERT J. Ricu, M.D., 
KENNETH J. TuLrorson, M.D. 
Harry J. WortuiNG, M.D. 


ADDENDA TO REPORT oF MAY 26 oF THE COMMITTEE 
ON STANDARDS AND POLICIES 


It is the opinion of this committee in view of the 
activities of various lay groups that the Associa- 
tion should take immediate and vigorous action as 
follows: 
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1. To set forth the actual status of mental hos- 
pital care of patients throughout the ccuntry. 

2. To state the reasons why deficiencies have 
always existed and have been agzravated by war 
conditions. 

3. The. American Psychiatric Association should - 
fully support’ and take immediate steps to give ef- 
fect to the last three paragraphs in the report of 
May 26. 

4. This committee urgently requests council to 
set up machinery as funds become available for the 
inspection and rating of all mental hospitals; and 
to bring to the attention of all state authorities de- 
ficiencies requiring correction. 

5. The committee is also of the opinion that by 
supporting wholeheartedly the Psychiatric Founda- 
tion the aims of psychiatry as outlined will be 
greatly advanced by the collaboration of lay and 
professional groups. 

6. That The American Psychiatric Asodaton 
urge general medical and surgical hospitals to in- 
clude in their plans for development a psychiatric 
in-patient service. Such publications as “Modern 
Hospital” should be requested to carry an editorial 
on this matter in’ one of their early issues. Further- 
more, that ‘the Council of The American Psychiat- 
ric Association take the initiative in gaining the 
cooperation of the American Medical Association 
and the American Hospital Association in joint 
support of this recommendation. 

7. That the Secretary of The Areia Psy- 
chiatric Association be authorized to send copies of 
these resolutions to the authorities of each state re- 
questing them to consider the foregcing para- 
graphs for future improvement of mental hospitals. 


REPORT OF COMMITTEE ON PSYCHIATRY IN 
MEDICAL EDUCATION ; 


To the Council. of The American Psychiatric 
Association: 


The most urgent problem in the field of psychiat- 
ric education at this moment is that of training psy- 
chiatric specialists to meet the need revealed and 
created by the war. This emergency in psychiatric 
education occurs at a time’ when psychiatry itself 
is in a period of transition. Psycho-dynamic prin- 
ciples and therapeutic methods are beginning to 
receive the major emphasis in teaching. The con- 
tent of such teaching is not yet thoroughly crystal- 
lized, capable teachers are few, and the methods of 
satisfactory teaching are still matters for varying 
experimentation. Your committee does not there- 
fore consider it desirable at this time to specify in 
detail optimum patterns of specialistic training. Cer- 
tain general principles may well be stated. __ 

Satisfactory training requires intensive clinical 
experience, with close: supervision and guidance in 
psycho-therapy. For this purpose the bast plan is 
for resident apprenticeship training in a psychiatric 
institution with much active teaching and super- 
vision and a broad range of psychotic, psychoneu- 
rotic and psychosomatic conditions in adults and 
children, The minimum acceptable duration of this 
basic psychiatric training is two years. The number 
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of training positions of this type has always been 
small. In the efforts to increase them now con- 
sideration must be given to the limitation of staff 
and case material. To double the number of such 
residencies without other growth would probably be 
in error; actual planning in various centers seems to 
be for a 50% increase. In general, two sorts of 
compromise appear feasible: (1) at least three 
months of intensive instruction in all aspects of psy- 
chiatry in a medical center to supplement two years’ 
experience in a psychiatric hospital with specialized 
types of cases, such as state hospitals and veterans 
hospitals: (2) concurrent combination of such 
teaching and experience, through division of trainees 
time, such as four davs on the job, two days in 
teaching center. 

The committee recognizes the justice of the com- 
plaint thet the teaching of psychotherapy in too 
many instances has not been adequate. Greater em- 
phasis shold be placed on psycho-dynamics, semi- 
nar discussion of clinical cases, and an opportunity 
for ihe student to be present when psychotherapy 
is being carried out by the instructor. (Visual aids, 
recording devices, one-way screens, group psycho- 
therapy may be utilized for this purpose.) 

Medica! schools now have in prospect a period of 
six months of decreasing undergraduate teaching 
demands zs the present accelerated program is termi- 
nated. Your committee recommends that the asso- 
ciation urge the deans of medical schools that every 
possible fecility be utilized during this period in 
order to enlarge the program of graduate teaching 
in psychiatry. We recognize the needs of the under- 
graduate students and we do not suggest relaxation 
in the standards of their program. 

Your committee invites attention to the report of 
the Hershey conference on psychiatric rehabilitation 
which resulted in nine specific recommendations for 
the improvement of techniques in dealing with psy- 
choneurotic and psychosomatic disorders and the 
psychiatric aspects of comprehensive medical care. 
As z further step towards the realization of this pur- 
pose, the Commonwealth Fund which subsidized 
the Hershey conference is now sponsoring in com- 
bination with the State Medical Society of Minne- 
sota and the University a two-weeks’ course for 
the psychiatric orientation and training of the gen- 
eral practtioner which will serve to guide future 
developments in this direction. This course was 
given to 25 practitioners the first two weeks of 
April, 1946, and was an outstanding success. The 
instruction was oriented to the everyday problems 
of medical practice with practical emphasis upon the 
understanding of the emotional factors that work. 
The course was limited to the understanding of the 
psychoneurotic and psychosomatic responses and to 
the understanding of the patient as a living dynamic 
person involved in disease process. The essential 
_ principles stressed were the patient-physician rela- 
tionship, tne value of technique of interview and the 
rôle of the emotions in the development of person- 
ality structure. These fundamental topics were 
presented Dy a coordinated teaching team with mini- 
mum didactic work (one hour lecture each day), 
and small and large group seminars. Each student 
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had an opportunity to study and present individual 
patients; clinical work with patients proved to be 
the real backbone of the training program. This 
successful demonstration as well as the course given 
in West Virginia indicated that practical and effec- 
tive psychiatric training of the general practitioner 
can be accomplished and that active, vigorous follow 
through of this work should be promulgated by this 
Association. 

Your committee is pleased to note that a psy- 
chiatric personnel service has been set up under the 
joint auspices of The American Psychiatric Asso- 
ciation and the National Committee for Mental 
Hygiene which is designed to survey and create 
opportunities and facilities for psychiatric training 
and to aid medical schools and hospitals in securing 
competent psychiatrists for their staffs. 

The enactment of mental health legislation now 
pending before Congress may considerably increase 
funds and facilities available for psychiatric train- 
ing. The Veterans Administration 15 now effec- 
tively completing plans to provide additional train- 
ing opportunities utilizing the facilities of each 
teaching center. An excellent 12 weeks’ course for 
this group has already been given at the University 
of California Medical School under the direction of 
Dr. Karl Bowman. 

We recognize the probability that undergraduate 
psychiatric education may be somewhat neglected 
during the preoccupation with the current emer- 
gency in graduate training. There are however 
pertinent lessons from the war period which should 
be noted and considered for improving under- 
graduate instruction. There is agreement that the 
general level of psychiatric education for medical 
students has been inadequate. War experience has 
shown the need for teaching psychiatry as a basic 
medical science for the comprehensive care of all 
types of illness. The principal criticism of previous 
psychiatric instruction has often been its static 
character and the stress on diagnostic labelling in 
contrast to essential emphasis on dynamics and ther- 
apy. The actual steps to remedy those deficiencies 
inevitably vary with the different medical schools, 
and your committee does not consider it wise to 
specify in detail the ideal plan. We consider it 
necessary nevertheless to point out that certain 
matters should be covered in the teaching content 
of the four years’ medical course, namely: normal 
personality functioning, interviewing, method of ex- 
amination, dynamic-psychopathology, experience as 
clinical clerks with patients in general medical de- 
partments and in pediatric and surgical services as 
well as, in psychiatric wards and out-patient de- 
partments. 

The anticipated continuous progress and interest 
in psychiatric education indicates the need for more 
intensive activities of this committee. It is recom- 
mended to Council that the membership of the Com- 
mittee on Psychiatry in Medical Education should 
be increased and that regular quarterly meetings be 
held. Letters should be sent to the dean of each 
school outlining the objectives of psychiatric teach- 
ing at all levels. Intern training should be more 
actively promulgated.. Standards of curriculum and 
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the need for better clinical facilities should be pre- 
sented. All measures should be utilized for the 
recruitment and strengthening of teaching staffs. 
It is recommended to Council that closer liaison 

should be created with educational committees of 
other national associations such as the American 
College of Physicians, Association of American 
Medical Colleges, American Academy of Pediatrics, 
etc., so that coordinated programs can be established 
and strengthened. Likewise there should be a follow 
through concerning our previous request for rep- 
resentation on the National Board of Medical 
Examiners. 

FRANKLIN G. Expaucu, M.D., 

Joun WurrenHorn, M.D., 

Joan Romano, M.D, 

Wm. C. Porter, M. D, 

O. Spurceon Encisa, M.D. 


REPORT OF THE COMMITTEE IN PUBLIC EDUCATION 


To the Council of The American Psychiatric 
Association: 


With psychiatry continuing to feature promi- 
nently in the various realms of public activity, a 
general interest in the field has been sustained. Psy- 
chiatric information released for public consumption 
has found an attentive audience, and vehicles for 
public education efforts have been provided in 
several spheres: contemplated psychiatric legisla- 
tive action in Congress, psychiatric aspects of re- 
habilitation procedures, activity within our own 
professional ranks to establish psychiatry in the 
reconversion setting, and other psychiatric affairs 
of general interest. 

In the legislative sphere, tae proposed legislation 
formerly known as H.R. 2550, now the National 
Mental Health Bill, has passed the house, where it 
is known as H.R. 4512, and is before the Senate as 
S. 1160, 

This suggested national program of neuropsy- 
chiatric teaching, research, and service has right- 
fully aroused interest in psychiatric circles, and 
although psychiatrists do not unanimously support 
it, they seem more or less uniformly agreed on 
it, and from time to time, many have offered con- 
structive criticisms as to details of ee under 
the Bill. 

At intervals, factual information ER the 
Bill has been distributed by this committee to our 
State Representatives, and they and members of 
the Central Committee have continued to urge its 
passage in some form. Congressmen and’ other in- 
dividuals have been contacted, and members of this 
committee and other officials of the Association have 
been called to Washington where they testified in 
favor of the Bill. 

Another sphere of activity resulting in better 
psychiatric services is the reorganization of the 
Veterans Administration. The policy of the new 
administration has been to locate veterans hospitals 
as near as possible to great medical centers on the 
basis of veterans’ needs, instead of on the basis of 
political patronage. 

When the reorganization was publicly attacked 
by opposing political factions, bringing the matter to 
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the attention cf every citizen interested in seeing 


that the veterans receive the best in medical care 
among other benefits, The American Psychiatric 
Association came forward with unqualified support 
of the new policies. This committee, under author- 
ization of the Executive Committee, prepared and 
distributed to all leading newspapers and all pro- 
fessional journals a news release announcing the 
Association’s oficial stand. Excellent coverage was 
obtained on the release, and letters of appreciation 
were received from General Bradley, General 
Hawley, and Captain Daniel Blain. 

Also relating to services for veterans is the com- 
mittee’s work with the Psychiatric Personnel Place- 
ment Service, jointly established this past year by 


> The American Psychiatric Association and the Na- 


tional Committee for Mental Hygiene to bring op- 
portunities in the field together with psychiatrists 
and other interested medical men being discharged 
from the armed forces. 

Nation-wide coverage was obtained by a general 
news release sent to all newspapers and professional 
journals, and the committee requested its State Rep- 
resentatives to canvass their own areas for psychiat- 
ric opportunities in child guidance clinics, industry, 
etc, as a supplement to the efforts of the Placement 
Service, which surveyed all hospitals. The re- 
sponses received were forwarded to the headquarters 


‘of the Placement Service. 


In view of the establishment of the Committee on 
Psychiatric Placement, this committee has foregone 
further liaison measures between the Association 
and the National Committee; no formal action has 
yet been taken by the council on this question, al- 
though there has been correspondence between the 
two organizations from time to time. In addition 
to requesting the Council to give voice to a decision 
on a liaison committee between the two organiza- 
tions, the committee also requests the Council’s 
opinion on possible liaison between the Association 
and the National Mental Health Foundation, when 
and if the Council approves of this new orzanization. 

The National Mental Health Foundation, admin- 
istratively independent of the National Committee, 
but cooperating with them, has as its avowed objec- 
tives better psychiatric care, public education, and 
legislative recommendations, and kas expressed the 
desire to develop close relationship with all agencies 
and groups who share its interest in mental health. 
This committee does not wish to anticipate action 
of the Council, but requests specific instructions 
from the Council in regard to the National Mental 
Health Foundation. 

Apropos of influencing the public understanding 
of psychiatry and psychiatric treatments. much at- 
tention has been focused on sensational dramas and 
distorted impressions of psychiatry, as exemplified 


| in the film, “Shock,” recently released by Twentieth 


Century-Fox. Specifically in regard ta “Shock,” 
innumerable written and verbal complaints and pro- 
tests have been registered with this committee and 
officials of the Association by psychiatrists and other 
interésted people who foresee the unorthodox activi- 
ties of the psychiatrist-villain of the show creating 
a public apprehension toward psychiatric therapy. 
This psychiatrist, diabolical and relentless, com- 
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mits a murder, and then attempts to kill the only 
witness, a patient of his, with overdoses of insulin. 
Finally, after many frightening scenes, the murder 
is discovered, a reputable psychiatrist summoned, 
and the petient revived with injection of adrenalin 
and glucose into the vein. 

The psychiatric profession feared that the film 
would so :ncrease apprehension on the part of pa- 
tients, relatives oi patients, adolescent boys and 
girls, and people in general, that the effective use 
of shock therapy would be curtailed. The inclination 
on the part of many members of the medical pro- 
fession, and particularly psychiatrists, was to pro- 
test loudly and publicly to convince the people that 
the picture is not a reproduction of the legitimate 
practice of psychiatry, and to demand its removal 
from the circuit. 

However, we were reminded that banning a book 
in Boston never fails to sky-rocket the sales of that 
book, and public controversy over “Shock,” would 
probably -have been nothing more than good ad- 
vertising, sending throngs of people to the theater to 
“see what all the shouting was about.” Obviously, 
the film irdustry had put thousands of dollars into 
the production, aná nothing we could do would pre- 
vent their showing it. 

A more sophisticated public relations technique 
was followed, and it developed that the film was 
dencunced on a technical and moral basis in the 
New York Tunes, PM, and other papers by dra- 
matic critics whose opinions are accepted as un- 
biased cri-icism within their legitimate sphere of 
activity, thus exerting the desired influence without 
the controversial or self-defensive element. Re- 
ported to be a second-rate picture, the film will 
prokably die a natural death. 

The point in question is not what to do about the 
film, “Shozk,” but how we can avail ourselves of the 
opportunity to secure better control in the future. 
Film industries, like the press, are not conducted for 
public philanthropy, nor for the primary purpose of 
promoting the medical aims adjudged by the medical 
profession to be the most appropriate. The film in- 
dustry accepts only the responsibility of the general 
acceptability of motion pictures from the standpoint 
of common decency and basic morality. However, 
they are disposed to act within the framework of 
public interest, and as a matter of fact, in this par- 
ticular instance, a local psychiatrist was consulted, 
not only b2fore, but during the actual filming of the 
sets. ` 

Our aim was to show the film industry that they 
needed mare substantial psychiatric advice and gui- 
dance, anc we feel that exactly that has been ac- 
complished. 

We offered to top film officials whatever assis- 
tance we can provide in the future toward improv- 
ing and restricting the portrayal of psychiatric mat- 
ters within the limits of scientific correctness, with- 
out presuming to adopt the rôle of censor. In reply, 
they sent written acceptance of our committees 
proffer of help, expressing their “appreciation of the 
reasonableness” of our committee’s viewpoint, and 
requesting suggestions as to how they might “go 
about getting the right kind of counsel in such mat- 


COMMITTEES 


[ Sept. 


ters.” All of this has received appropriate attention 
by this committee. 

Further, whether in answer to our protests or not, 
an article recently published in “Coronet,” spot- 
lighted Joseph J. Breen, who enforces the Produc- 
tion Code, and whose job it is to “tidy up the screen 
plays and superintend the moral values.” After a 
few pages on the maintenance of propriety and 
morality in films, there was the statement which 
can be applied to “Shock:” “The Breen office 
formerly received 75 thousand letters a month com- 
plaining that newspapermen, doctors, psychiatrists, 
or lawyers, for instance, were libelously depicted. 
Only a handful of protests is received now. This is 
because of ‘compensating moral value.’ Breen in- 
sists that a producer who shows a bad lawyer must 
also show a good one; a good doctor for a bad doc- 
tor, and so on.” ` 

This committee has reported the technique for 
handling this matter relating to the film, “Shock,” 
not as an isolated instance, but as an example of 
handling other situations which have existed for 
the past fifteen years. We venture to state that the 
best public relations efforts are the quietest, least 
obvious, and least controversial in the press. To 
forego that principle is a pitfall which BEGIN- 
NERS IN THE FIELD OF PUBLIC RELA- 
TIONS FIND IT DIFFICULT TO AVOID. 

Your committee has not always been successful 
in avoiding public controversy in the press, but we 
would like to feel that as the years have passed, 
we have proven our techniques in quiet, substantial 
public relations work. 

Along the line of influences outside of the pro- 
fession which endanger the professional standing 
of psychiatry are those unqualified practitioners 
posing under feigned degrees and misleading titles, 
giving advice on emotional problems for a fee. Last 
brought to the attention of the Council in the in- 
terim report of this committee, these “consultants” 
have been a problem for many years, and have been 
exposed'in the book, “Where Do People Take Their 
Troubles?” 

It was suggested that legislation be urged which 
would require these people to publish their qualifica- 
tions, but doubt has since been voiced that the pa- 
tients would be astute enough to discriminate among 
good, bad, or indifferent qualifications. There is 
probably no perfect answer to the problem of con- 
trolling these groups, but the committee earnestly 
requests the Council to take some action in provid- 
ing direction in this matter. 

The committee is pleased to note that it is ap- 
parent that psychiatry has passed the peak of ex- 
treme statements concerning the psychological dev- 
astation of war on veterans, and takes this oppor- 
tunity to reaffirm its stand of urging demonstrable 
statements concerning the need for and efficacy of 
psychiatric services. : 

An important part of the Association’s Annual 
Meeting this year will deal with psychiatry’s part 
in the reconversion to peace and in the rehabilitation 
of returning veterans. At the time of writing, the 
committee is embarking upon a publicity program 
for-the convention, and it is hoped that the publicity 
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obtained on this and other important aspects of 
psychiatry to be discussed will contribute toward 
attaining our public relations objectives. 

The public understanding of psychiatric matters 
was born out of a distorted idea of mental disorders 
and their treatments, and though it is safe to say 
that progress has been made in correcting faulty 
attitudes, psychiatry, by virtue of its characteristics 
of the “abnormal” and the dramatic, is still sus- 
ceptible to exploitation by unthinking or uninformed 
persons. 

This committee is convinced that, in the long run, 
with our continuing to proceed in a dignified man- 
ner, conscientiously practicing our specialty on a 
scientific basis, and particularly with cohesiveness 
within our own psychiatric group, an increasingly 
accurate public understanding of psychiatry will 
be established, and subsequently, psychiatric services 
will be accepted on the same basis as those of other 
medical specialities. 

Conesiveness within our group is of such im- 
portance that anything we can do to increase the 
solidarity of our ranks will strengthen our position 
with the public. It is paramount that we present a 
united front. 

All psychiatric institutions, and particularly state 
institutions, have always suffered, and the war was 
nothing less than devastating in knocking down 
what standards did exist. The small, devoted group 
working to keep these institutions running certainly 
cannot be blamed for the low standards of care, and 
this committee recommends that the membership be 
advised to refuse to continue as a whipping post for 
conditions resulting from lack of public support and 
legislative appropriations. 

Psvchiatrists are too prone to place themselves 
on the defensive; it is this committee’s opinion that 
they should aera become militant and objective, 
pointing out the shortcomings, and by so doing, 
bring the leadership back into the profession, and 
place the responsibility for those shortcomings on 
those who have the money and the power to remedy 
them. We will place ourselves in the most strategic 
position if we ourselves are the first to criticize, and 
the first to state what should be done. We must 
strike at the legislature and at every other group, 
to prick their consciences until they are aware of 
the shortcomings and feel duty-bound to remedy 
them. The Committee on Public Education urges 
the Council to go on record as advising the member- 
ship accordingly, with recommendations as to the 
best strategy of battle. 

Respectfully submitted, 
C. CHARLES BURLINGAME, M. D, 
C hairman, 

GEORGE S. Stevenson, M. D., 

Vice- a T 
Cais A. Rymerr, M.D, 
NEWDIGATE M. OWENSBY, M. 'D., 
GERALD JAMEISON, M. D, 
Henry O. Cotoms, M. D, 
Martin H. Horrman, M.D, 
Gayroro P. Coon, M.D., 
Frank H. Luton, M.D, 
Howard R. MAsteErs, M. D. 
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REPORT OF THE SPECIAL COMMITTEE 
ON REORGANIZATION 


(This report, with the exception of the following 
amendment, was printed in our March, 1946, num- 
ber (102: 694).) 


AMENDMENT 


In view of the fact that the Program Committee 
had almost completed its preparation of the Scien- 
tific Program for the nineteen forty-six meeting at 
the time when the Report of the Special Committee 
was presented to the Council on December eight- 
eenth, nineteen forty-five, the committee decided to 
amend its recommendations as follows: 


I. That with the assistance of the Program Com- 
mittee a portion of the nineteen forty-six 
meeting be devoted to ascertaining the reac- 
tions of the membership of our Association 

` to the Report of the Special Committee. 

2. That insofar as it is practical to do so the meet- 
ing of The American Psychiatric Associa- 
tion in nineteen forty-seven be devoted to 
discussions of the practical problems our 
members meet in their daily work. 

3. That the committee be:continued end that it 
work with the Program Committee in the 
interests of the practical professional needs 
of the members of our Associaticn. 


Kart MENNINGER, M. D., Chairman, 
Leo H. BARTEMEIER, M. D., 

A. E. BENNETT, M.D., 

SPAFFORD ACKERLY, M.D., 

Tuomas A. RATLIFF, M. D. 


REPORT OF THE SPECIAL COMMITTEE ON P3YCHIATRY 
IN THE ARMED FORCES 


To the Council of The American Psychiatric 
Association: 


Since the last report of this committee for its 
Council on December 18, 1945, but one meeting has 
been held, that at the Division of Neurcpsychiatry 
in the Offices of the Surgeon General at ene 
ton, D. C. 

At that meeting, Brigadier Gereral William c. 
Menninger presented a résumé of the major de- 
velopments that had taken place, since the previous 
meeting of the committee on the 16th of July, 1945. 

It was reported that the School of Army Neuro- 
psychiatry had graduated 1,237 students and was 
being moved from the Mason General Hospital! to 
Fort Sam Houston, Texas, where it is now operat- 
ing and it is proposed that the School cf Military 
Neuropsychiatry should include the development 
of training of clinical psychologists, osychiatric 
social workers, psychiatric nursing and ward at- 
tendants, in addition to the training of psychiatrists 
and neurologists. 

Many. of the Bulletins prepared by the Division of 
Neuropsychiatry on “Clinical Psychology Service,” 
Neuropsychiatry tor the General Medical Officer,” 
Psychiatric -Social Work,’ “Psychiatric Testi- 
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mony ‘before Court-Martial” and on “Nomen- 
clature’ were presented and approved by our com- 
mittee and our committee were unanimous on the 
desirability of wide circulation of the Nomenclature 
and its putlication in the American Journal of 
Psychiatry. 

Some time was spént in the discussion concerning 
the possible screening at the induction centers and 
the effects cf the lowering of accepted ‘standards as 
they applied to psychiatric cases. 

There was also much discussion concerning the 
need for training more psychiatrists and particularly 
as applied zo physicians who:had had psychiatric 
experience in their military career. It was agreed 
that a letter based on the information at hand, 
should be prepared and sent to all presidents of 
colleges or universities and deans of medical 
schoois, calling to their attention the great need 
for indoctr:nation of -all medical students in the 
field of netropsychiatry; this to be signed by all 
members of the committee and a copy of this is ap- 
pended. Answers have been received from all those 
by whom this letter was received and most cordial 
response to the needs of increasing indoctrination 
of all medical students in psychiatry was received 
from all of them. 

It is the zeeling of this committee, that this letter 
has been and will continue to be of significant im- 
portance concerning the training of more physicians 
in psychiatry. 

The plans for a military section of The American 
Psychiatric Association were discussed and en- 
dorsed. General- Menninger reported on the prog- 
ress of the Neuropsychiatric history of the war. He 
stated that he hoped to be released from the Army 
in July, 1946. 

This committee was a temporary one and now it 
feels its service has been rendered and requests dis- 
charge. We cannot conclude this report without 
payirg the highest tribute to the leadership of 
Brigadier General William C. Menninger and a 
most able staff of assistants, who accomplished an 
unbelievingly great task, and has advanced Neuro- 
psychiatry to'a higher. level of efficiency. 

Respectfully submitted, 
ARTHUR H. RUGGLES, M. D., ETA 
Kart M. Bowman, M.D., i 
ALAN GrEGG, M. D. 
FREDERICK W. PARSONS, M. D, 
Epwarp A. STRECKER, M. D., 
EpwIN G. ZABRISKIE, M. D. 


ÅRMY SERVICE FORCES 
OFFICE OF THE SURGEON GENERAL 
WASHINGTON 25, D.C.) ` 
April I, 1046 

Dear Dr. 

We venture to draw your attention to one of the 
impressions we have received as consultants to the 
Secretary of War in the Neuropsychiatry Con- 
sultants Division of the Surgeon General’s Office, 
since we zre convinced that it would be folly to 
ignore some of the important lessons revealed thus 
far by the experience of war. 

Not only have we needed (and: still need) a 


` 
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far larger number of thoroughly trained psychia- 
trists, but alf medical students need better instruc- 
tion and training in psychiatry than they have 
been receiving in-our medical schools. The majority 
of physicians were not sufficiently oriented in 
modern psychiatry. Such training is needed be- 
cause of: all the neuropsychiatric cases diagnosed 
and treated in the Army, only 7% were psychotic 
or insanes, 93% were not extreme cases but de- 
pended for recognition and adequate care upon 
what the average doctor serving as a medical 
officer had of psychiatric knowledge and skill. Too 
often ‘that knowledge and skill were not what- 
might have been expected of well trained doctors. 
The mere number of cases calling for psychi- 
atric understanding redoubles the argument for the 
importance of psychiatry in medical education. The 
Army recorded over 380,000 medical discharges 
for neuropsychiatric disorders (mental deficiency, 
homosexuality, alcoholism, and anti-social reac- 
tions) between January 1942 and December 1945. 
Also, from the induction board examinations 37% 
of the total rejections were for neuropsychiatric 
conditions.‘ Perhaps an even more arresting fact— 
these individuals represented 12% of all candidates 
examined by induction boards. 
‘On any typical average day of the war, 10 to 
15 per cent of the patients in the Army Hospitals 
At the peak, the Army 
had ‘about 45,000 physicians but only 2,400 were 
classified as neuropsychiatrists. In fact half of this 


“number were trained by the Army itself to meet 


an emergency situation. There were only about 
1,000 psychiatrists who were commissioned directly 
from civilian life, of whom less than 500 could be ` 
considered to have been mature specialists. In 
contrast to the ‘exceedingly small number of psy- 
chiatrists, the Army had available at peak about 
10,000 surgical ‘specialists and 6,000 specialists in 
internal medicine. 

Derived from these percentages is this -simple 
conclusion: the milder forms of mental defect, 
emotional instability, and neurotic weakness are 
far more common and a much larger component 
of illness and incapacity in either’ military or 
civilian populations than is reflected by the budgets, 
the teaching personnel, or the time devoted to 
psychiatry in our American Medical Schools. 

We believe that it is a reasonable course and 
perhaps a helpful one for us: to send you this 
information in ‘our earnest hope that the impor- 
tance of psychiatry in the practice of medicine will 
be given adequate attention by our medical schools. 

Yours sincerely, 
ArTHUR H. Ruccrrs, M. D, Chaiian, 
: Avan Greco, M.D, 
te FREDERICK W. PARSONS, M. D., 
EDWARD A. Strecker, M.D., 
Epwin G. ZABRISKIE, M. D. 


REPORT OF COMMITTEE ON VETERANS’ ÅFFAIRS 


Your Committee on Veterans’ Affairs, on the in- 
vitation of Dr. Daniel Blain, Acting Assistant Medi- 
cal Director for Neuropsychiatry, has acted in an 
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advisory capacity on matters of policy concerning 
the psychiatric care, and treatment of veterans. 

Both as a committee as a whole and as individuals 
we have consulted with Dr. Blain on psychiatric 
hospital organization; medical, nursing, and ward 
attendant staffing; graduate psychiatric education 
of untrained doctors entering the service and the 
education and training of doctors for psychiatric 
clinics in the community ; improving the professional 
competence of permanent psychiatric staff in the 
hospitals; organization of community clinics; the 
use of individual doctors for psychiatric treatment 
in those communities where organized clinics do 
not exist; the aim and content of graduate courses 
in psychiatry; medical school affiliation; consul- 
tant and part time professional assistance; etc. 

In each instance in which we have been called on 
collectively or individually, our counsel and recom- 
mendations have been guided by the standards and 
policies of The American Psychiatric Association. 

Respectfully submitted, 
Howarp W. Potrer, M. D., Chairman, 
Epwin G. ZABRISKIE, M. D, 
Howard K. Petry, M. D.. 


REPORT OF THE COMMITTEE ON PROGRAM 


When your committee met in New York in mid- 
December, 1945, to organize the program for the 
1946 Annual meeting it was faced with complica- 
tions that arose primarily out of the following two 
factors: In the first place, the cancellation of the 
1945 meeting that was finally decided upon late in 
the spring, left us with a fully organized program 
which meant that we had accepted enough of papers 
to cover all the sessions. Since then, many addi- 
tional papers were received and this necessitated a 
rearrangement and deletion of some papers which 
had already been accepted by the committee. A 
certain proportion of the newly received material 
was actually preferable on the basis of quality but 
there was an additional consideration that guided 
us in our decisions. The important changes that 
came with the cessation of hostilities made it neces- 
sary to shift our attention to new psychiatric as- 
spects. Subjects such as veteran rehabilitation and 
the functions of the Veterans Administration, recon- 
version in industry, the application of experiences 
gained in wartime to civilian practice, the U. S. 
Public Health plans in regard to psychiatric prob- 
lems and a number of others, had to be given con- 
sideration in preference to other problems that had 
occupied our interests in the last three or four years. 
We are bringing this to your attention because we 
wish to emphasize the fact that the failure to 
accept some papers that were offered and the dele- 
tion of other papers that had been previously ac- 
cepted were not necessarily based on the merits of 
the papers themselves. In a number of instances the 
decision was made because of the timeliness of cer- 
tain problems as contrasted with others. Some of 
the more important changes that were undertaken 
this year included such things, for instance, as com- 
bining the presentations by the various military 
services into one half-day program with the main 
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purpose of bringing out more emphatically an over- 
all survey of the experiences gained during the 
war and the lessons that were learned that could 
be applied (a) to civilian psychiatry; {b} to futcre 
needs if they come up. A whale hal=-day sessizn 
was set aside for a discussion of the plans that the 
psychiatric department of the Veterans Adminis- 
tration is in the process of organizing at present. 
It was felt that the Association should te given 
first-hand information on this scbject and a prorer 
orientation in regard to the new developments. 
The plan of holding a one-day session for the 
whole Association that was inaugurated at the 1¢24 
meeting was found to be so successful that we have 


‘continued it this year. Part of it is given over to 


addresses by invited prominent spedkers who will 
bring us points of value from related fields. An- 
other part is to serve the need for a general dis- 
cussion of the present status of interrelationships 
within the society and suggestions as to possible 
new developments in the future. 

The program as it stands speaks for itself. It 
represents both geographically and contentually the 
interests and activities of the society as a whole 
according to the best judgment of your committee. 
How near have we actually come to achieving this 
goal? Your committee would be grateful for your 
evaluation and advice in regard to dealing with this 
problem. Our membership is large ard represents 
not only a variety of geographic sections, but also 
different orientations, activities, needs and opper- 
tunities. The committee feels that the scientific pro- 
grams of the annual meetings should be dynamica_ly 
representative of all of these. It is only in this way 
that participation in the meetings will result in a 
real exchange of views and stimulaticn of furtker 
progress. Te do this, however, it is most essential 
that the program should reprzsent an adequate 
picture of what is actually happening wherever 
psychiatry is practiced. Throughout the country 
psychiatrists are working on various aspects of the 
problem of personality disorders. Investigations of 
vital importance to psychiatry are also being carræd 
on by workers in closely related disciplines, such 
as medicine in general, physiology, biochemistry, 
psychology, sociology and anthropology. Further- 
more there are other fields of activity which even if 
not essentially of a scientific nature, are equal in 
importance to those mentioned. These include such 
phenomena as major social evenzs, changes in legal 
concepts, interrelationships within the psychiatric 
organization or between it and other organiza- 
tions, etc. All of these activities should find ace- 
quate representation in the program, and this 
should be the primary principle upon which the 
choice of papers offered by members would be 
based. The committee should, furthermore, assume 
a more active role and invite presentacions on cer- 
tain subjects whenever it is fel: that the material 
should be brought before the members of the Asto- 
ciation. The members of this committe2 realize that 
the practical value of this plan would depenc largely 
upon the extent to which information concerning 
such activities can become readily available to them. 
It is possible that this.can be accomplished throuzh 
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the utilization of resources now available or that 
new methcds will have to be devised. We hope that 
the Council, after considering this matter, would 
give us both their critical evaluation and advice how 
to implemeat the plan. 

WiLtiaM MaLamun, Chairman, 

Roscoe W, HALL, 

Huco MELLA, 

T. A. WATTERS, 

Mitton H. ERICKSON, 

D. Ewen CAMERON, 

G. KirBy COLLIER, 

Oscar RAEDER, 

WILLIAM C. MENNINGER, 

FRANK J. CURRAN. 


REPORT OF THE COMMITTEE ON RESEARCH 


The committee has conducted its business, such as 
it has been, by correspondence this year, due in 
large part to the difficulties in transportation and 
the lack of any subject matter cogently needing 
discussion. 

The committee is agreed that under the present 
set-up there is little that a Research Committee can 
do, since fends for a secretary and other assistance 
necessary Lave never been granted, despite the fact 
that they kave been repeatedly requested. At present 
research is such an individual matter that the com- 
mittee has no means of informing itself of what 
is going on and no means of directing or participat- 
ing in reseerch. 

Our recommendations boil down to two main 
ones, concerning which the members are in agree- 
ment: 

1. That such a committee should have profes- 
sional and full-time workers, who will be able to 
find out wnat is going on in research throughout 
the country; and secondly, by digesting whatever 
new appears in the literature in those channels not 
ordinarily zoming to the attention of psychiatrists 
bring the work of fundamental science which is rele- 
vant to psychiatry to the attention of research and 
laboratory workers in psychiatry. 

2. That The American Psychiatric Association 
empower the Committee on Research or the Presi- 
dent of the Association to appoint committees which 
will study and make reports on fundamental re- 
‘search matters. For example, a Committee on 
Eugenics is essential for psychiatry. The newer 
therapeutic measures, which bring about more re- 
missions than were formerly had, turn loose in the 
community pecple who, if they have defective germ- 
plasm, are freer to propagate. If there is a heredi- 
tary basis to much of mental sickness, then certainly 
The American Psvchiatric Association should be 
prominent in the work on eugenics. 

The newer therapeutic measures should be evalu- 
ated from time to time as they appear. Thus, a com- 
mittee on prefrontal lobotomy, on electroshock, on 
the use of the barbiturates and the psycholégical 
methods associated with their use in the war—to 
cite a few matters—ought to be appointed to evalu- 
ate these methods from time to time. There should 
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be no long lag between the actual facts and the dis- 
semination of those facts throughout the membership. 
The personnel of these committees should be, first, 
men whose interest in the particular type of work 
has been manifest, and secondly, men who know 
scientific and statistical methods sufficiently well to 
analyze and evaluate the claimed results. 
Respectfully submitted, 
ABRAHAM Myerson, M. D., Chairman, 


May 27-31, 1946 


REPORT OF THE COMMITTEE ON PSYCHIATRIC 
NURSING 


In making this report of the Committee on Nurs- 
ing, a brief recapitulation of the report made to 
the Council in December 1945 would seem to be 
in order. This report was received and adopted by 


‘vote of the Council at that time. One of the major 


recommendations made was: “Since the value of 
this work (the nursing project) has been demon- 
strated, I move that this service be carried on as a 
permanent part of The American Psychiatric Asso- 
ciation with financial assistance from outside sources 
so long as it is available and when outside financing 
is not available, furids to be provided by The Amer- 
ican Psychiatric Association for this purpose.’ An- 
other part of the report of major importance recom- 
mends that the standard for affiliate courses be re- 
stored to a minimum of three months as soon as this 
is possible for the general hospital schools of nurs- 
ing. This is in accordance as well with the Com- 
mittee’ on Psychiatric Nursing of the National 
League of Nursing Education. 

I think it is well to call to the attention of the 
Council and the membership at large that the text- 
book on the training of attendants, of which Mrs. 
Fitzsimmons is the author and The Macmillan Com- 
pany are the publishers, will be available according 
to present information from the publishers in July 
1946. It was formerly anticipated that this would 
be available in May. 

There has occurred a development since Decem- 
ber of major significance with respect to the work 
of the nursing project. Briefly, and I will enlarge 
on this later in the report; Mrs. Fitzsimmons re- 
signed as nursing consultant on February 15, 1946, 
and her work was taken over by Mrs. Lela S. 
Anderson on March 1, 1946. The point that I 
consider of major significance is that the new ap- 
pointee, Mrs. Anderson, has been able to carry 
on efficiently from the beginning of her tenure. This 
is an indication to your chairman that the tech- 
niques developed by Mrs. Fitzsimmons in carrying 
on the work of the project are transferable and not 
wholly individualistic. I believe this speaks well for 
the future development and progress in the training 
of psychiatric nursing personnel and attendant per- 
sonnel. Naturally Mrs. Anderson will require, and 
I believe rapidly acquire, personal and geographical 
orientation. 

Mrs. Fitzsimmons’ resignation was accepted with 
regret to allow her to accept the position of Assis- 
tant Superintendent of Nurses in charge of psy- 
chiatric nursing in the Veterans Administration in 
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Washington. There is no question of the service she 
will be able to render in her new position and the 
role that it will be possible for her to play in the 
advancement of psychiatric nursing in this very im- 
portant field, and of almost equal importance the 
stimulation that she can offer in the adequate train- 
ing of attendants in Veterans’ Facilities. Mrs. Lela 
S. Anderson, her successor as nursing consultant, 
was chosen after personal interviews with the three 
members of the Advisory Committee residing in the 
East, namely Drs. Ruggles, Chambers and Wall. 
They were unanimous in their choice. Mrs. Ander- 
son for seven and a half years previous to her ac- 
ceptance of this position had been Supervisor of 
Nurses and Attendant Training in the State of 
Virgina Department of Mental Hygiene. She has 
a bachelor’s degree from Columbia University and 
has done some work toward her master’s degree, 
also at Columbia. She is a graduate of the Highland 
Hospital and Philadelphia General Hospital Schools 
of Nursing and has had a long experience in the 
field of psychiatric nursing in various administra- 
tive and teaching capacities. I believe that we were 
very fortunate in securing her services, and that 
she was able to take over Mrs. Fitzsimmons’ duties 
after only a two-week interval. Your chairman in 
accepting Mrs. Fitzsimmons’ resignation was ap- 
prehensive that a suitable successor could not be 
found promptly and that the work of the project 
might suffer a serious setback if a long interval 
elapsed between the resignation and the new ap- 
pointment. 

Members of the Council may recall that at the 
Philadelphia meeting your chairman advanced the 
idea that psychiatric nursing, psychiatric social 
work, and psychiatric occupational therapy should 
collaborate closely in any educational program in 
mental hospitals directed toward nursing and at- 
tendant training. The recommendation is now being 
made to the Council that provision be made by 
oficial action of the Council to provide for close 
collaboration among the chairmen of these three 
committees. I believe no one will deny that some 
orientation in these three disciplines is not only 
desirable but necessary as a part of the training of 
personnel in any of these three fields. Such orienta- 
tion cannot be as effective as it should be, without 
some such arrangement. 

Since the termination of the Bolton Act, which 
occurred in October 1945, there have not been fed- 
eral funds available for scholarships in graduate 
nursing education. In psychiatric nursing such 
scholarships are of fundamental importance, other- 
wise many excellent psychiatric nurses will be 
denied the opportunity of graduate work at the 
university level because they will be unable to 
finance it personally. Such graduate training is 
absolutely essential if we are to develop an adequate 
reservoir of properly qualified nurses as psychiatric 
instructors and administrators. There is pending at 
the present time in the Congress, what was origi- 
nally H.R. 2550 and is now H.R. 4512, a bill to 
amend the public health service act to aid in the 
development of more effective methods of preven- 
tion, diagnosis, and treatment of mental disorders. 
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Provision for subsidies to properly qualified persons 


for further study in this field is made in these two 
bills. I would ask that the Cotmcil communicate 
with Mr. Priest, who introduced the bill in the 
House of Representatives, and with committee 
chairmen to whom the bill has been referred in both 
House and Senate to make certain that these prop- 
erly qualified persons will include nurses. There is 
a very definite possibility if financial assistance can- 
not be made available from some source for nurses 
who wish to pursue graduate trairing in psychiatric 
nursing, that a number of courses which have been 
set up at various universities throughout the United 
States will fold up through lack of candidates. This 
would be exceedingly regrettable and constitute a 
retrograde step. If this somewhat pessimistic antici- 
pation should eventuate, an adequate supply of in- 
structors and administrators in psychiatric nursing 
would be delayed indefinitely. 

Your chairman was anxious last year to have the 
curricular standards in psychiatric nursing origi- 
nally approved by the Council at the Chicago meeting 
in 1938 revised and brought up to date. In view of 
the prevailing uncertainty of last year, this was not 
done. It now seems, however, that basic training 
courses for nurses will be restored at the mos: with- 
in two years. It would be regrettable if the basic 
courses were returned to the level existing previous 
to the recent emergency, and we as an Association 
have nothing more recent than 1938 in curricular 
standards for psychiatric nursing. Consequently it 
is proposed during this coming year tc revise the 
existing standards, adding emphasis at some points 
and subtracting it at others, in the light of the past 
eight years’ experience. 

During the course of the yeer several mental 
hospitals have been accredited by the committee for 
affiliate courses in psychiatric nursing. In most 
instances accreditation has been granted on the basis 
of a two monta añiliation to conferm with the com- 
pression of the basic nursing course which existed 
during the emergency. It is proposed, however, tc 
advise these schools as soon as it is practically pos- 
sible that the accreditation will not be continued 
unless the affiliate period is restored to three 
months. Many in the Association feel that ever. 
three months ts too short a period, but it does not 
seem practically possible throughout the Unitec 


. States and Canada as a whole to require and hope to 


have a longer period generally accepted by the gen- 
eral hospital schools. f 
In a previous report your chairman made the 
observation with regret that the trend in psychiatric 
nursing seemed to be toward a reduction in basic 
schools in mental hospitals. It is now possible to 
give you the actual figures. There are presently 23 
active basic schools in mental hospitals in the United 
States. Twelve of these are in the state ci New 
York, leaving only 11 for the rest of the country. 
This represents a reduction of 14 such schools in the 
past two years. Affiliate courses and senior cadgi 
programs have been established in 32 hospitals not 
previously having such courses. At the preseni 
time there are seven states in which na psychiatric 
experience is available. This is an improvement 


- 


268 


over three years ago when there were 14 such states. 
Five states and the District of Columbia report that 
all undergraduate students in nursing receive psy- 
chiatric nursing experience. I think we can there- 
fore say that there has been decided improvement in 
this respec: since the work of the nursing project 
was initiated July 1, 1942. 

Your cheirman wishes to express his appreciation 
of the sympathetic cooperation which the Council 
has given to the Committee on Nursing and to him 
personally. He wishes also to express to the mem- 
bers of the Advisory Committee on Nursing and the 
whole committee his thanks for their support, en- 
couragement and wise counsel. 

Respectfully submitted, 
CHARLES P, FITZPATRICK, M. D. 

Charman 

Emmett F. Hocror, M. D., 
Grosvenor B. Pearson, M. D., 
JoserN E. Barrett, M. D. 
KENNETH E. APPEL, M. D. 
ArcHIBALD McCaustanp, M. D. 
WILLIAM L. PATTERSON, M. D., 
James H. Watt, M.D., 
RALpH M. CuHambers, M. D. 


DELIVERED AT THE WEDNESDAY FORUM ON THE 
REORGANIZATION OF THE ASSOCIATION 
AT CuHicaco, May 1946 


All of us, when we join the Association, have ex- 
pectations as to how far the organization might 
lend strength and weight to our own aims and 
anticipations. 

Many of us have had the hope that in these days 
of enormeus personal and social change, the Asso- 
ciation wou.d constitute one of those powerful forces 


which are at work in building our future social ` 


order. For there is no group anywhere, the mem- 
bers of which have such detailed and profound 


. knowledge of all aspects of human nature. 


But the Association has not, and does not, assume 
that leadership. It is a measure of our own maturity 
if we can bring ourselves to accept the fact that not 
only has it not undertaken leadership but that it 
cannot, not because of inadequacies on the part of 
those who “ave directed its policies for these last 
several decades, but because of its own constitution. 
These constitutional inadequacies it shares with 
every other organization which is of continental 
scope. Within them there is, of necessity, a diversity 
of interest and of aim which quite precludes the 
single-minded striking towards a goal which is the 
essence of leadership. Now wherever you have such 
diversity within an organization you must proceed 
by compromise, and compromise is not pioneering 
leadership. 

I have dealt with this point at some length for it 
has seemed to me that much of the very consider- 
able, the undeniable dissatisfaction which exists 
concerning the performance of the Association 
within recent years arises from this misconception 
concerning the leadership which it can give. 

It is important to get clear in our minds what our 
Association can be expected to do and what it can- 
not. A lot of energy can be wasted trying to get 
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an elephant to jump oor a hoop. To accept the 
fact that its very nature prevents it from taking the 
active part in our times which many of us had hoped 
that it would, does not mean that one must give up 
hope that its functioning can be improved. In rapid 
succession I shall mention certain changes which 
appear to me to be fundamental to more effective 
action. 

First, certain of the standing committee should 
be strengthened through the appointment of per- 
manent paid secretaries. I would mention the Com- 
mittee on Psychiatry in Medical Education. The 
excellent work which this committee has done can 
be greatly expanded. The-rating of medical schools 
by the American Medical Association and the 
American College of Physicians and Surgeons has 
already been established. There is no reason why 
The American Psychiatric Association, through its 
Committee on ‘Medical Education, should not 
undertake the rating of departments of psychiatry 
in universities and medical colleges. This is a 
period of rapid growth of such departments. They, 
and psychiatry as a whole, could greatly benefit 
from the establishment by the Committee of Stand- 
ards necessary for the attainment of a satisfactory 
rating. A similar function should be undertaken with 
respect to hospitals possibly through the addition of 
a permanent paid secretary to the Committee on 
Standards and Policies. 

A third committee which requires reorganization 
and strengthening is that of Public Education. The 
Association has consistently underrated the im- 
portance of public relations. The task of maintain- 
ing these relations at a satisfactory level cannot be 
undertaken save by those who are especially trained 
and experienced in the field. A few years ago I 
had occasion to be a close observer of an attack 
made upon the mental health department of a large 
State by its Governor. Our lack of preparation 
was illuminating and tragic. There was no informed 
and sympathetic public opinion to which one could 
turn, the press had been neglected and was indif- 
ferent, large public bodies and organizations such 
as the State Medical Society and the State Welfare 
Organizations had not been kept in touch with our 
program. This large task can only be accomplished 
by the appointment of a full time public relations 
director. 

A reorganized and strengthened committee on 
Public Relations working together with a committee 
on Standards and Policies equipped to carry out the 
inspection and rating of mental hospitals, has await- 
ing it tasks of fundamental importance in abolishing 
the abuses which still exist in a minority of those 
hospitals and in dispelling the fears and misconcep-~ 
tions which persist in the minds of a considerable 
majority of the population. 

Other changes which I feel would benefit the 
Association are the abolition of the Nominating 
Committee system which, rightly or wrongly, has 
given rise to widespread suspicion that it serves to 
perpetuate cliques and factions in office. I would 
suggest that a committee be appointed to study and 
report upon the best methods to elect the officers of 
the Association. 
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The Affiliate Societies should be increased in 
number and the business of the Association sent 
down at regular intervals to them for discussion and 
report. In this way the opinion of the membership 
could be much better obtained than at present. 

Finally, I would propose that the financing of this 
and other expansions of the public work of the 
Association should not be borne by the membership. 
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We contribute our experience and our >rofessional 
abilities. It is reasonable that tke public, through 
philanthropic foundations and through the direct 
raising of funds which the Association is now 
undertaking, should finance this work which is 
directly .and clearly in the public interest. 


D. Ewen Cameron. M. D. 


CORRESPONDENCE 


Editor, AMERICAN JOURNAL OF PSYCHIATRY: 


Sr: Authors endeavor to maintain a dig- 
nificd silence toward unfavorable or even 
unfair reviews of their books, but when a re- 
viewer uses downright untruths to express 
his personal spite through a so-called book 
review fairness should permit an author to 
ask for’a correction. The more so when the 
` false statements are published in so distin- 
guished and influential a periodical as THE 
AMERICAN JOURNAL OF PSYCHIATRY. 

I am referring to a review of my novel, 
September Remember, by Dr. John A. Lar- 
son which was published in THE JOURNAL 
of March, 1946. That review contains the 
following serious errors of fact: 

1. Dr. Larson devotes about a fifth of his 
space to criticism of the rôle of a character 
he calls Joe Wales. There is no Joe Wales 
in September Remember, there is a Joe 
Kelly anc there is a Sam Wales. Did Dr. 
Larson read September Remember? 

2. Dr. Larson prefaces some of his bit- 
terest criticism by writing, “To quote from 
the book :” and then does not quote the book 
in his entire review but quotes—for implied 
derision—-(a) the very favorable review of 
this novel by Ruth Pine Furniss in The 
Book-of-the-Month Club News cf May, 
1945, and (b) a statement from the dust 
jacket of September Remember written by 
the publisher’s publicity department. Both 
statements are enclosed for your verification. 
Neither was seen by me before the book was 
printed. | 

3. Dr. Larson writes, “. ... the book 
does not co justice to . . . . the psychiatrist 
who is only casually mentioned.” Actually 
the fictional psychiatrist, Dr. Sam Wales, is 
a prominent character in the novel and many 
of the book’s pages (see especially Chapter 
18) stress the author’s belief that alcoholics 
can profit much by psychiatric aid. Did Dr. 
Larson read September Remember? 

It seems fair to conclude that in writing 
his “review” Dr. Larson was motivated by 
spite against the Alcoholics Anonymous pro- 
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gram or more probably against one of its ad- 
vocates in the field of psychiatry. I am con- 
fident you will agree that this type of 
“reviewing” is not worthy of a publication 
of the high standards of THE AMERICAN 
JOURNAL OF PSYCHIATRY. 
Very truly yours, 
Error TAINTOR. 


Enclosures: 

The May, 1945, Book-of-the-Month Club 
News review by Ruth Pine Furniss of 
September Remember. 

The dust jacket of the same novel with 
“blurb” written entirely by the publicity staff 
of Prentice-Hall, Inc. 


Editor, AMERICAN JOURNAL OF PSYCHIATRY: 


Str: In the March 1946 issue of the 
JourNAL there appeared a review by Dr. 
John A. Larson of the book September Re- 
member. Except insofar as it speaks favor- 
ably of Alcoholics Anonymous, I wish to 
disavow completely the contents of that re- 
view. I am constrained to write as I do be- 
cause Dr. Larson has used Blythewood as 
his address and it might seem that his re- - 
marks reflect my attitudes when the con- 
trary is the case. ` 

As you know, when you asked me to com- 
ment on the book I suggested Dr. Larson’s 
name because the author was a personal 
friend of mine and I felt that he could give 
a more objective account of the book than I. 
He had expressed interest in the subject 
matter of the novel, a story of a man re- 
claimed by A. A., and I thought could and 
would be fair in his discussion. 

However, what he has to say is neither ob- 
jective nor fair, nor even accurate. I hope 
you will have room to print this letter of 
disavowal and a letter from the author in 
which he points out the utter irregularity of 
what Dr. Larson has written. | 

Very truly yours, 
Harry M. Trezout, M. D. 
Blythewood, 
Greenwich, Conn. 
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Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


sir: The reviewer of the book September 
Remember has received criticism indirectly 
by the author and a former colleague and 
has been accused of not having read the 
book; he must deny this allegation. Unfor- 
tunately, he did read the book and has re- 
gretted it ever since. 

The-reviewer must apologize for mixing 
up the names of the characters but since he 
had thrown away the copy, it is impossible 
to correct the technicalities; however, the 
fact remains that the original criticism is un- 
changed, that the author solves the problems 
of two characters, not by psychiatric assis- 
tance and by Alcoholic Anonymous but by 
the suicide of the girl involved, then the re- 
sultant reunion of the family. The reviewer 
quoted “from the book.” This should have 
been quoted from the jacket of the book. 
The reviewer is not hostile to Alcoholic 
Anonymous but feels that the author did not 
do justice to it, which apparently was the 
aim of the book, and that it was a sloppy 
presentation of it. 

The reviewer is perplexed at the anxiety 
displayed by the one who asked him to re- 
view the book and has been asked questions 
as to this individual’s personal relationship 
with the author, friend clinician, etc. He 
has also been queried as to the identity of the 
author, whether or not anonymous, and if 
so, why? Also, the reasons for the author’s 
interest in the questions of alcoholics and 
Alcoholic Anonymous. The reviewer cannot 
answer these questions. This book is not for 
a scientific library, does not add to our 
knowledge of treatment of alcoholics, is con- 
fusing and not worth reading by either lay 
reader or the psychiatrist who is interested 
in the problem of rehabilitation of alcoholics. 
For the space given the psychiatrist, the re- 
viewer is disappointed by the apparent fu- 
tility of his psychotherapeutic efforts as 
depicted. 

Joun A. Larson, M. D. 


Editor, AMERICAN JOURNAL OF PSYCHIATRY: 


Sir: In a thought-provoking article about 
methods of “Commitment of the Mentally 
HI” which appeared in the May 1946 issue 
of the Journat, Drs. Overholser and 
Weihofen pay high tribute to the Lone Star 


” 


CORRESPONDENCE 


271 


State, claiming that “Texas is prabably the 
most striking example of the ancient custom 
of equating the mentally ill person with the 
criminal” (p. 762). Texas, so it seems to 
me, has far too many boosters. The prize 
should be shared with its near-neighbor, 
Mississippi; or perhaps even awarded to it. 

In 1942, I was chief of the NP section at 
Keesler Field, Miss. At that time, psychotic 
soldiers whose histories showed evidence of 
mental disease prior to their induction into 
the military service, were transierred to 
state hospitals rather than to veterans’ facili- 
ties. Like Texas, Mississippi gives custodial 
care and treatment to the mentally diseased, 
but only after juries of their peers have con- 
victed them of the crime of being ill. 

C.S., one of our patients, came from Mis- 
sissippi. We were instructed to present him 
at the court house at such and such a time on 
such and such a day. In addition, in accord- 
ance with telephoned instructions he was 
handcuffed and accompanied by an armed . 
guard. 

We were directed to a basement room that 
reeked with the odor of stale urine. It was 
the sheriff, I believe, who greeted us. “That 
the loon?” was his cheerful yell—and then 
he went to the ’phone. “Doc,” he shouted 
into it, ‘‘the loon’s here. C’mon over.” 

The physician arrived in a few minutes. 
He seemed earnest and efficient. “You’ve 
examined him?” he asked me. “What’s the 
diagnosis?” I told him, he signed the certifi- 
cate, said “hello” to the patient, and was 
gone after having spent five minutes at the 
most breathing in the odor of the room 
with us. 

Next, the sheriff made a series of phone 
calls. “Hes here,” was his almost invariable 
statement. “He don’t look so damn crazy, 
but he’s a loon all right. C’mon over.” He 
then thrust a document into tae crook of our 
patient’s flexed left elbow, leaped back and 
cried; “This here’s a subpcena to be in this 
here court in ten minutes to see if you’re as 
crazy as he” (pointing to me) “says you are. 
But you ‘don’t look like a loon to me. Are 
your” , 

The jury was assembled in less than ten 
minutes. It resembled nothing so much as a 
jury in one of the old William S. Hart west- 


272 


CORRESPONDENCE 


[ Sept. 





erns. The patient sat handcuffed next his 
armed guard in one corner of the room, the 


sheriff presided in the center at his desk, and- 


the jury lounged against the wall farthest 
from the- “prisoner.” Throughout the 
“trial,” two of the jurymen indulged in a 
fairly load and vociferous argument about 
whether the patient looked like a “loon.” 
And throughout the “trial,” two others kept 
rhythmically chewing their tobacco, although 
the one spittoon was at least ten feet away. 
The marksman with the goiter and the torn 
trousers hit the bull’s eye each time, but his 
rival’s aim was poor, probably because of a 
marked and recurrent left blepharospasm. 
And unfortunately, at the beginning of the 
“trial,” I was between the jury and their 
spittoon. 
“They say this guy’s a loon,” the sheriff 
began. “Any questions you want to ask?” 
There were—and most were directed at the 
patient. He maintained a stolid silence. “Can 
you escave from an insane asylum?” one of 
the jurors finally asked. He believed he 
could. A juror told his neighbor that this 
proved the “prisoner” was crazy—nobody 
could escape from one of those places. (But 
our patient did, only a few months later.) 
“What makes you think he’s a loon?” I was 
asked. “Because the army needs all the men 


it can get,” I answered, “and it needs them 
badly. Yet it thinks this soldier should be in 
a state hospital. That proves it.” It did. 

The wise policy of the state was upheld. 
The “prisoner” was adjudged “ guilty” and 
sent to a cell to await transfer to the state 
hospital. As Drs. Overholser and Weihofen 
state (p. 768), “it is a precious heritage that 
gives us the right to insist that a man be 
served with notice of the pendency of any 
legal action in which his rights may be af- 
fected, and have opportunity to present, 
confront and cross-examine those who give 
testimony against him, and introduce any 
testimony he may have in his own defense,” 
even though he be psychotic and handcuffed, 
and have an armed guard watching’ over his 
every move. 

It was in 1942, in Gulfport, Miss., that 
this “trial?” was held. Lets therefore give 
Mississippi the credit it deserves. It ob- 
viously is either the peer or the superior of 
Texas as “probably the most striking ex- 
ample of the ancient custom of equating the 
mentally ill person with the criminal.” And 
it should be recognized as such. 

Sincerely, 
Haro_tp Rosen, M. D. 
The Henry Phipps Psychiatric Clinic, 
Baltimore, Md. 


COMMENT 


THE NATIONAL SOCIETY 


This Society, a deg house for infor- 
mation on medical studies and discoveries, 
has been organized under the sponsorship of 
the Association of American Medical Col- 
leges with the cooperation of ror national 
scientific organizations. 

Dr. Anton J. Carlson, e emeritus 
of physiology at the University of Chicago, 
has accepted the presidency and Ralph A. 
Rohweder, 1946 president of the Chicago 
Junior Association of Commerce and former 
consultant and editor for the National 
Safety Council, has been appointed executive 
secretary. Secretary-treasurer is Dr. A. C. 
Ivy, head of the department of physiology, 
Northwestern University. 

The Society has as its purpose the ad- 
vancement of research in medicine, biology, 
pharmacy, dentistry and veterinary medicine. 

Dr. Carlson emphasized that an important 
function of the Society is to analyze and ex- 
pose the propaganda of small but highly 
voca! groups which object to the use of ani- 
mals in the experiments without which medi- 
cal science would still be in its infancy. 
Every year doctors and researchers must 
take time from their vital duties to defeat 
legislation proposed by these groups which 
would hamper or stop the work of the medi- 
cal profession. 

The board of directors contains an im- 
posing list of names representing a wide 
range of universities and other scientific 


THE MEDICAL CENTER 


Plans recently completed for extensive ex- 
pansion and transformation of the Children’s 
Hospital of Boston promise to make of the 
new institution a unique organization that 
will provide every type of medical service 
for infants, children and adolescents in both 
health and illness. 

The trustees are planning to meet the 
needs of today, to anticipate those of tomor- 
row and to set a pattern for a pediatric ser- 


FOR MEDICAL RESEARCH 


bodies. They are: R. B. Allen, University 
of Illinois; Alfred Blalock, Johns Hopkins 


‘University; C. S. Burwell, Harvard Univer- 


sity; E. J. Carey, Marquette University ; 
L. R. Chandler, Stanford University ; W. C. 
Davison, Duke University ; R. E. Dyer, Na- 
tional Institute of Health: H. S. Gasser, 
Rockefeller Institute; E. W. Goodpasture, 
Vanderbilt University; J. G. Hardenbergh, 
American Veterinary Medical Association ; 
J. C. Hinsey, Cornell University; Victor 
Johnson, American Medical Association; 
C. D. Leake, University of Texas; E. M. 
MacEwen, University of Iowa; W. S. Mc- 
Ellroy, University of Piti ssburgh ; B. Q. 


Raulston, University of Southern Califor- - 


nia; A. M. Schwitalla, St. Louis University ; 
Isaac Starr, University of Pennsylvaniz ; 
E. L. Turner, University of Washington; 
Floyd S. Winslow, Medical Society, State 
of New York. 

National offices of the Society are at 25 
East Washington Street, Chicago 2, Illinois. 

‘The fact that a major activity of the Na- 
tional Society for Medical Research must 
be to combat the maneuvers of anti-vivisec- 
tionists and similar groups is another of the 
all too numerous painful evidences of the 
immaturity of.a society that engenders sucn 
groups, themselves nonproductive, and who 
strive perversely to obstruct the labors of 
those endeavoring peacefully to promote 
human welfare. 


FOR CHILDREN, BOSTON 


vice unexcelled anywhere. Clinical, research 
and educational programs. will be combined 
and the facilities of the Center will be avail- 
able to pediatric services not only in New 
England but throughout the country. 

New developments will include the Child 
Health Service, which will comprise all as- 
pects of preventive pediatrics to promote 
healthy growth and development, physical 
and mental; a Unit for Adolescents, which 
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will devot2 special attention to the problems 


and disabilities of this life epoch that are - 


adequately provided for neither in general 
hospitals for adults nor in special hospitals 
for children; a Neurological Institute for 
Children in which will be focussed all the 
work in neurology, neurosurgery and psy- 
chiatry of early life, thus filling another gap 
in the usual health services for children; an 
Institute of Pediatric Research which will 
include laboratory divisions representing the 
various medical sciences, and where special 
techniques applicable to the problems of 

childhood and adolescence will be available. 
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The facilities of the Medical Center for 
Children will be utilized for teaching Har- 
vard Medical School students, for the in- 
struction of graduate physicians whenceso- 
ever, and for the specialized training of 
nurses, physiotherapists, social service 
workers and technicians. 

As it gets under way the new center will 
greatly enlarge existing facilities: Its scope 
is extraordinarily wide and its planning 
looks far ahead. The prospect is that of a 
complete diagnostic and treatment service 
for young patients anywhere in this country - 
or from beyond its borders. 


DR. CHENEY RETIRES 


After thirty-five years in the psychiatric 
services of the State of New York, Dr 
Clarence ©. Cheney asked to be relieved 
from active duty in his most recent post, that 
of medical director of the New York Hos- 
pital, Westchester Division, and his retire- 
ment became effective July 1, 1946. 

For many years Dr. Cheney has been a 
leading figure in American psychiatry. It 
will be recalled that during the second dec- 
ade of this century he and Kopoloff, by care- 
ful experimental work, were able to correct 
a tendency to over-enthusiasm concerning 
the results of treatment based on the focal 
infection theory, at that time vigorously pro- 
moted. Dr, Cheney’s professional connec- 
tions have been many and he has served on 
the staffs of various hospitals and clinics 
throughout the state. Before going to the 
New York Hospital, Westchester Division, 
he had been superintendent of the Hudson 
River State Hospital for five years’and for 
another five years director of the New York 
State Psychiatric Institute and Hospital. He 
occupied the chair in psychiatry at Columbia 
University, and later was professor of clini- 
cal psychiatry at the Cornell Medical School. 
This latter position he will continue to hold 
and will maintain connection with the New 


York Hospital and other institutions as con- 
sulting psychiatrist. . 

Dr. Cheney served five years as secretary 
of The American Psychiatric Association 
and in 1935 was elected president of that 
body. In his presidential address at the 
annual meeting in 1936, dealing with the 
past, present and future of American psy- 


- chiatry, he foresaw that general medicine and 


psychiatry- must continue to draw more 
closely together and that with increasing in- 
filtration of psychiatric methods into medi- 
cal practice there might well be a tendency 
to “decentralization from state hospital care 
to local general hospitals,” and further, “a 
decreasing tendency to send psychiatric pa- 
tients immediately to state hospitals, and 
more of an inclination to care for them in 
their homes, under private or clinic medical 
supervision, public health nursing and social 
service care.” The progress toward com- 
munity psychiatry that Dr. Cheney then in- 
visioned has since been continued and, but 
for the Hitler regression, would have been 
much further advanced. 

As a tolerant, progressive and withal con- 
servative scientist, Dr. Cheney represents a 
notable stablizing influence in contemporary 
asychiatry. ; 
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PRESIDENT HAMILTON HONORED 


At the recent commencement exercises at 
the University of Vermont the honorary de- 
gree of Doctor of Science was bestowed 
upon Dr. Samuel W. Hamilton, President of 
The American Psychiatric Association. The 
citation follows : >> 


SAMUEL Warren HAMILTON 


Because you have devoted your professional 
career to the study of psychiatry and to the ad- 
vancement of the medical care of the mentally 
ill; because you have achieved a position of dis- 
tinction in your chosen profession and promoted 
its advancement; and because you have brought 
distinction to your alma mater, we delight to honor 
you. By virtue of the authority vested in me, I 
confer upon you the degree of Doctor of Science, 
Honoris Causa, and admit you to all its rights and 
privileges. 


Dr. Hamilton is a native of the Green 
Mountain State, and it is peculiarly fitting 


that the university from which he graduated 
in 1898 should now in his presidental year 
pay him this well merited tribute. 

It is not necessary here to recall the de- 
tails of Dr. Hamilton’s professional career. 
The surveys of mental hospital services that 
he has conducted in all parts of the United 
States and in Canada have caused him to 
know and be known by a greater number of 
the practicing psychiatrists of the continent 
than has probably been the experience of any 
other officer of the Associaticn. His author- 
ity in hospital planning, organizaticn and ad- 
ministration and in the jurisdictional matters 
of state control is unquestioned. 

The JourNAL is happy to join in con- 
gratulations to Dr. Hamilton upon the aonor 
he has received at the hands of his alma 
mater. 


DR. ADOLF MEYER’S EIGHTIETH BIRTHDAY 


Friday, September 13, was the eightieth 
_ birthday of Dr. Adolf Meyer. To celebrate 
this memorable occasion Mrs. Meyer invited 
to a birthday dinner his former assistants 
still in Baltimore together with Dr. Ruth E. 
Fairbank of Mt. Holyoke College, Dr. Alex- 


ander Leighton of Washington, D. C. and. 


Mr. Walter Lageman of New York. There 
were twenty-four at the table and to judge 
by the. laughter from the far corners there 
were as many stories of the early days of 
the Phipps Clinic going the rounds there 
as at Dr. Meyer’s end of the table. 

Dr. Wendell Muncie acted as master of 
ceremonies, and brief after dinner speeches 


were made by Drs. Leo Kanner, C. H. 
Rogerson and Alexander Leighton. Dr. 
Meyer was presented a leather bound volume 
of personal letters from those present—each 
a personal evaluation of Dr. Meyer’s influ- 
ence on the writer. A congratulatory cable- 
gram from Dr. Oskar Diethelm, now visit- 
ing in Switzerland, was read. 

Dr. Meyer was in fine form. Mrs. Meyer’s 
dinner was never surpassed, and the guests 
were all delighted to participate again in the 
Birthday Party, which each fall had been the 
occasion for the first social gathering witk 
the new and old staff members of the clinic. | 


NEWS AND NOTES 


Dr. SLEEPER HEADS AUGUSTA STATE. 
HospiraL.—Appointment of Dr. Francis H. 
Sleeper as superintendent of the Augusta 
(Meine} State Hospital and consultant on 
hospitals and mental health to the Maine De- 
partment of Institutional Service is an- 
nounced by Harrison C. Greenleaf, Commis- 
sioner. Dr Sleeper, who has resigned as 
Assistant to the Commissioner of Mental 
Health in Massachusetts reported for duty 
September 1, 1946. He succeeds Dr. Forrest 
C. Tyson, retired. 


SCHOOL OF APPLIED PsYCHOANALYSIS.— 
The New York Psychoanalytic Institute of- 
fers courses during the academic year 1946- 
47 for physicians, obstetricians, pediatri- 
cians, dertists, nurses, social workers, psy- 
chologists, educators and sociologists, The 
courses run from Sept. 23 to June 13 and are 
grouped in trimesters of 12 evenings each. 

Applications may be made to the Institute 
at 245 E. 82d. St, New York 28, N. Y. 


Dr. WaLL Heaps New York HOSPITAL, 
WESTCHESTER -Diviston.—Dr James H. 
Wall has been appointed medical director of 
the venerable New York Hospital, West- 
chester Division (formerly Bloomingdale 
Hospital} to succeed Dr. Clarence O. 
Cheney who recently retired. 

Dr. Wall, a graduate of Jefferson Medical 
College, Philadelphia, and a diplomate of the 
American Board of Psychiatry and Neurol- 
ogy, has teen on the staff of the New York 
Hospital since 1929 and assistant medical 
director s:nce 1936. He had also served as 
director of the laboratory, as head of the 
‘women’s department and as psychiatrist to 
the out-patient department of the Payne 
Whitney Clinic and is thus well equipped to 
assume the direction of the hospital. 

Dr. Wall is assistant professor of clinical 
‘psychiatry at Cornell University Medical 
College. He assumed his new duties at the 
New York Hospital, July 1, 1946. 
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AMERICAN Group THERAPY ASSOCIA- 
TION.—The annual meeting of the American 
Group Therapy Association will be held at 
New York City in January, 1947. The pro- 
gram will include a session on group therapy 
in private practice; a session on parallel 
treatment of a group of preschool children 
with a group of their mothers; also a ses- 
sion. on research in group therapy and a 
report on a training program for workers in 
group therapy. 

Headquarters of the Association: 228 E. 
19th St., New York 3, N. Y. 


AMERICAN Book CENTER FoR War Dev- 
ASTATED Lisraries, Inc.—During the war, 
the libraries of half the world were de- 
stroyed by the impact of battle and in the 

ves of hate and fanaticism. There is an 
urgent need for their replenishment, NOW. 
The American Book Center for War Dev- 
astated Libraries, Inc., has come into being 
to meet this need. It is a program that is 
born of the combined interests of library and 
educational organizations, of government 
agencies, and of many other. official and non- 
official bodies in the United States. ' 

The American Book Center is collecting 
and is shipping abroad scholarly books and 
periodicals which will be useful in research 
and necessary in the physical, economic, 
social and industrial rehabilitation and re- 
construction of Europe and the Far East. 
The Center cannot purchase books and peri- 
odicals ; it must depend upon gifts from in- | 
dividuals, institutions and organizations. 

WHAT IS NEEDED: Scholarly books 
published in the last decade in general sci- 
ence and technology, medicine and the allied 
sciences, dentistry, chemistry, physics, biog- 
raphy, the social sciences, the fine arts and 
fiction of distinction. Pertodicals in any of 
the above subjects. 

All shipments should be sent bmod via 
the cheapest means of transportation to the 
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American Book Center, c/o The Library of 
Congress, Washington 25, D. C. 


VETERANS ADMINISTRATION MENTAL 
Herata Porrcy.—An expanded: consulta- 
tion and treatment program for World 
War II veterans with service connected psy- 
chiatric disabilities has been authorized by 
Veterans Administration. Deputy adminis- 
trators of the 13 branch areas have been 
given permission to establish mental hygiene 
clinics in any of the agency’s 70 regional 
offices when such additional facilities are 
rated as “necessary” and the professional 
staff can be employed within existing per- 
sonnel ceilings. The mental hygiene clinics 
will render treatment on an out-patient basis, 
with emphasis on group therapy. 

Thirty-two clinics for mentally sick vet- 
erans previously had been authorized for 
various metropolitan areas and approxi- 
mately half are now fully staffed and oper- 
ating. In general the treatment team at the 
clinic is composed of one psychiatrist, one 
clinical psychologist and two social workers 
for each group of 50 patients. 


TREATMENT OF EMOTIONALLY DISTURBED 
CHILDREN, IuLinois—Plans for a new in- 
stitution in Illinois for the treatment of 
“Emotionally disturbed children” are pre- 
sented in a booklet issued by the Illinois 
Children’s Home and Aid Society, Chicago. 
The emotionally disturbed child is charac- 
terized as one “who wears out one foster- 
house after another and is persona non grata 
in the usual institution because he either dis- 
rupts the institution or cannot fit into the 
normal program.” 

The committee appointed to draft specifi- 
cations for the new institution points out 
that it must serve three purposes—treat- 
ment, teaching and research ; whereas exist- 
ing agencies for the most part are not 
equipped to undertake either research or 
teaching. 

Three departments of the University of 
Chicago (pediatrics, psychiatry, social ser- 
vice administration) will collaborate in the 
program, and it is hoped that a suitable site 
for the proposed institution may be found on 
the suburban South Side where such col- 
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laboration can be carried on to the best 
advantage. 


AMERICAN BOARD oF PSYCHIATRY AND 
Neurotocy.—The executive offices of the 
American Board of Psychiatry and Neu- 
rology, Inc., have been moved from Wash- 
ington, D. C., to 102-110 Second Avenue, 
Rochester, Minnesota. Dr, Francis J. Brace- 
land, who was recently appointed consult- 
ing psychiatrist to the Mayo Clinic, was 
elected secretary of the American Board at 
the May meeting in Chicago and ose 
removed to Rochester. 

Dr. Braceland succeeds Dr. Walter Fres- 
man, one of the founders of the American 
Board of Psychiatry and Netrology in 1934 
and who had been its secretary since that 
time. 

The next meeting of the Board will be. 
held in New York City, Decermber 16 and 17, 
1946. Applications for examination should 
be sent to the secretary at once. The De- 
cember meeting is the last opportunity for 
the consideration of candidates who desire 
certification upon record. 

AMERICAN OCCUPATIONAL THERAPY AS- 
SOCIATION.—The twenty-sixta annual meet- 
ing of the American Occupational Therapy 
Association was held in Chicago, August 
10-16, 1946. More than 500 members and 
guests were in attendance. 

This was the first meeting since I94I 
and a comprehensive program, occupying a 
full week, had been prepared to bring to- 
gether recent developments and current 
trends in this field. Among the topics re- 
ceiving special consideration were occupa- 
tional therapy in the Veterans Administra- 
tion, programs for tuberculous patients, the 
future of occupational therapy in the Army 
and in the U. 5. Public Health Service re- 
habilitation program, graded programs for 
cardiacs, paraplegics and other organic 
neurological types. Recreational therapy, 
music therapy and bibliotherapy were also 
discussed. 

To Miss Doris Beasley and the members 
of her committee is due great credit for the 
success of this meeting. . 

Officers elected for the coming year are: 
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President: Mrs. Winifred C. Kahmann, 
Indiana University Medical Center, Indi- 
anapolis, Ind. Vice-president: Miss Mar- 
jorie Fish, University Extension, Columbia 
University, New York, N. Y. Board of 
Management: Miss Beatrice Wade, Asso- 
‘ciate Professor and Director of Occupational 
Therapy, College of Medicine, University 
of Illinois, Chicago, Ill, and Miss Mabel 
Davis, Chief Occupational Therapist, Craig 
Colony, Sonyea, N. Y. 


Onos MENTAL HEALTH Procram.— 
At a recent special session of Ohio’s 96th 
General Assembly, the legislature approved, 


for the remaining six months of 1946, total ` 


appropriations of $3,727,420 for an emer- 
gency program ior mental health. These 
funds will provide operating budgets for the 
newly opened units at Tiffin, Mt. Vernon, 
Cambridge and Hoover receiving hospital 
in Cleveland; will permit an 8-hour day 
for emplcyees in the state institutions; will 
supplement present expenditures in state in- 
stitutions to meet in part the increased costs 
of food, fuel and clothing; and will meet 
emergency needs for improvements and 
equipmen: at Tiffin and Mt. Vernon and 
other facilities. Since Governor Lausche 
had requested a total of $6,205,980 for the 
mental health program, the amount voted 
does not provide for a supplemental ap- 
propriation for building construction, funds 
to increas2 the amounts of food, to improve 
the diet of mental patients, to raise the 
salaries of personnel to overcome shortages, 
to employ additional personnel or to organize 
mental hygiene clinics in rural areas. A 
significant and hopeful feature of the 
special session was the demonstration of 
wide public support for adequate mental 
health appropriations. 


Louis Gross MEMORIAL LectureE.—The 
ninth annual Louis Gross Memorial Lecture 
will be delivered under the auspices of the 
Montreal Clinical Society at the Jewish Gen- 
eral Hospital, Montreal, on Wednesday, 
October 23, 1946, at 8.30 p.m., by Dr. Roy 
R.: Grinker, director of the Institute for 
Psychosomatic and Psychiatric Research and 
Training of the Michael Reese Hospital, 
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Chicago. The subject will be “Psychiatric 
Objectives of our Time.” 


RESEARCH POSITIONS AT WESTERN STATE 
(Pa.) Psycutatric Instrrute.—Twelve 
positions for research in psychiatry and re- 
lated fields at the Western State Psychiatric 
Institute and Clinic, Pittsburgh, have been 
authorized by the Department cf Welfare 
of the Commonwealth of Pennsylvania. 

These new positions provide for the ap- 
pointment of properly qualified senior and 
junior research workers in psychiatry, in- 
ternal medicine, biochemistry, ‘neuropa- 
thology, neurophysiology, and clinical psy- 
chology. Several positions (psychology and 
neurophysiology) are currently filled. 

The Institute is the teaching and research 
hospital of the Pennsylvania mental hospital 
system which includes twenty-one hospitals 
and institutions with an average of 40,000 
patients. In some instances research at the 
Institute will be coordinated with teaching 
at the University; in such cases the appli- 
cant for appointment, and his qualifications, 
must meet also with the approval of the 
dean of the School of Medicine. 

Interested persons may obtain further in- 
formation by writing to the Director of the 
Institute, Grosvenor B. Pearson, M.D., 
O’Hara and DeSoto Streets, Pittsburgh 13, 
Pennsylvania. 


SALMON LECTURES, 1946.—The. Salmon 
Committee on Psychiatry and Mental Hy- 
giene of the New York Academy of Medi- 
cine has named Dr. David M. Levy of New 
York'as the Salmon Lecturer for 1946. Dr. 
Levy’s subject is “Excursions in the New 
Fields of Psychiatry,” and his lectures will 
be given on three successive Wednesday 
evenings, November 6, 13 and 20, in the 
New York.Academy of Medicine Building, 
2 East 103rd Street, New York City. Mem- 
bers of the medical profession and their 
friends are invited to attend. 


MENTAL HYGIENE Socrery, Hawar.— 
Chairman Vivian Johnson, personnel com- 
mittee, ‘The Mental Hygiene Society of the 
Territory of Hawaii, announces that Mrs. 
Margaret Hackfield, former executive secre- 
tary of the Washington Mental Hygnene 
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Society, has been appointed executive secre- 
tary of the Hawaiian Mental Hygiene So- 
ciety and will soon take up the duties of 
that office in Honolulu. 


ASSOCIATION FOR RESEARCH IN NERVOUS 
AND MENTAL DISEASE.-—A joint meeting of 
the Association for Research in Nervous and 
Mental Disease and the International League 
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Against Epilepsy will be held December 
13th and 14th at the Waldorf Asteria Hotel 
in New York City. The subject for dis- 
cussion will be “Epilepsy.” 

Correspondence concerning this meeting 
may be addressed to Thomas E. Bamford, 
Jr., Secretary, Association for Research in 
Nervous and Mental Disease, 115 East 82nd 
Street, New York 28, New York. 
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Taz Unknown Murperer. By Theodor Reik. 
Translated from the German by Dr. Katherine 
Jones. (New York: Prentice-Hall, Inc., 1945.) 


“The Unknown Murderer,’ consisting of 244 
pagzs with copious bibliographical notes and an 
index, stresses the need for greater emphasis on 
understanding the unknown motives of criminals 
and the extent of their ego involvement as a method 
of approach for evaluating the psychogenesis of 
crime. 

In the past, crime prevention, punishment and 
reformation have been concerned in large measure 
with interest in the collection, interpretation and 
uses of clues; and in interpreting circumstantial 
evidence. These are but links in the chain of proof. 
Their evaluation is often influenced by individual 
or personal psychic phenomena involving hasty or 
prejudiced conclusions; and these are based upon 
psychological or unconscious impressions or “self- 
evident truths.” These often minimize a considera- 
tion of true evidence. For example, suspicions 
against competent evidence may be created by such 
factors as previous history of crime on the part of 
the accused, an attitude of silence, or the giving of 
contradictory testimony. 

Upon this, the author remarks that the criminol- 
ogists’ thinking is rarely logical and illustrates by 
citirg what has been called logical errors that are 
mistaken tor the purely intellectual point’ of view 
of the observer. In reality these have psychological 
connections and often influence the fixing of a 
motive. 

The author believes that the correct answer to 
seven questions will explain every crime. These 
include “What” has happened? “Where”? 
“When”? and “Why”? did it occur? “Who” was 
the victim? “With”? what and the “Way”? it 
was done? He also believes that the “Way” a thing 
is done often throws light upon “Who” did it, since 
it reflects in part the characteristics of a person in 
action. 

The formal criminologist approach, however, is 
generally through the medium of inanimate or ob- 
jective clues that tell little unless they become the 
object of activity of the person sought. Errors in 
crime detection, in criminologists’ procedure and in 
judgments. tend in the direction of what has Idng 
been considered suitable to the deserts of individual 
criminals. This is illustrated by the following sum- 
mation of evidence when pronouncing sentence on 
an accused murderer. Thus “the accused is a 
cunning, crafty fellow, without scruples, whom one 
might believe capable of murder.” 


The author comments on the value of psycho- . 
“The admission . 


analysis in courts as follows: 
of analysis into court... . foreshadows bizarre 
and terrible happenings—a witches’ sabbath of 
commonsense, where the Œdipus complex is used 
as evidence against the accused, and his unconscious 


280 


motives, as a proof of his guilt.” He specifically 
states, “I do not wish for the introduction of psycho- 
analysis into court,’ and “The present state of 
psychoanalysis is neither suited nor competent to 
solve the question of guilt or innocence.” 

He anticipates, however, that “changes are bound 
to take place in penology”; “the result of the new 
insight we shall have gained from the modern 
science of psychological processes, which shows that 
the concept of guilt and innocence are inadequate.” 
In ancient times, the concept of penal law was either 
absolute guilt or absolute innocence. The indi- 
viduality of the criminal did not enter into the 
question. The fact of the deed was decisive and 
“the doer” was responsible even if he had not willed 
the deed or had only been an unintentional instru- 
ment of it. In the author’s opinion, “there is a 
considerable difference between this point of view 
and that in which, not only the deed, but also sub- 
jective guilt and malicious intent of the doer, is a 
deciding factor.” 


W. L. T. 


Warat PEOPLE ArE—A Stupy or NORMAL YOUNG 
Men. By Clark W. Heath, in collaboration 
with L. Brouha, L. W. Gregory, C. C. Seltzer, 
F. L. Wells, and W. L. Woods. (Cambridge: 
Harvard University Press, 1945.) i 


This book consists of a review of some of the 
work that has been done by the Grant study since 
its inception in 1938. The purpose of this study, 
to quote the authors, was: “To achieve a more 
thorough understanding of human behavior char- 
acteristics, and to interpret them more precisely 
and wisely.” The subjects of this study were Har- 
vard College sophomores who were selected pri- 
marily on the basis of the “soundness” of their 
adjustment, not only to their specific college ac- 
tivities but life situations in general. The presenta- 
tion is clear and apparently directs itself primarily 
to non-specialists in the fields which were investi- 
gated. It must be stated, however, that although 
an attempt is made to use popularly intelligible 
language and steer clear from technical terms, this 
is not done at the expense of exactness. Because of 
the brevity of the presentation, the book itself is 
actually a review of the work done and must be 
read in toto by those who wish to get an adequate 
idea of the results and their applicability. All that 
the present review can give is an indication of the 
general trends of the study. 

The students selected were subjected to’ the fol- 
lowing series of studies: a complete physical exami- 
nation including a medical history and laboratory 
tests, physiological observations, psychological tests, 
anthropometric measurements and finally psychiatric 
personality evaluation. The main emphasis of the 
study was on the observation and critical analysis 
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of data characteristic of adequately adjusting per- 
sons rather than a search for and elimination of 


abnormal features. The results of the psychiatric 


examination are based upon the observation of per- 
sonality functions as they were manifested in the 
every-day life of the subject, and care is taken to 
record them in terms that are simple but at the 
same time precise in their relationship to adjust- 
ment. On the basis of the material studied, a series 
of 25 outstanding features was abstracted and the 
absence or presence of these in the various subjects 
were recorded. The personalities of the subjects 
were classified in relationship to these traits into 
three groups: A, B, and C, the first representing 
the highest degree of “soundness,” the last the 
lowest, and B, an intermediate group. The physical 
examination and history follow the usual routine of 
such examinations, emphasis being placed in the 
latter upon occurrence of common diseases of child- 
hood and early adolescence, and the former giving 
an account of the structure and functions of the 
various organ systems of the body. The physiologi- 
cal examination, which takes up the functions of 
such systems as the cardiovascular, respiratory, 
muscular, etc., places emphasis on an evaluation of 
dynamic adjustment to stress situations rather than 
simply recording static figures. The anthropo- 
metric measurements were mainly concerned with 
the evaluation of the somato-type with sub-divisions 
into four groups of strong, moderate, weak and 
very weak masculine components. The psychologi- 
cal examinations consisted of standardized intelli- 
gence measurements in addition to the more 
elaborate projective tests. The socio-economic study 
concerned itself with the family background, the 
milieu, the early home setting and the person’s own 


socio-economic adjustment to date. Since this study ` 


was started in 1938 the investigating group has 
continued to follow the subsequent adjustment of 
the subjects studied to determine the validity of the 
conclusions reached in the original survey. In re- 
gard.to this, it is interesting to note that the large 
majority of the men studied have subsequently 
entered military service and this afforded an op- 
portunity of determining how these men have been 
able to adjust to the stress of military experience. 

The author very wisely refrains from using the 
results of this study as a basis for conclusions in 
regard to average normal people. It is quite ap- 
parent that the material consisted of a group of 
highly selected individuals and that further work 
should be done with representatives of other groups 
so as to widen the scope of the applicability of the 
findings. The chief value of this work is that the 
emphasis is correctly placed upon adjustment of 
the person to a particular type of social setting, 
rather than the relative degree of abnormal mani- 
festations. Occasionally this tendency is perhaps 
somewhat overemphasized. As the authors put it, 
“it was unnecessary to assume gradations from ab- 
normal to- normal behaviour” and that “the hypoth- 
esis of a continuum between the mentally ill and 
the normal did not prove to be a sound mode of 
approach in this study.” Whether such a cleavage 
can be made successfully is a question, and in places 
in this book the point seems to be a bit forced. An 
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interesting feature of the study, particularly in 
the case of the physiological and psychological in- 
vestigations, is the very wide rang. of variability 
that is encountered within the rank: of those nor- 
mally adjusting young men. It pcints out in no 
uncertain terms the fallacy of stickirg to rigid limi- 
tations in making our evaluations as to who is 
likely to break down undér physical or psychologi- 
cal stress and also indicates the importance of tak- 
ing into consideration the types of stress to which 
a given individual is subjected. No matter how well 
adjusted a person may seem to ve he has his 
vulnerable spots and will obviously adjust less well 
when the stress situation calls for a sarticular effort 
that must be carried by the person_lity component 
which is vulnerable. As a startires point in the 
direction of studying normal persors, this study is 
of great value. It is true that as ose broadens out 
into other walks of life, some of the standards may 
have to be revised, and the emphas:s shifted in one 
direction or another. However, hare is a pattern 
which is well ‘worthwhile following, and a contri- 
bution which was long needed in the study of human 
nature. 
Wirm Matarcun, M. D, 
Worcester Sate Hospital, 
V’orcester, Mass. 


ALcoHoL, SCIENCE AND Society: TWENTY-NINE 
LECTURES WITH DISCUSSIONE AS GIVEN AT 
THE YALE SCHOOL OF ALCOHOL Sturizs. (New 
Haven: Quarterly Journal of Studies on Al- - 
cohol, 1945.) 


The very important knowledge i) this new book 
deals with the basic problems of a.cohol, the ques- 
tion of heredity, personality make-up, children of 
alcoholic- parentage and the effets. of excessive 
drinking upon the institution of marriage and the 
family; also, the metabolism of alcohol, its physio- 
logical effects in large and smal amounts, and 
chemical tests for alcohol in the blood; and, the 
legal aspects of prohibition, anal~sis of wet and 
dry propaganda, the philosophy o: the temperance 
movement, the rôle of religious c~ganizations, the 
fellowship of Alcoholics Anonymots and the various 
psychiatric and medical methods of therapy. 

This volume was written by men who have had 
a wide experience in the scientific research of the 
many problems of alcohol and e:cohclism. In a 
chapter on nutrition, Dr. Normaa Jolliffe of the 
New York College of Medicine reninds the reader 
that he has repeatedly called attention to the fact 
that certain disturbances observed in chronic al- 
coholism are not caused directly by alcohol and 
that they are secondary to nutrit onal deficiencies 
that might develop without the use-of alcohol. They 
do develop, however, more freqrently during the 
excessive use of alcohol because this excess inter- 
feres with the normal diet. Polyr2uropathy (poly- 
neuritis) is caused by deficienc~ of thiamin or 
vitamin B:. In Wernicke’s syndr-me there is also 
an acute complete deficiency of vitamin 3:. Pellagra 
is found in chronic alcoholics; it s a deficiency of 
niacin and nicotinic acid. The dizcarded term, en- 
cephalopathia alcoholica, was once believed to be 
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caused by the direct action of alcohol, but now it is 
known that encephalopathias, even when they occur 
in alcohclizs, are caused by a nicotonic acid de- 
ficiency. In Jolliffe’s research work on this subject 
he discusses one particular disease which may be 
associated with alcohol. It is Laennec’s cirrhosis 
or “hobnail’ liver. This disease may develop in men 
and women who were never drinkers of alcohol. 
But che fact remains that it does occur more fre- 
quently in very heavy drinkers than in moderate 
drinkers or abstainers. There are reasons to believe 
that nutritional deficiencies of some sort are a fac- 
tor in causing Laennec’s cirrhosis of the liver. It 
is certain that the pathological changes in this organ 
are not caused by the direct action of alcohol any 
more than is the analogous situation, beriberi, but 
the particular nutritional deficiency at the bottom 
of the disezse has not yet been conclusively demon- 
strated. 

Another chapter is a critical analysis of general 
expenditures in connection with inebriety. Dr. Ben- 
son Y. Landis of Yale University finds that the 
standards cf living of excessive drinkers and their 
‘families are without question greatly lowered be- 
cause of expenditures for alcohol beverages, apart 
from wage losses due to inebriety. He estimates 
from national figures of 1940 that excessive drinkers 
‘ made an average expenditure of $6 per week per 
person for alcoholic beverages.’ And he concludes 
that since the majority of these alcoholics belong to 
the lower income classes, the adverse effect of this 
_ specific expenditure on the living standards of this 
population group is evident. 

The serious efforts of developing and carrying 
out a nation-wide program of education, social re- 
sponsibility and the rehabilitation of the individual 
alcoholic, as recorded in this book, deserve the sup- 
port of the entire medical and allied professions. 

P. R. Vesse, M. D, 
Blythewood, Greenwich, Conn. 


OUTLINE or Psycuratrrarc Case Srupy. Second 
Edition. By Panl William Prenu, M. D. (New 
York: Paul B. Hoeber Inc., 1943.) 


This new edition of a book which has already 
proven useful to medical students and interns is a 
primer of psychiatric procedure outlining step by 
step the technique by which an adequate psychiatric 
history is taken and recorded, and a psychiatric 
examination and clinical approach is carried out. 
This edition contains many revisions as well as new 
sections, including an outline for the psychiatric 
case study of the child. Brief reference 1s made to 
the place of psychological and social case-work in- 
vestigations and consultations. Sample charts and 
suggested forms for the medical history, the physical 
examination and the nursing record are provided. 

A guide and outline such as this is the necessary 


companion of every new student of psychiatry. - 


Some will Ee annoyed because it fails to deal ade- 
quately with their special point of interest. Others 
will be impatient at its rather tedious completeness 
of detail. It would take several hours to complete 
a psychiatric history and examination if all the 
suggested questions were asked and all the possible 
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leads followed to a definite conclusion. As the 
author points out, however, it is not intended that 
all the suggested points should be covered in a 
mechanical way with all patients. An intelligent 
selection of significant factors must of course be 
made. A brief index is provided. 

J. D. M. Grirrin, M. D, 


-National Committee ior Mental Hygiere (Canada), 


Toronto. 


Everypay PsycHiatRY. By John D. Campbell, 
M.D. (Phila.: J. P. Lippincott Co. 1945.) 


The author, a Commander.in the United States 
Naval Reserve, has written a book which is in- 
tended not as a general textbook in psychiatry, but 
one which he says “seeks to fill a gap between 
medicine and psychiatry.” 

He concludes Chapter I with the statement: 
“The present volume has two specific purposes; 
first to describe the borderline mental condition in 
personality terms so that the physician, medical 
student or social worker may become acquainted 
with this psychiatrically important group of peo- 
ple; and, second, to stress the constizutional and 
physiologic aspects of personality in an attempt 
to balance the overwhelming influence of the en- 
vironmental schools.” 

In the beginning the author states that there are 
four basic personality traits: intelligence, con- 
science, emotional reaction, and psychosexual de- 
velopment; and two secondary personality factors 
which he labels sociability and special modes of ad- 
justment. He claims that the four basic personality 
traits “are inherited, constitutional and immutable, 
and are not subject to change by envircnment, edu- 
cation or training.” 

Although the book thus starts with extreme 
emphasis on constitutional factors and states that 
they are unmodifiable, the author becomes less 
rigid as he goes along. He does not feel that noth- 
ing can be done for such cases, but has devoted 
considerable space to the re-education and reha- 
bilitation of psychopathic personalities. 

The material presented is obviously influenced . 
by the author’s war experiences, and his method of 
study and treatment is in accord with what was 
practiced in the better naval and military hospitals 
throughout the country. 

The references to the literature show wide read- 
ing and general familiarity with the subject. It 
is unfortunate that the original formulations would 
seem to limit the author’s approach and may pos- 
sibly prevent readers from continuing on with the 
book. Aside from this type of classification of per- 
sonality, which to the reviewer seems to offer 
nothing of real value, the only other serious criti- 
cism would be in the chapter dealing with intelli- 
gence. Here we have an implicit reliance upon 
I.Q. which is hardly in accord with modern psy- 
chiatric thought. When we are told that doctors 
have an I.Q. from 1ro to 120, but that story 
writers, song writers, movie producers and success- 
ful admirals and generals have an I.Q. from 130 
to 180, we become more skeptical. When we are 
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finally told that Columbus, Edison, Dickens, Edgar 
Allen Poe, Hitler and Napoleon had I.Q.’s of 180 
or over, it seems difficult to take the discussion 
seriously. One is also skeptical about accepting 
a statement such as, “The occupational status of 
the individual reflects the intelligence and degree of 
conscience, therefore offers a practical clue to these 
personality factors.” 

In the formulation of personality the sine 
claims that emotional reaction is a function of the 
autonomic system and that psychosexual develop- 
ment is dependent upon the endocrines of the auto- 
nomic nervous system. The idea that neither the 
autonomic nervous system nor the endocrines 
undergo change or are capable of modification by 
environmental influence, is hardly in accord with 
our present medical knowledge. 


The reviewer would conclude, therefore, that 


aside from the formulation of personality and the 
discussion of intelligence, the book is in keeping 
with modern psychiatric thought and is well worth 


perusal. 
K. M. B. 


THE PSYCHOLOGICAL FRONTIERS oF Society. By 
Abram Kardiner, with the collaboration of 
Ralph Linton, Cora du Bots, and James West. 
(New York: Columbia University Press, 


1945.) 
The need has been increasingly felt in recent 
years for a thoroughgoing integration of data, ob- 
servational techniques, analytic procedures, and 
_explanatory concepts from the fields of anthropol- 
ogy, psychiatry, psychology, and sociology to help 
us arrive at an understanding of the development of 
the individual in his culture. This volume by a 
psychiatrist, with the assistance of sociologists and 
anthropologists, is an ambitious step in the direc- 
tion of such cross-disciplinary integration. Using 
as his major tool the concept of basic personality 
type, which he has already defined in his earlier 
writings, the author seeks to examine the useful- 
ness of this concept in predicting individual de- 
velopment, cultural projective systems, and social 
change. The book is at once a testimonial to the 
richness of this approach and a suidepost to its 
hazards. 

In so complex and inclusive an undertaking there 
are inevitably some decisions concerning theoretical 
framework, research tools, and sources of data 
which must be made before the analysis can even be 


started. On these points the author is explicit , 


and consistent. The theoretical framework is psy- 
choanalytic. “The only psychology that can ap- 
proach these problems with any hope of success is 
psychoanalysis” (p. 22). The central research 
tool is the basic personality structure, described as 
a “group of nuclear constellations in the individ- 
ual (p. 24), derived from the individual’s early 
experiences, tending to be similar for different in- 
dividuals within the same society, and forming the 
basis for projective systems expressed in religion 
and folklore. The sources of data from which the 
basic personality structures are derived and against 
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which they are later tested are three socio-anthro- 
pological studies: the Comanche (based upon the 
work of Linton), the Alorese (compiled from 
duBois’ The People of Alor), and Plainville, 
U.S.A. (based upon the book by James West). 
A final chapter, actually a condensation of a forth- 
coming book, examines the applicability of the 
concept of basic personality structure to the his- 
tory of Western civilization. 

If he accepts the author’s decisions on these 
points, the reader may also accept the results of 
the analysis with little difficulty. Take, for ex- 
ample, the 260-page study of the Alorese. Included 
in these pages are the ethnographer’s report of 
Alorese life, information concerning family atti- 
tudes, child-rearing, adult behavior, together with 
projective material related to myths, legends, 
dreams, and religion. These are the raw materials 
from which the psychiatrist, through “psychody- 
namic analysis,” derives the basic personality struc- 
ture. In this case, early experiences of maternal re- 
jection and lack of affectional ties, plus hints of 
potential but unexpressed aggression, lead the 
author to describe the basic Alorese personality as 

“suspicious, mistrustful, lacking in confidence, witk 


„no interest in the outer world” (p. 170). 


Having so delineated the basic personality struc- 
ture, the author ext attempts to check on his 
conjectures through the psychoanalytic study of 
the biographies of seven Alorese, and through the 
comparison of blind analyses of 38 Rorschach 
protocols (by Oberholzer) with the postulated per- 


-sonality types. The limitations of these latter pro- 


cedures are fully recognized by the anthor. Cer- 
tain aspects of the basic Alorese personality type 
are “confirmed” by the biographical and Rorschach 
analyses; new aspects of the personality are “re- 
vealed,” and’ relationships between personality for- 
mation and social configuration are “established.” 
New facts are added from these sources, and the 
personality pattern synthesized in psychoanalytic 
terms. “. ... this is the combination which sup- 


plies the crucial information that the integrational 


series whose projective manifestations we have used 
as guides were started in the nursing period. Noth- 
ing else could account for this particular combina- 
tion, .... When the strong tie to the parent is in- 
terfered with and there is no introjection of the 
parental imago, the foundation for an adequate 
superego is spoiled” (p. 251). If he accepts the 
author’s basic assumptions, then, the reader will 
be led, through the logically consistent treatment 
which follows, to accept the author’s conclusions. 
On the other hand, some readers—among them 
the reviewer—will certainly question the author’s 
decisions regarding the uhiversal applicability of 
psychoanalytic theory, regarding the concept of 
basic personality type, and regarding the technique 
of analyzing anthropological data. Some readers— 
among them the reviewer—will therefore question 
the results of this analysis. The breadth of current 
experimentation on determinants of personality and. 
the variety of theories offered to explain person- 
ality differences demonstrate unequivocally that no 


284 


one concept of personality structure can justifiably 
claim exclusive rights to the explanation of human 
behavior. In the light of modern learning theory 
it is altogether possible that the rejected Alorese 
child, to return to our example, learned through 
deprivation that basic satisfactions were not pro- 
vided by c2rtain adults, and that he carried over 
(generalized) to other adults in his environment 
attitudes of anticipated frustration, and hence with- 
drawal. As a matter of fact, in many instances 
throughout the book (the illustrative case on pp. 
17-21, for example, or the concept of “symbolic 
extension” on p. 3¢), where the issue of the psy- 
choanalytic versus the learning theory seems 
joined uncompromisingly, closer inspection might 
show the difficulty to be largely a semantic one. 

Some readers—among them the reviewer—will 
further questicn the wisdom of defining the basic 
personality type for the Alorese in terms which 
imply its generality, and then selecting as examples 
for analysis such different personalities as, say, 
Mangma and Rilpada. Granted that deviation from 
the “norm” is both expected and instructive, and 
granted also that practical considerations limit the 
choice of cases, the question of whether or not 
the sample of behavior chosen to validate a concept 
is represertative cannot be overlooked. A further 
objection can be made to Kardiner’s use of Ror- 
schach materials tc check on the predicted basic 
personality type: “.... once we are told by the 
Rorschach that certain end results can be identified, 
It is a relatively easy matter to reconcile them with 
more basic trends” (p. 245). If later independent 
observations—either biographical or Rorschach— 
„are to be employed as validating criteria, a rigor- 
ously scientific procedure dictates that they should 
not be used also as a: means of re-interpreting the 
observations which are to be validated. 

These criticisms stem largely from differences in 
theoretical predisposition and from a conviction 
that, even in dealing with the tremendously rich and 
often diffuse materials of field study, the researcher 
is obligated to introduce certain controls into his 
procedures. The criticisms should not obscure the 
contributions which this 
makes to the difficult but essential task of inter- 
disciplinary integration. These contributions in- 
clude the jarging of an analytic tool for the under- 
standing of individual personality development, the 
testing of that tool in a wide variety of culturally 
different circumstances, a re-emphasis upon and a 
re-evaluation of the importance of early childhood 
training in later personality structure, and the ex- 
tension to the analysis of normal personality de- 
velopment cf techniques developed in clinical psy- 
~ chopatholegy. Each one represents an important 
step in ordering the closely-related fields of soci- 
ology, anthropology, psychiatry, and psychology. 
But each step is taken along a narrow path, where 
detours intc tempting byways are forbidden by a 
code of exclusive devotion to psychoanalytic 
theory. 

It has frequently happened that a book written 
‚vigorously end consistently from one point of view 
-has stimulated progress in the field as much by 
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inviting criticism as by positive contribution. In 
the foreword to this volume one of the authors in- 
vites just such opposition by stating that the basic 
hypothesis underlying this study “impose(s)° on 
those who do not accept it the burden of finding 
some better explanation of the observed facts” 
(xii). It is time that challenge was accepted. It is . 
time for persons trained in psychology, psychiatry, 
and anthropology to assume responsibility for 
evaluating the usefulness of the many and varied 
modern theories of personality in accounting for 
cultural differences in personality. Until this is 
done, the critical reader will be forced to accept or 
reject such stucies as the present one on the doubt- 
ful grounds of internal consistency cr emotional 
preference. 
i ANN MAGARET, PE. D, 
University of Wisconsin. 


A AssistEncriA A Psicopatas NO ESTADO DE SAo 
PAULO (CARE oF THE MENTALLY ILL IN THE 
STATE OF São Pauro). By Æ. C. Pacheco e 
Silva. (São Paulo, Brazil, 1945.) 


The fifteen years during which Dr. Pacheco 
e Silva served as general director of mental health 
services for the state of São Paulo (1923 to 1937) 
witnessed a remarkable expansion in the facilities 
for the care and treatment of mental.patients in 
the state. The story of this expansion, as well as the 
previous history of psychiatry in that part of Bra- 
zil, are told by Dr. Pacheco e Silva in an interesting 
brochure replete with illustrations reflecting the 
development of the various departments .and hos- 
pital systems under his supervision. 

Although the first hospital in Sao Paulo for the 
exclusive care of the mentally ill was established in 
1852, it was not until 1896, after the appointment 
of Dr. Francisco Franco da Rocha to the state 
hospital directorship, that a truly scientific orienta- 
tion became apparent, with reforms culminating in 
the creation of the Hospital of Juquezi, made up 
of the first great Colony-Hospital of Juqueri, and 
the Central Asylum. These services were aug- 
mented from time to time throughout the adminis- 
tration of Dr. da Rocha, who, upon his retirement 
in 1923, selected Dr. Pacheco e Silva as his 
successor. 

In 1923, Dr. Pacheco e Silva was just on the 
threshold of his notable career, but he was already 
imbued with an enormous enthusiasm for psychi- 
atry. Under his administration, scientific research 
as well as the clinical, administrative and material 
aspects of state hospital care made tremendous | 
strides. The Laboratory of Biology and Patho- 
logical Anatomy was completed and splendidly 
equipped, and the services of the noted European 
anatomo-pathologist, Constantino Tretiakoff, were 
secured, Much original work was accomplished 
and recorded, particularly in the “Memórias do 
Hospital de Juqazeri,” which was succeeded in 1936 
by the journal “Arquivos da Assistência a Psico- 
patas do Estado do Sao Paulo.” The medical 
library established by Dr. Pacheco e Silva in the 
Hospital of Juqueri constitutes the most complete 
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neuropsychiatric collection in Brazil, with a con- 
stantly growing catalogue cf books and journals. 
Specialized clinics—surgical, medical, pediatric, 
ophthalmological, etc-—were set up and a section 
of radiology was established. Patients with tuber- 
culosis were segregated in an adequate establish- 
ment under special care, as were patients with neu- 
rosyphilis, Existing installations were expanded 
and modernized and new pavillions ard agricultural 
colonies were créated, always according to the 
policy of maximum economy consistent with pa- 
tient comfort. By 1932 the Colonies of Juqueri 
amounted to six, the most recent of which was es- 
tablished that year on new plans calling for small 
economical pavillions arranged in semi-circle with- 
in pleasant gardens. 

The General Directorate of Mental Hospital 
Care, which was created by law in 1930, embraces 
four subdivisions—Clinical Psychiatry, the Mani- 
comio Judiciário, the Central Hospital and the 
Colonies of Juqueri. The Manicômio Judiciário, an 
autonomous department for the study and treat- 
ment of the criminally insane, established in 1933 
and considered to be, in organizaticn, one of the 
world’s best, has done much in the development of 
forensic psychiatry in Brazil. 

With these and other improvements, including 
psychiatric out-patient and mental hygiene clinics, 
a modern school for abnormal children, the adop- 
tion of all the new therapeutic techniques, the state 
of São Paulo disposes of an excellent psychiatric 
armamentarium. Further expansion is anticipated, 
with the creation of regional establishments so as to 
constitute a series of hospitals at the principal con- 


vergence centers of transportation and to eliminate | 


the excessive centralization of patients that now 
obtains. f i 
Dr. Pacheco e Silva relinguished his post as Di- 
rector General of the state hospital system of Sao 
Paulo in 1937 to become Professor of Clinical Psy- 
chiatry at the University of São Paulo Faculty of 
Medicine and at the Paulist School of Medicine. 
The present Director General is Dr. Pedro Au- 
gusto da Silva, described by Dr. Pacheco e Silva 
as “one of the most brilliant figures in Paulist 
psychiatry of the new generation,” 
C. C. BurLINGAME, M.D, 
Institute of Living, 
Hartford, Conn. 


Patients Have Faminies. By Henry B. Richard- 
son. (New York: The Commonwealth Fund, 
1945.) 

This book was written by an internist in non- 
technical language for all who are interested in 
helping sick people to become well. 

The text of 408 pages, containing glossary and 
general index, was the result of a study directed 
by Dr. Henry B. Richardson and financed by the 
Josiah Macy Jr. Foundatian. The cooperation of 
the faculties of public health, medicine and psy- 
chiatry of Cornell University Medical School, the 
New York Hospital and its social service depart- 
ment, and the family service and department of 
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educational nursing of the ‘Community Service 
Society were necessary to carry out this project. 
Their goal was the better understanding of the 
family as a unit of medical care and the implica- 
tions for treatment. 

The breadth of cooperation needed for this study 
cannot be emphasized too strongly. It is the 
pattern of medicine for the future. This book shows 
clearly and with sustained interest how illness, 
when the time sequence is balanced against the 
total life picture of the patient, may take on an en- 
tirely different interpretation to the original im- 
pression gained by casual clinic cantact. Treatment 
of the individual may be useless unless treatment 
is given to the family. To treat the family as a 
unit may need all the facilities of a highly organized 
community service, as shown by this study. To 
know the personality of the patient is nct sufficient. 
It is essential to know the traits of all who com- 
prise this unit. 

This book shows with clarity, rarely exhibited, 
that apparent disease may be only maliunction of 
part of that person. Yet that person dces not live 
to himself, but is part of a small constellation of 
people called the family. His personality affects 
and is affected by each and all of them, as the 
family unit is affected by what we commonly think 
of as environment in its wider sense. ` 

Much is written about psychosomatic medicine— 
too little about social medicine. This text might 
be described as a combination of both. It should 
be prescribed reading for the medical student, 
nurse and social worker. One would like to see it 
in the hands of all who practice the art cf medicine. 

Mary V. Jackson, M.D, 
University of Toronto. 


THE SCIENTIFIC APPROACH TO CHRONIC ALCOHOL- 
ism. (New York: The Research Council on 
Problems of Alcohol, 1946.) 


It is estimated that 6 percent of the United States 
citizens who use alcoholic beverages become exces- 
sive drinkers, and that of these latter, 25 percent 
become chronic alcoholics; that is, there are some 
750,000 chronic alcoholics in the United States. 
“There are more chronic alcoholics than active 
cases of tuberculasis. When this fact is considered,- 
and when the almost total lack of hospital facilities 
is taken into account, it appears that alcoholism is 
near the top of the list of major ptblic health 
problems.” 

The present brochure has been put out by the 
Research Council on Problems of Alcohol, the 
pioneer agency in this field. The magnitude of the 
problem is set forth in startling figures. For ex- 
ample, the cost of alcoholism to society in the year 
1940 was estimated at $13,000,009 for mental hos- 
pital care, $25,000,000 for maintaining drunks in 
jails, $175,000,000 as the cost of crime associated 
with excessive drinking. 

In dealing with this problem other countries. 
rather than the United States, have taken the lead. 
Sweden had befcre the war Io state hospitals de- 
voted exclusively to the treatment of alcoholism. 
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Switzerland had 20 dispensaries for out-patient ser- 
vice. Holland had a consultation bureau in each of 
its larger towns. 

Beginnings have been made in certain states and 
New Hampshire, New Jersey, Connecticut and 
Alabama have established by legislative action spe- 
cial commissions to study alcoholism. Certain cities 
have also set up such committees or have estab- 
lished clinics for alcoholics, notably Boston, Buf- 
falo, Charleston (West Virginia), Cleveland, Des 
Moines, New York, Pittsburgh, Rochester and 
Washington, D. C. 

The Research Council on Problems of Alcohol is 
under the guidance of its President, Dr. A. J. 
Carlson, Professor Emeritus of Physiology, Uni- 
versity oi Chicago. The report sets forth remedial 
measures which must include (1) research; (2) in- 
creased hospital and other treatment services; (3) 
education; (4) industrial and legal controls. Mr. 
Howard Coonley, former President of the National 
Association of Manufacturers, states in a foreword 
“The medical and scientific approach to the prob- 
lem of alcoholism should go far toward preventing 
another prohibition fiasco.” 

C. B. F. 


SCIENTIFIC PROOF AND RELATIONS oF LAW AND 
MEDICINE. Master Index to the Symposium 
Series. Edited by Hubert Winston Smith, 
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LL.B., M.D. (Urbana: Univ. of Illinois 
Press. 1946.) 


This 26-page brochure indexes the papers in two 
symposia covering a great variety of topics having 
relations to both law and medicine. Each paper 
was published simultaneously in a leading law re- 
view and a prominent medical journal. The first 
symposium was published during 1943, the second 
in 1946. The purpose was to bring conspicuously to 
the attention cf both doctors and lawyers impor- ` 
tant issues in which both professions are concerned. 

In the first series four medical journals took 
part—AMERICAN JOURNAL OF PSYCHIATRY, An- 
nals of Internal Medicine, Annals of Surgery, 
and Clinics. Eleven legal journals, representing 
all parts of the United States collaborated in this 
series. The second series was expanded somewhat 
and included six medical and seventeen law 
journals. 

One hundred and ten contributions are listed in 
the master index. Many of them will be found of 
especial assistance to trial lawyers, expert witnesses 
and the courts in dealing with personal injury 
litigation, the problems of expert testimony and 
other medico-legal issues. 

Dr. Smith, who is professor of legal medicine in 
the University of Illinois, has rendered distin- 
guished service to the medical and lege! professions 
in bringing to publication the mass of valuable ref- 
erence material represented by this index. 

C. B. F. 


IN MEMORIAM 


JACOB S. KASANIN 
1897-1946 


Dr. Jacob S. Kasanin died of a cerebral 
hemorrhage on May 4, 1946. Although he 
had been ailing at times during recent years, 
he had been actively engaged in his psy- 
chiatric work and had planned to attend the 
“946 meeting of The American Psychiatric 
Association, where he was scheduled to 
present a paper. His death came as a great 
shock to his many friends and his family. 
zle is survived by his wife and three 
children. 

He was born in Russia in 1897. During 
his childhood his family moved to Manchu- 
tia, and he came to this country in I9QIS. 
He obtained his B. S. degree in 1919 and 
his M. D. degree in 1921 from the Uni- 
versity of Michigan. He received his basic 
psychiatric training at the Boston State 
Hospital and the Boston Psychopathic 
Hospital and his neurologic training at the 
Mount Sinai Hospital in New York. He 
obtained an M. S. degree in public health 
in 1926. He served as director of mental 
nygiene for the Jewish Charities of Boston 
Irom 1927 to 1928 and as senior research 
associate at the Boston Psychopathic Hos- 
pital from 1927 to 1931. Following this he 
became clinical director of the State Hospital 
for Mental Diseases at Howard, R. I. From 
1936 to 1939 he was director of the psychi- 
atric department of the Michael Reese Hos- 
pital in Chicago. In 1939 he went to San 
Francisco, where he organized and developed 
the psychiatric department of the Mount 
Zion Hospital. He was assistant clinical 
professor of psychiatry at the University 
of California Medical School. 


Dr. Kasanin brought to psychiatry a keen 
and inquiring mind, enthusiasm and a con- 


structive approach to psychiatric problems 


unburdened by dogmatic or hidebound think- 
ing. He had an abundance of energy, which 
he used unsparingly in all his undertakings. 
His psychiatric interests were broad, and he 
made many important contributions to the 
literature, including two monographs in col- 
laboration with others on “Conceptual. 
Thinking in Schizophrenia” and “Language 
and Thought in Schizophrenia.” He was 
active in teaching and in social aspects of 
psychiatry, doing pioneer work in mental 
hygiene in the San Francisco area. During 
the war years he also pioneered in providing 
out-patient facilities for veterans, and he 
was psychiatric consultant to the oth Service 
Command. 

His psychiatric attainments were widely 
recognized. He served as president of the 
American Orthopsychiatric Associaticn in 
1941-42. 

Possessing an outgoing and colorful per- 
sonality, Dr. Kasanin had a great capacity 
for making friends wherever he went and 
for keeping them. He was a stimulating and 
genial companion, whose zest was infec- 
tious and whose wit was always good 
natured. Though unconventional and often 
outspoken, he was essentially a tolerant and 
considerate person. He will be sadly missed, 
not only for his cheery presence but also 
for his solid contributions to American 
psychiatry. 

Davip Rorescuip, M.D., 
Worcester State Hospital. 
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THE AMERICAN JOURNAL OF PSYCHIATRY 


A HISTORY OF THE DEVELOPMENT OF THE CONCEPT OF ` 
FUNCTIONAL NERVOUS DISEASE DURING THE 
PAST TWENTY-FIVE HUNDRED YEARS 


A. WARREN STEARNS, M.D. 


Professor of Sociology, Tufts College, Medford, Mass. 


Since the dawn of history the relation 
between the viscera and one’s emotional life 
—that is, the soma and the psyche—appears 
to have been recognized and has become a 
part of the wisdom of the ages. It may prop- 
erly be called folklore and, while not men- 
tioned in Frazer’s The Golden Bough(1) or 
Sumner’s Folkways(2), it has a definite place 
in the Old Testament. The concepts are 
primitive and yet very definite. For instance, 


in the Book of Genesis, supposedly one of’ 


the early books of the Bible, the expression 
is used “the bowels yearn,” implying the 
relation between the bowels and states of 
feeling. Likewise, “the belly trembles” in 
certain forms of excitement. Again, a per- 
son feels as if there was “an east wind in his 
belly.” “The heart aches” and “the heart 
longs,” and “the breath is taken away” with 
excitement. Long before science had noted 
any such relation, the people had observed it. 

In conventional language there are re- 
peated evidences scattered throughout his- 
tory. One has but to look at the valentine 
with the picture of Cupid shooting his arrow 
through the heart to recognize the proverbial 
relationship between concepts of love and the 
organ, the heart. By the time of the great 
period of Greek learning this had become 
well established in thought and expressed 
in literature. It had developed beyond the 
very primitive concept of the Bible and was 
actually concerned with the various organs. 

There appears to have been no word in 
the Greek language identical with the word 
“emotion” and Gardiner(3) doubts if there 
was any stich concept in Greek thought. 
However, the use of the word “motion” and 
its application indicates very clearly the rec- 
ognition of the relatiorship between the 
emotional life of the individual and action of 
the viscera. Just when the words “hypo- 
chondria,” “melancholia” and “hysteria” had 


their origin is not certain, but they obviously 
are derived from the Greeks. I shail not at- 
tempt to conduct a philological research, but 
it is apparent that in common speech charac- 
terizations of people as “‘spleeny,” having 
“no guts,” “heartsick” are all indicative of 
the recognition of this relationship. Further- 
more, the association of such relationship 
with certain states of mind and with cer- 
tain types of personality forms an integral 
part of vulgarisms since such were fully 
recorded. Certainly the man in the street has 
thought since the dawn of history that 
courage emanated from the abdominal cavity 
and that lack of courage was associated with 
certain visceral changes. So enlightened a 
man as Herbert Spencer(4) in his Study of 
Sociology, in speaking of “Dutch courage,” 
attributed the phrase to the fact that brandy 
stimulates the circulation and so causes great 
courage. He also states that a fact well 
known to a medical man is that heart disease 
brings on timidity. It would be interesting to 
collect the almost infinite number sf refer- 
ences to states of feeling or types of per- 
sonality associated or identified with certain 
organs. 

Gardiner, Metcalf and Beebe-Center(3) 
give an excellent review of Greek thought 
in these matters. Pleasure is a motion, and— 

. in the Timaeus these and similar perturba- 
tions are connected in the spirit, and doubtless 
under the influence of Hippocrates, with organic 
disturbances, particularly in the heart, the lungs, the 
liver and the various fluids and more mobile 
substances of the body. Thus the heart, excited 
by the vital heat, palpitates in fear and is turgid 
in anger; for which reason, says Plato, the gods 
placed about the heart the soft, bloodless and 
spongy lungs in order that, when passion was rife, 
the heart might beat against a yielding body and 
get cooled. In unregulated appetite the Ditter gall 
is diffused through the liver... .. Again, infinite 


varieties of ill-temper, melancholy, rashness and 
cowardice, as well as of disturbances m the in- 
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tellectual functions, are produced by the wander- 
ing through the body of “acid and briny phlegm 
and other bitter and bilious humors.” 

That is, it is physiological. A long list of 
visceral responses to fear and rage are 
ascribed to heat and cold. 


HIPPOCRATES 


Throughout the entire period under study 
one finds Hippocrates quoted; yet in the 
translation of the genuine works of Hip- 
pocrates by Francis Adams(5), one finds 
disappointingly little. There are a few refer- 
ences to hysteria, but hypochondria does not 
appear in the index, nor is it to be found in 
the text. Globus hystericus is mentioned 
and Adams states that he does not remember 
to have met with the term in any of the 
ancient medical works except in the Hip- 
pocratic treatises. Under Diseases of Women 
a long description of hysterical convulsions 
is found. These convulsions are said to have 
attacked principally antiquated maids and 
widows. It is remarked that hysterical com- 
plaints bring on cough and other pectoral 
symptoms. In Complaints of Young Women 
it is obvious that evidences of functional 
nervous disease were thought to be'due to 
uterine suffocation. In the section on The 
Glands are found some striking remarks on 
the sympathy between the mamme and the 
uterus, illustrating the use of the concept of 
sympathy at that time. Under Regimen in 
Acute Diseases it is stated that if you pinch a 
patient with your fingers and he feels it, it is 
hysterical, but if the patient does not feel it, 
then it is a convulsion. Under Aphorisms, 
sneezing is mentioned in a woman affected 
with hysterics. This, and no more, is to be 
found. However from collateral philosophi- 
cal writings it appears that about this period 
the Greeks thought of the uterus as a little 
animal running around in the body and pre- 
ducing various hysterical symptoms, and thus 
the word, hysteria. The whole matter of 
Greek medicine is somewhat ephemeral and 
it does not seem too extravagant a statement 
to say that the inclination is to attribute all 
the medical knowledge prior to Galen to 
Hippocrates. , 


GALEN 


Galen, living in the first century, is said 
to have published 500 medical treatises and, 
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as is well known, became the great authority 
for 1500 years. As late as 1559, in London, 
Dr. Geynes was cited before the College for 
impugning the infallibility of Galen. In his 
Notes on Hippocrates “Concerning Hu- 
mors” Galen(6) says: 


The majority, not only of physicians, but of 
philosophers, have named the part given by nature 
to women for the purpose of child bearing, the 
womb (uyrpa). I have seen on the one hand 
many hysterical women, some of them lying de- 
prived of sensation and motion, with the pulse 
small and indistinct, or even no pulse at all, and 
on the other hand some with sensation, motion 
and reasoning powers unaffected, but scarcely 
breathing. Other had contractions of the limbs. 
There are many differences in the symptoms of 
hysteria practically all of which I discussed -in the 
sixth book on the “affected parts.” ... . It is 
believable that these hysterical conditions take 
place in women owing to retention of the catamenia 
or the sperm; but the retention of the sperm ap- 
pears to do more harm to the body than that of 
the catamenia, in those bodies in which the humors 
are corrupt and the life more inactive, and indul- 
gence in sexual, intercourse previously more fre- 
quent, and abstinence afterwards complete. These 
hysterical symptoms are believed ta be rooted in 
the uterus and some consider that the womb is an 
organism which yearns for child bearing, and for 
this reason when deprived of what it desires, 
injures the whole body. They say that this is 
indicated by Plato in that sentence in which he 
makes the following statement, “What is called 
the womb or uterus in women is a living thing 
which longs for child bearing, and when it is 
fruitless long past its season, endures it painfully 
and with difficulty and wanders everywhere through- 
out the body, and shuts off the outlets of the breath, 
prevents breathing, puts the patient into the great- 
est difficulties and brings on all kinds of diseases.” 
But we must realize as has been elsewhere shown, 
that the uterus is not an animal, and does not 
wander about, but is drawn upward and to one 
side, because it is filled with air, increases in width, 
decreases in length, and for this reason is drawn 
upward. | 


Then in On the Places Affected by Disease 
he says: 


Plato gave the name hysterical to the symptoms 
on the part of the nervous system, in widows or 
women who have long been without sexual inter- 
course. Hystera is the Greek word for the 
uterus. “The so-called uteri in women are a living 
animal inside [the woman] desirous of child bear- 
ing. When it is without fruit a Icng time after 
puberty it endures it protestingly, wanders about 
in the body and shuts off the respiratory passages.” 


Galen also treats of the so-called “hysteri- 
cal suffocation” or “absence of respiration,” 
terms used by physicians for the same dis- 
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ease. There follows a description of hysteri- 
cal women. He continues: 


It is agreed that this disease occurs in women who 
have been long widowed, who have previously had 
regular menstruation and borne children, and have 
been deprived by widowhood of regular sexual 
intercourse with their husbands. What could be 
more probable than the belief that these hysterical 
conditions so-called are due to retention of the 
catamenia or the semen whether they show them- 
selves as absence of respiration or suffocations, 
or contractions of the limbs. Women need to get 
rid of their semen as much as men do. Abstinence, 
even in the young, produces heaviness of the 
head, nausea and feverishness, loss of appetite and 
indigestion. Those who enforce continence upon 
themselves, become slow of sensation and motion, 
some of them scowling and depressed as in 
melancholia. Sudden stopping of the habit after 
frequent use, as in mourning, produces this effect 
more generally and completely. Cases are cited 
in support of this. Widows and virgins with sup- 
pressed menstruation suffer from the varying 
syinptoms of hysteria; widows even whose men- 
struation is not affected suffer from retention of 
the semen. In these women midwives sometimes 
find the uterus retroverted or tipped to one side 
as shown by the obliquity ot the cervix, so that it 
cannot receive the semen and perform the func- 
tion of which it is so desirous, and so does injury 
to the whole body. 


CELSUS 


Celsus(7), whether a great physician or 
a great writer, was of about the same period, 
and has this to say: 


From the womb of a woman, also, there arises a 
violent malady; and next to the stomach this 
organ is affected the most by the body, and has 
the most influence upon it. At times it makes the 
woman so insensible that it prostrates her as if by 
epilepsy. The case, however, differs from epilepsy, 


in that the eyes are not turned nor is there foam- 


ing at the mouth nor spasm of sinews; there is 
merely stupor. In some women this attack recurs 
at frequent intervals and lasts throughout life. 
When this happens, if there is sufficient strength, 
blood-letting is beneficial; if too little, yet cups 
should be applied to the groins. If she lies pros- 
trate for a long while, or if she had done so at 
other times, hold to her nostrils an extinguished 


lamp wick, or some other of these materials which - 


I have referred to as having a specially foetid odour, 
to arouse the woman. For the same end, affusion 
with cold water is also effectual. And there is bene- 
fit from rue pounded up in honey, or from a wax- 
salve made up with cyprus oil or from hot moist 
plasters of some sort applied to the external 
genitals as far as the pubes. At the same time 
also the hips and the backs of the knees should 
be rubbed. Then when she has come to herself, 
she should be cut off from wine for a whole year, 
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even if a similar attack does not recur. Friction 
should be applied daily to the whole body, but 
partially to the abdomen and behind the knees. 
Food of the middle class should be given: every 
third or fourth day mustard is to be applied over 
the hypogastrium until the skin is reddened. If 
induration persists, a convenient emollient appears 
to be bitter-sweet steeped in milk, then pounded 
and mixed with white wax and deer marrow in 
iris oil, or suet of beef or goat mixed with rose 
oil. Also there should be given in draught either 
castory, or git or dill. If the womb is not healthy, 
it is cleaned with square rush2s; but if it is 
actually ulcerated a wax-salve is made with rose 
oil, mixed with fresh lard and white of egg, and 
applied to it, or else white of egg mixed with 


‘rose oil, with pounded rose-leaves added to give 


it consistence. When painful the womb should be 
fumigated from below with sulphur. But if ex- 
cessive menstruation is doing harm to the woman, 
the remedy is to scarify and cup the groins, or 
even to apply cups under the breasts. If the 
menstrual discharge is bad, the following medica- 
ments are to be applied to evoke blood, costmary, 
pennyroyal, white violet, parsley, catmint and 
savory and hyssop. Let her include what is suit- 
able in her diet: leeks, rue, cummin, onion, mus- 
tard, or any other acrid vegetable. If blood bursts 
out from the nose at a time when it should do 
so from the genitals, the groins are to be scarified 
and cupped, repeating this every thirtieth day for 
three or four months, then you may be sure that 
there are pains coming in the head. Then blood 
is to be let from the arms, and you have given 
relief at once..... White olives also produce the 
same effect, also black poppy seeds, taken with 
honey, and liquid gum, mixed witn pourded celery 
seeds, and given in a cupful of raisin wine. Besides 
the above, draughts suited for all bladder pains are 
made from aromatics, such as spikenard, saffron, 
cinnamon, cassia, and such like, also decoction of 
mastic does good. If in spite of these pain becomes 
intolerable and there is blood in the urine, venesec- 
tion is proper, or at any rate wet tupping over the 
hips. If a woman is liable to fits owing to genital 
disease, snails are to be burnt with their shells, and 


' pounded up together; then honey added to them. 


The next 1500 years yields very ‘ttle that 
is new. This was a period when thought was 
dominated by theologians. According to 
Gardiner (3): 


As was to be expected, we find nothirg original 
in the Fathers on the physiolcgy of emotion, 
although the subject occasionally engages their 
attention. Nemesius, ¢.g., accepts from Galen the 
opinion that the seat of grief is in the orifice of 
the stomach. Lactantius records that enger was 
assigned by some to the gall-bladder, fear to the 
heart, joy to the spleen, and sexual pleasures to 
the liver, but prudently refrains from expressing 
an opinion of his own, considering the whole 
matter too obscure to admit of any settled con- 
clusion. Probably the most interesting deliver- 
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ance on this subject in the Patristic period ' is 
found in Gregory of Nyssa (331-394). In criticiz- 
ing the doctrine that the soul is seated in the 
heart, he mentions as the principal support for 
this view the affection of the heart in emotion. 
But the best medical opinion, he says, is that the 
affection of the heart in emotion is secondary and 
derived ard that the primary phenomenon is the 
_ contraction or dilatation of the vessels convey- 
ing the bodily fluids. He then goes on to indicate 
how the theory is applied to the phenomena of 
grief. In this, as in ‘every painful emotion, the 
vessels are contracted. The first effect of this is 
to check the normal process of evaporation and 
force the contaired substances into the lower 
cavities; hence deep breathing, sighs and groans, 
the object being to relieve the pressure on the 
lungs. The palpitation of the heart is caused by 
the action of the gall which, owing to the general 
contraction cf the vessels, is driven into the 
orifice cf the stomach; hence too the ‘sufferer's 
pale and vellow lack. Weeping is due to the fact 
that the evaporations in the vessels being checked 
and their functions in the viscera impeded, they 
rise to the head, accumulate as moisture and de- 
scending to the eyes are pressed out by the eyelids 
as tears. In joy we have opposite effects. The 
vessels are dilated and all the viscera conspire to 
enhance tne vitality. In particular, respiration is 
invigorated, the volume of air inhaled is increased, 


as indicated by the puffed-out cheeks; to facilitate - 


its passage nature provides for its expulsion 
thrcugh the mouth; and this, according to the 
representation, is laughter. Crude as it is, a 
pronounced vasomotor theory of this sort appear- 
ing at this time is not without historical importance. 


SYDENHAM 


After a long period of darkness, in which 
medical thought seems to be theoretical 
rather than biological, there comes a new 
attitude in the latter part of the 17th century. 
Sydenham’s letter to Dr. William Cole (Jan- 
uary, 1681-82) (8) furnishes a striking de- 
scription of hysteria and hypochondria. A 
few quotations will indicate his insight: 
"<... which I own are neither so easily discover- 
able nor so readily curable as other diseases... .. 
It should seem that no chronic disease occurs so 
frequently as this; and that, as fevers with their 
attendants constitute two-thirds of the diseases to 
which menkind are liable, upon comparing them 
with the whole tribe of chronic distempers, so 
hysteric disorders, or at least such as are so called, 
make up half the remaining third part; that is, 
they constitute one moiety of chronic distempers. 
He speaks of the similarity of hysteria and 
hypochoadria. After commenting on a long 
series of visceral disorders associated with 
hysteria, he states: 

But their unhappiness does not only proceed from 
a great indisposition of body, for the mind is still 


more disordered, it being the nature of this disease 
to be attended with an incurable despair; so that 
they cannot bear with patience to be told that 
there is any hopes at all of their recovery, easily 
imagining that they are liable to all the miseries 
that can befall mankind, and presaging the worst 
evils to themselves, 


Though, in the main, Sydenham attributed 
this disorder to visceral disease, he does men- 
tion the external causes. In the last analysis 
he falls back on the mystical vital spirits, 
but this did not exclude visceral disease. 
In other werds, the disorders of the vital 
spirits affecting the viscera and visceral 
disease were what Sydenham dealt with. 


WILLIS 


Contemporary with Sydenham was 
Thomas Willis. That he was still dealing 
with animal spirits is shown in the chapter 
in The London Practice of Physick(9) 
(1685) titled “Instructions Concerning Cor- 
dial Medicines, and Lexipharmicks, of Pre- 
servatives Against Venome, with Prescripts 
of Them”: | 


If the thing be duly considered, the notion of 
Cordial Medizines was not well introduc’d, but 
is a meer vulgar errour; for since it is not the 
Heart which is the subject of Life, but chiefly, 
and in a manner only the Blood, and in regard 
the Soul it self (on whose existence and act in 
the Body Life depends) is founded partly in the 
Blood, and partly in the united stock of Animal 
Spirits, it plainly follows that Medicines which 
preserve Life entire, or restore it when in danger, 
do rather and more immediately regard these 
parts of the Soul, to wit, the Blood, the Animal 
Spirits than the Heart, which is a meer Muscle, 
serving for the Circulation of the Blood, and as 
often as it slackens in performing this duty, or 
gives it off. This does not happen through its 
own fault, but through that of the Blood and 
Animal Spirits, by which it is actuated. 


It is interesting to note that he also be- 
lieved in witchcraft and gives a differential 
diagnosis{ 10) : 


That Convulsive distempers are sometimes ex- 
cited by witchcraft, is both commonly believed and 
usually affirmed by many Authors worthy of 
Credit: and indeed, as we do grant, that very 
oftentimes most admirable passions are produced in 
the humane body by the delusions of the Devil, for- 
asmuch as he, to cause wonders, by which he 
might rule, by the subtlety of working, insinuates to 
the sensitive soul, or the constitution ofthe animal 
spirits, heterogeneous Atoms of little Bodies, and so 
adds now spurs. or pricking forward, and now casts 
chains on its functions, and now carries them to 
mischief: also by some means he enters himself into 
the humane body, and as it were another more 
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mighty soul, is stretched thorow, it actuates all the 
parts and members, inspires them with an unwonted 
. force, and governs them at his pleasure; and incites 
to the perpetrating of most cruel and supernatural 
wickednesses: yet all kind of convulsions, which 
besides the common manner of this disease, ap- 
pear prodigious, ought not presently to be attributed 
to the inchantments of Witches, nor. is the Devil 
presently or always ta be brought upon the stage. 
For indeed as often as a child, or relation of some 
‘man of the richer sort is by chance taken with 
most cruel and unusual Convulsions, for the most 
part it falls out, that by and by the next old 
Woman is accused of Witchcraft, she is made 
guilty, and very hardly, or not at all, the wretch 
escapes the flames, or an halter; when in the 
mean time, the Disease proceeding from causes 
meerly natural, may be easily cured, by no other 
Exorcism, than Remedies usually prescribed against 
Convulsive Diseases: In truth the animal spirits 
being indued with a more cruel explosive Copula, 
and being strucken by it all of a heap together, 
obtain so much strength and vigour, beyond 
their proper and wonted power; as the flame of 
Gun-powder has above the burning of the common 
flame; so that those who obnoxious to this Disease, 
out of the fit may be govern’d, lifted up, and moved 
at pleasure, with the light help of one man; 
when the same is upon them, make nothing of the 
utmost endeavours and force of at least four of 
the strongest men: But if in the case of any one 
that is sick, there arise a suspition of Witchcraft, 
or Fascination, there are chiefly two kinds of 
motions that are wont to create and cherish this 
opinion, viz. r. If the Patient doth perform the 
contortions or gesticulations of his members, or 
of his whole body, after that manner, which no 
sound man, nor mimick, or any tumbler can imi- 
tate. Then, Secondly, If such strength be shown, 
that surpasses all human force; to which, if the 
avoiding of monstrous things happen, as when 
bundles, as Henry van Heers relates, are cast 
forth by Vomit; or a live EEI as Cornelius 
Gamma tells, voided by Stool, without doubt it 
may be believed that the Devil has, and doth 
perform his parts in this Tragedy. 

It were easie to heap together very many, and 
indeed admirable Histories of persons of every 
Age and Sex, affected after a stupendious, and 
as it were super-natural manner, with the mani- 
fest suspition of Witchcraft: for such are every 
where extant among Authors, both Physicians, 
and Philosophers; and because vulgar rumor noises 
about Diseases caused by Witchcraft, to happen 
often in almost every Country: for because these 
kind of cases are full of. Imposture, or always 
increased by the fictious lies of the relators, to 
create admiration (and for that they rarely fall 
under the medical cure) I will here purposely omit 
them: what remains is, That I proceed to unfold 
the next kind of universal Convulsions, to wit, 
which comes upon malignant, or otherwise irregu- 
lar or ill-cured Fevers. 


It is also interesting to note that he does 
not include hypochondria and hysteria as 
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nervous diseases but puts them under 
convulsive disorders : 


The hysterical passion is of so ili fame among 
the Diseases belonging to Women, that like one 
half damn'd, it bears the faults of many other 
Distempers: For when at any time a sickness 
happens in a Womans Body, of an unusual manner, 
or more occult original, so that its cause lies hid, 
and the Curatory indication is altogether un- 
certain, presently we accuse the evil influence of 
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the Womb (which for the most part is innocent) 
and in every unusual symptom, we declare it to 
be something Hysterical, and so to this scope, 
which oftentimes is only the subterfuge of ignor- 
ance, the medical intentions and use of Remedies 
are directed. 

In the foregoing Chapters we have clearly 
shown, that the Passions called Hysterical, do 
not always proceed from the womb, yea, more 
often from the head being distemper’d: next, we 
shall inquire concerning the Hypochondriacal Dis- 
tempers, of what original and nature they are, 
and upon the fault of what parts they chiefly 
depend. The vulgar opinion is, That the symp- 
toms wont to accompany this Disease are wholly 


i 
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produced from the Spleen; wherefore, they are 
ascribed very much to vapours arising from this 
inward, and variously running up and down here 
and there; when in truth, these sicknesses for 
the most part are convulsions and contractions 
of the nervous parts: but that it might appear 
by what causes they are wont to be excited, we 
ought to consider first the symptoms themselves, 


_ and to place them into some order or rank. 


Many interesting cases follow: He also 
gives an early example of faith cure: 


Among our countrymen, as delivered from our 
ancestors, it is thought the seventh son, or he 
that is korn the seventh one after another in a 
continued series can cure this disease by stroking 
it only with his hand; and truly I have known 
many whom no medicines could help, to have been 
cured in a short time only by that remedy. Few 
doubt but that this disease want to be cured often 
by the Touch of our King. The reason of such 
an effect (if it be merely natural) ought to be 
assigned not to any other thing than that in the 
sick (especially those of ripe age) the Phantasie 
and strong faith of the hoped for cure induces the 
alteration, or rather strengthening of the Brain, 
whereby the morbid disposition radicated in it is 
profligated. 


PURCELL 


With the turn of the century came John 
Purcell(11), who, writing in 1702, tries to 
break away from what he calls “the Galenick 
old-fashion’d doctors, who explicate all 
things ty hidden qualities’ and speaks of 
“our modern physicians, who though they 
are convine’d that the body of man is a 
machine, which is acted all by inward springs 
and motions, yet may think it arrogance for 
a young physician to pretend to explain them 
by other notions than what ingenious Willis 
and his followers have deliver’d to us.” 

Referring to the causes of vapours, -he 
says: 

In the first place, it is demonstrative, that what 
we call the six non-natural causes of distempers, 
(viz. the air we breath; our meat and drink; 
sleep, and want of sleep; the motions and repose 
of our body; the retention or evacuation of its 
recrements and excrements; and the passions of the 
mind); are none of them the immediate cause of 
this distemper. Therefore since none of the above- 
mentioned causes can be admitted, it remains that 
the true cause must reside in the stomach and 
guts; whereof the grumbling of the one, and the 
heaviness and uneasiness of the other generally 


preceedicg the paroxysm, are no small proofs. 
.. . . No irritation can be felt in the stomach, 


: 


or elsewhere, unless the spirits flow from the 
parts irritated to the brain, 


In other words, these symptoms are due 
to visceral disease. The circulation of the 
blood and a little more knowledge of ner- 
vous anatomy are worked into his scheme, 
but it is the same old scheme. There is a 
beginning to a chemical approach: 


And as for thè crudities in this case, they always 
abound with fixed acids, being either very sharp 
and sower, or rough and harsh, as the patient 
will inform you, by the taste she has of the 
fumes she belches up; and in those who do not 
belch at~this time, it is demonstrative by the 
effects produced; since nothing but fixed acids, 
or humors of a rough harsh taste, are capable of 
coagulating the blood to such a degree, as is 
requisite to cause a general chilness throughout 
the whole body; and it is matter of fact that 
nothing but fixed acids, mix’d and combined with: 
elementary earth can cause the harsh savour they 
often perceive in the fumes they belch up. 


His cure is quite modern and might be 
termed psychotherapy: 


Her drink should be natural French wine, but 
in less quantity, and with more water, than in 
the other constitutions, because the blood is more 
apt to be put into a violent fermentation. She 
must avoid all concerns, anxieties, and passions, 
but above all things, divert herself, as much as 


possible, with what is more pleasing, and suitable 


to her genious; as seeing of plays, frequenting 
merry company, taking the air in the parks, where 
besides the benefit of the fresh air she receives; 
the variety of different company, and objects, 


which she sees, concur to pleasure her mind, and 


remove all anxious thoughts, and thereby con- 
tribute much-towards the cure. For upon dili- 
gent search and enquiry, you will almost always 


. find, that those who are troubled with vapours, 


have some deep passion or concern upon them, 
which renders them pensive and thoughtful; where- 
fore the physician ought to consider attentively 
the circumstances of his patient, and to inform 
himself of her acquaintance, what may be the 
cause of her concern, which having found out, he 
must, with the aid of her friends and relations, 
facilitate to her, the means of obtaining what she 
desires. I know an eminent practitioner who 
assured me, he has found better effects from this 
method alone, than from most other remedies that 
can be prescrib’d in this disease. 


CHEYNE 


A generation later, in 1733, George Cheyne 
published his great book, The English Mal- 
ady: Or a Treatise of Nervous Diseases of 
All Kinds(12). The subtitle includes, as 
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well as nervous disease, “Spleen, Vapours, 
Lowness of Spirits, Hypochondriacal, and 
Hysterical Distempers, etc.” As with all 
relatively unknown illnesses, nervous disease 
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EncuisH Marapy. And I wish there were not 
so good grounds for this reflection. The moisture 
of our air, the variableness of our weather, (from 
our situation amidst the ocean) the rankness and 
fertility of our soil, the richness and heaviness of 
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is attributed to the climate and the evils of 
modern times. He says in his Preface: . 


The title I have chosen for this treatise, is a 
reproach universally thrown on this Island by 
foreigners, and all our neighbors on the Continent, 
by whom nervous distempers, spleen, vapours, and 
lowness of spirits, are in derision, called the 


our food, the wealth and abundance of the in- 


_ habitants (from their universal trade) the inac- 


tivity and sedentary occupations of the better sort 
(among whom this evil mostly rages) and the 
humour of living in great, populous and conse- 
quently unhealthy Towns, have brought forth a 
class and set of distempers, with atrocious and 
frightful symptoms. scarce known to our ancestors, 
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and never rising to such fatal heights, nor afflicting 
such numbers in any other known nation. These 
nervous d:sorders being computed to make almost 
one third of the complaints of the people of con- 
dition in: England. 
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One can see from his work the continua- 
tion of the chemical approach. The word 
“nervous” seems to have become well estab- 

lished. Like Purcell, he recommends— 
The best of all is, where amusement or entertain- 
ment of the mind is joined with bodily labour, 


and constant change of air, as in hunting, bowls, 
billiards, and the like, and riding journies about 
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business: for the entertainment of the mind, and 
keeping it agreeably diverted from reflecting on its 
misfortunes or misery, makes exercise infinitely 
more beneficial, as thoughtfulness, anxiety and 
concern render it quite useless. 


He is definite in attributing these things 
to physical causes: 


I never saw any person labour under severe, ob- 
stinate, and strong neryous complaints, but I always 


-found at last, the stomach, guts, liver, spleen, 


mesentery, or some of the great and necessary 
organs .or glands of the lower belly were ob- 
structed, knotted, schirrous, or spoiled, and perhaps 
ali these together; and it may be very justly 
affirmed, that no habitual and grievous, or great 
nervous disorders, ever happened to any one who 
laboured not under some real glandular distemper, 
either scrophulous or scorbutical, original or 
acquired. 


There follow a number of cases, one of which 


was cured without any medicine whatever, 
by a clergyman. 


DOVAR 


Our old friend, Thomas Dovar(13), also 
writing in 1733, has a chapter on “Hypocon- 
driacal and Hysterical Diseases.” He says: 


Here are two different names for the same dis- 
temper; nor can they be distinguish’d otherwise 
than thus: what we call hypocondriacal in men, 
we term hysterical in women. I shall enter only 
on hysterical effects, because they are more com- 
mon, and more visible in the finer sex. There is 
no disease incident to human bodies but these 
hystericisms will counterfeit so exactly, that with- 
out the greatest caution, the physician must be 
deceived. 


He then goes on to give its effect when it 
seized the heart, the lungs, the gullet or 
cesophagus, the side, stomach, intestines, 
kidneys, the womb, and “neither are the 
teeth or nails free.” He attributes it to 


“an irregular motion of the animal spirits, 


which proceed from a weakness of them” 
and says: 


The only help which can be administered in this 
disorder, is to fortify the animal spirits, and 
strengthen the Genus Nervosum: which is done 
by proper neuroticks, deopulatives, and such as 
strengthen the stomach, and help digestion: In 
all these there are no evacuations; and yet it may 
be affirm’d, these are proper remedies in the 
above-mentioned disternper. - 


FLEMYNG 


In 1740; there appears a curious Latin 
poem with “Neuropathia” in the title. Flem- 
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yng(14) follows Willis in stating that hy- 
pochondria and hysteria are one and the 
same, and thinks that it is a disturbance of 
the nervous liquid and the animal spirits 
which causes the trouble. 
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chondriac, or Hysteric. Of fate, they have also 
got the name of Nervous; which appellation having 
been commonly given to many symptoms seemingly 
different, and very obscure in their rature, has 
often made it to be said, that Physicians have 
bestowed the character of nervous, on all those 
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WHYTT 


The trend of thought from then on is well 
indicated by Robert Whytt(15), sometimes 
called “the father of physiology,” writing in 
1765. His Preface has quite a modern tinge: 


The disorders which are the subject of the follow- 


ing observations, have been treated of by authors, 
under the names of Flatulent, Spasmodic, Hypo- 


disorders whose nature and causes they were ig- 
norant of. 


He has a section on “Sympathy of the 
Nerves” and says: 


Nothing makes more sudden or more surprising 
changes in the body, than the several passions of 
the mind. These, however, act solely by the media- 
tion of the brain, and, in a strong light, shew its 
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sympathy with every part of the system. Such is 
the constitution of the animal frame, that certain 
ideas or acfections excited in the mind, are always 
accompanied with corresponding motions or feel- 
ings in the body; and these are owing to some 
change made in the brain and nerves, by the 
mind or sentient principle: but what that change 
is, or how it produces those effects, we know not: 
as little can we tell, why shame should raise a 
heat and redness in the face, while fear is attended 
with a pzleness. These, and many other effects 
of the cifferent passions, must be referred to 
the original constitution of our frame, or the laws 
of union betweeñ the soul and body. 


He gives the general causes as: (1) “Some 
morbid matter bred in the blood; (2) the 
diminution or suppression of some habitual 
evacuaticn; (3) the want of a sufficient 
quantity of blood” ; and the particular causes 
as: “wind, tough phlegm, worms in the 
stomach and bowels; aliments improper in 
their nature or quantity; obstruction, fre- 
quently of the scirrhous kind, in the abdomi- 
nal viscera; sudden and violent affections 
of the mind.” He gives a number of cases, 
as well zs cures. 


MUSGRAVE 


Samuel Musgrave, writing in 1776, has 
an honest title, at least: Speculations and 
Conjectures on the Qualities of the 
Nerves(16). His general thesis is that all 
disease, :n the last analysis, is nervous, but 
he says in his introductory paragraph: 


As Philosophers at present pay but little regard to 
any doctrines, that are not supported by experi- 
ments, it becomes necessary for every man who 
sollicits their attention, either to support his opin- 
ions by experimental proof, or to shew that the 
subject he is treating will not admit of it. I am 
afraid tke Art cf Healing, notwithstanding the 
many ingenious attempts to illustrate and improve 
it by experiments, will be found in the end to 
fall under this latter description. To know the 


relative properties of any two substances, and - 


their agency one upon another, it is necessary to 
bring them both together to the test of experi- 
ment. Now the subject of medicine being the 
living human body, upon which we cannot at 
pleasure make experiments, we have no way of 
determining with philosophical exactness, the effects 
producible in it by the application of other sub- 
stances. 


= TISSOT 
Tissot(17), writing in 1755, speaks of 
the morzl causes of disease of the nerves and 


the effect of the imagination and nervous 
tension. He calls attention to the effect of the 
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“passions,” indicating that joy, hope, love 
and desire are not as apt to cause nervous 
troubles as are hate, envy, jealousy, rage 
and sadness. He has a good deal to say 
about sympathy of the nerves quite sugges- 
tive of the modern thought . concerning 
psychosomatic medicine. 


CULLEN 


William Cullen’s great work first appeared 
in 1777(18). Part II treats of Neuroses or 
Nervous Diseases, this possibly being the 
first appearance of the word “neuroses.” 
Since there are 171 pages, we can give them 
only the briefest attention. It is interesting 
to find chapters on Dyspepsia or Indigestion, 
Palpitation of the Heart, Dyspnoea or Dif- 
ficult Breathing, Colic, Diarrhoea, Diabetes. 
Hypochondriasis, or the Hypochondriac 
Affection, commonly called Vapors or Low 
Spirits, is treated at great length. Whereas 
it is described as a state of mind and there 
is much wise comment concerning the mental 
attributes, its seat is definitely the stomach 
and it is definitely associated with dyspepsia. 
He speaks of the moral causes, however, and 
the treatment is largely what would be called 
today psychotherapy or diversional therapy: 


It is now proper that we proceed to consider the 
most important article of our practice in this 
disease, and which is, to consider the treatment 
of the mind, an affection of which sometimes at- 
tends dyspepsia, but is always the chief circum- 
stance in hypochondriasis. What I .am to suggest 
here, will apply to both diseases; but it is the 
hypochondriasis that I am to keep most constantly 
in view. The management of the mind, in hypo- 
chondriacs, is often nice and difficult. The firm 
persuasion that generally prevails in such patients, 
does not allcw their feelings to be treated as 
imaginary, ner their apprehension of danger to 
be considered as groundless, though the physician 
may be persuaded that it is the case in both re- 
spects. Such patients, therefore, are not to be 
treated either by railery or by reasoning. It is said 
to be the manner of hypochondriacs to change 
often their physician, and indeed they often do it 
consistently ; for a physician who does not admit 
the reality of the disease, cannot be supposed to 
take much pains to cure it, or to avert the danger 
of which he entertains no apprehension. If in 
any case the pious fraud of a placebo be allowable, 
it seems to be in treating hypochondriacs; who, 
anxious for relief, are fond .of medicines, and, 
though often disappointed, will still take every 
new drug that can be proposed to them. 


There is much more having to do with 
occupation, recreation, and so forth, not es- 
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sentially different from the very latest word. 
Of hysteria he gives some comment and 
particularly describes the historical feature. 
His pathology is as follows: 

With respect to this, I-think it will, in the 
first place, be obvious, that its paroxysms begin 
by a convulsive and spasmodic affection of the 
alimentary canal, which is afterwards communi- 
cated to the brain, and to a great part of the 
nervous system. Although the disease appears to 
begin in the alimentary canal, yet the connection 
which the paroxysms so often have with the 
menstrual flux, and with the diseases that depend 
on the state of the genitals, shows, that physicians 
have at all times judged rightly in considering 
this disease as an affection of the uterus and other 
parts of the genital system. With regard to this, 
however, I can go no farther. In what manner 
the uterus, and in particular the ovaria, are 
affected in this disease; how the affection of these 
is communicated with particular circumstances to 
the alimentary canal; or how the affection of this, 
rising upwards, affects the brain, so as to occa- 
sion the particular convulsions which occur in 
this disease, I cannot pretend to explain. But 
although I cannot trace this disease to its first 
causes or explain the whole of the phenomena; I 
hope, that with respect to the general nature of 
the disease, I may form some general conclusions, 
which may serve to direct our conduct in the 
cure of it. 


PARKINSON 


James Parkinson in Medical Admonitions 
to Families (1803) (19), under “Hysterical 
Affections” states: “As these are, in general, 
symptomatic of some other disease; and 
most commonly, perhaps, of some particular 
affection of the uterine system, the rules for 
their treatment can only be formed, upon a 
knowledge of those particular circumstances 
to which they owe their origin”; and under 
“Hypochondriac Affection” hé quotes Cullen 
and then warns against ridiculing such pa- 
tients. He recognizes that the patient can do 
a great deal for himself and speaks of the 
fondness of patients for medicine. “The be- 
lief that this is due to the will of the sufferer 
is cruel and fallacious.” He recommends 
diversion, such as ‘cards, draughts, back- 
gammon and even chess. 


TROTTER 


Thomas Trotter(20), “Late Physician to 
His Majesty’s Fleet,” writes in 1808 on 
The Nervous Temperament and speaks of 
those diseases “commonly called Nervous, 


.sympathy with our emotions. . . 


Bilious, Stomach & Liver | Complaints: 
Indigestion: Low Spirits, Gout, etz.” 


But there is a spceies of. sympathy among certain 
organs of our body, that points out a more inti- 
mate connection with the mind, than what is pos- 
sessed ty others. The lungs and heart, in the 
thorax: the stomach, intestines, liver, and all 
the viscera subservient to digestion, have an innate 
.. I have alsa 
seen a considerable number of cases of nervous 
affection, with all the signs which re said te 
mark angina pectoris. 


Under “The General Doctrine of These 
Diseases” he says: 


The most prominent parts of the character of these 
diseases are, that they occur chiefly under peculiar 
modes of living; are hereditary, and affect, in a 
particular manner, the organs subservient to the 
preparation of nourishment. .... They are so 
far to be classed among mental disorcers, that a 
disposition of mind, not easily to be defined, at- 
tends every degree and stage of them; beginning 
with uncommon sensibility to all impressions; 
peevishness oi temper; irresolution cf conduct; 
sudden transitions from sadness to jcy, and the 
contrary; silent or loquacious; officiously busy, 
or extremely indolent; irrascible; false perceptions ; 
wavering judgment; melancholy; madness: ex- 
hibiting in the whole, signs of deranged sensation. 


And Anally: 


The causes which produce nervous diseases, may 
be divided into two kinds, namely, those which 
arise from the mind; and those which arise from 
the body. Of the first kind, are all the disorders 
of the passions: of the second kind, all those 
causes which affect particular organs of the body, 
that by their office, are intimately connected with 
the nervous system. Many of these causes, of 
both the mental and corporeal class, act for a 
length cf time before they bring forth actual 
disease; but this mode of operation would seem 
to happen only where there was no predisposition. 
They mey therefore be said to create predisposi~ 
tion, and when this is sufficiently done, a train of 
symptoms appears which constitutes real disease. 


GEORGET 


The Medical Renaissance, so-called, in 
France, resulted in a considerable literature 
concerning these matters. There were two 
schools of thought: one which regarded all 
these disorders as organic, and the other, as 
functional. Georget’s De la Phystologie du 
Systeme Nerveux et Specialement du Cer- 
veau (1821) (21) may be taken as an ex- 
ample cf the literature. Although most of 
the boox has to do with the viscera, he is 
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strongly of the opinion that there must be 
a lesion to account for the symptoms. 


Il y a pas plus de maladies sans changement 
queiconque dans les dispositions des organes, que 
de phénomènes fonctionnels sans organs. Je ne 
concois donc pas de que pourraient étre des lésions 
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vitales, nerveuses (hors des nerfs), de fonction, 
sans matière, etc, avec integrité de l’organisation. 
Mais je me garderai bien de prétendre toujours 
trouver aprés al mort la cause organique de tous 
les désordres observés pendant sa vie. 


He speaks of the neuroses of digestion and of 
the heart, the stomach, etc. 


Les trois opinions sur le siége de l’hystérie, qui 
nous restent à examiner, se ressemblent sous deux 
rapports: Putérus est etranger a la production de 
cette maledie; l’hystérie et ’hypochondrie ont le 
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même siége, sont, a très peu de chose pres, les 
mêmes maladies, se présentent chez Phomme et 
chez la femme, la premiére plus souvent chez 
celle-ci et la seconde plus fréquemment chez celui-la ; 
ce qui tient a des dispositions particulieres, rela- 
tives a des differences dans le système nerveux de 
Yun et de Pautre.” He then goes on to say: 
“Presque tous les auteurs qui ont émis l’opinion 
que nous examinons, ont fait dériver Vhysterie de 
troubles du canal alimentaire. 


BARRAS 


J. P. T: Barras, in a treatise on Les Gas- 
tralgies et Les Entéralgies, ou Maladies 
Nerveuses de VEstomac et des Intestins 
(1829) (22) says, under “Considerations 
Générales Sur Les Névroses” [and in a foot- 
note:| Lesion du sentiment et du mouve- 
ment, sans inflammation ni lesion de struc- 
ture. (Pinel, Nosog. philos.) : 


La doctrine dite physiologique a rendu de grands 
services a la médecine; je suis loin de les contester. 
Mais, en detruisant d’anciennes erreurs, elle en a 
creé de nouvelles, dont quelques-unes sont peut- 
être aussi dangereuses que celles qui existaient 
auparavant. Parmi ces nouvelles erreurs, il en 
est une surtout contre laquelle on ne saurait pro- 
tester avec trop d'énergie, parce quelle tend à 
faire et fait en effect de nombreuses victimes; 
cest celle qui consiste a regarder les névroses 
comme des inflammations, et a les traiter con- 
starmment par les antiphlogistiques. Je n’hesite 
point à le dire, cette innovation fait rétrograder 
la science, et devient souvent funeste aux malades. 


Here we have functional nervous disease. 
In the same treatise, under a chapter titled 
“Histoires Particuliéres’” he continues: 


Les praticiens sont souvent embarrassés dans le 
traitement des maladies de l’estomac, à cause de 
la diversité d'opinions et de l’incertitude qui exis- 
tent maintenant sur leur nature. Avant la doctrine 
physiologique, les auteurs admettaient générale- 
ment des affections nerveuses de cet organe; elles 
étaient connues sous les noms de _ gastralgie, 
gastodynie, cardialgie,. hypocondrie, etc. On les 
traitait par les adoucissans, les clamans, les toniques, 
les eaux minérales, les antispasmodiques, l'air de 
la campagne, l’exercice et les distractions. ` On 
variait d’ailleurs les moyens curatifs selon les 
causes de la maladie, Vidiosyncrasie des malades, 
et mille autres circonstances. Remettant tout en 
question, M. Broussais et ses partisans exclusifs 
ne veulent point admettre de névroses gastriques; 
a leurs yeux, toutes les maladies regardées comme 
telles jusqu’a ce jour sont des gastro-entérites 
chroniques survenues chez des personnes irritables, 
en d’autres termes des inflammations, qu'il faut 
constamment traiter par des sangsues a l’épigastre, 
Peau de gomme et le régime atonique. Les faits 
que je vais exposer pourront éclairer cette discus- 
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sion. Its feront voir que le principal organe digestif 
est souvent atteint d’affections purement nerveuses, 
c'est-à-dire de lésions de la sensibilité, sans inflam- 
mation ni altération de structure, et que ces affec- 
tions s’aggravent toujours par le traitement an- 
tiphlogistique rigoureux ‘et long-temps continué, 
tel qwon emploie aujourd’hui: en un mot, ces 
faits prouveront que les médicins. physiologistes 
sont dans lerreur à cet égard, et que sur ce sujet, 
comme sur beaucoup d'autres, loin d'avoir fait 
faire des progrés a la médecine, ils lui ont fait 
un grand mal, en la détournant de la route sire 
de Yobservation, pour la ramener vers le champ 
dangereux des systémes. Enfin, je crois pouvoir 
démontrer, par des faits concluans et des raisonne- 
mens plausibles: 1° que la gastro-entéralgie differe 
essentiellement de la gastro-entérite chronique; 
2° que la théorie dans laquelle ces maladies sont 
regardées comme identiques, et devant être traitées 
par les mêmes moyens, fait commettre des fautes 
extrêmement graves; 3° que cette théorie est, par 
conséquent, une arme dangereuse dans les mains 
des médecins inexpérimentés, ou séduits par les 
écarts de la nouvelle ecole. 


‘DUBOIS 


This controversy waxed so violent that 
a prize was offered for the best treatise on_ 
the subject. The prize was won by Frédéric 
Dubois of Amiens, who published the His- 
toire Philosophique de I’Hypochondrie et 
de I’Hystérie in 1833(23). There is not 
a new word in this treatise, but one wishing 
to review medical thought on these matters 
prior to this date need look no farther, for 
he covered the literary history thoroughly, 
if not critically. 


REID 


John Reid’s Essays on Hypochondriasis 
and Other Nervous Affections(24), written 
in 1823, contains the following remark: “In 
the class of what are called nervous affec- 
tions, it unfortunately happens that the very 
essence of the disease often consists in a de- 
bility of the resolution, that the ailment of 
body arises from an impotency of spirit, a 
palsy of the power of resistance.” He ap- 
parently does not distinguish between melan- 
cholia and hypochondria. The whole book 
may be characterized as a philosophical 
treatise on insanity. Cases in the appendix 
are referred to as madness. It is interesting 
that his first chapter is an essay on “The 
Influence of the Mind on the Body.” 
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BRODIE 


Sir Benjamin C. Brodie(25) (1837) be- 
came interested in functional nervous disease. 
He cut the median nerve, found hysterical 
patients with the same symptoms, and came 
to this conclusion: “Now such a case as 
this is by no means uncommon. It is only 
one of many which might be adduced in proof 
of this proposition, namely, that the natural 
sensations of a part may be increased, di- 
minished, or otherwise perverted, although 
no disease exists in it which our senses are 
able to detect either before or after death.” 


AXENFELD 


As late as 1864, Axenfeld(26) published 
a monumental work on the neuroses, which 
is largely a review of the previous literature.. 
He spoke particularly in these diseases of 
their functional nature and the absence of 
anatomical lesions, and also the ebsence of 
fever, the intermittent course, and the rarity 
of death. They are still classified according 
to the organs affected, although he has a good 
deal to say of the “passions.” However, 
there is hardly a new word in the whole 
treatise. 


' CHANNING 


Walter Channing(27), in 1860, published 
an interesting case, dividing his discussior. 
into Part I, Physical, and Part II, The Mind. 
Under the title, Bed Case, he expresses a 
great deal of insight into functional nervous 
disease. 

With advancing knowledge of electricity 
there had come into medicine a belief in the 
efficacy of this method of treatment. As early 
as 1776 Graham(28) had written a book 
on the subject. He speaks particularly ož 
cases cured by sitting in a grove near the 
doctor’s-house. What appears now to have 
been a faith cure was attributed by him to 
the miraculous rays of the galvanic current. 
Birch (1802) (29), Yatman (1810) (30) and 
Hare (1819) (31) give further evidence ‘of 
the efficacy of the galvanic current. 


BEARD 


The developinent of induced electricity in 
1831 was subsequently followed by the utili- 
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zation of faradism in therapy. Beard and 
Rockwell published a book in 1867 titled, 
The Medical Use of Electricity With Special 
Reference to General Electrigation(32). Ap- 
parently they had a large practice in New 
York and, as might be expected, a consider- 
able number of their patients were nervous. 
Electricity became the panacea for all ob- 
scure ills and Beard became its exponent. 
Beard states: “My first paper on this sub- 
ject, based on the study of thirty cases, was 
prepared in 1868, was read before the New 
York Medical Association, and was pub- 
lished in the Boston Medical and Surgical 
Journal April 29, 1869.” In this, an article 
titled, Neurasthenia, or Nervous Exhaus- 
ttom( 33), he says: 


I am to speak to-night of a condition of the 
system that is, perhaps, more frequently than any 
other, in cur time at least, the cause and effect 
of disease. I refer to neurasthenia, or exhaustion 
of the nervous system. 

The morbid condition or state expressed by this 
term has ‘ong been recognized, and, to a cer- 
tain degrez, understood, but the special name 
neurasthema is now, I believe, -for the first time 
presented to the profession. 

It is quite recently, indeed, that the phrase 
nervous exhaustion has been popularized, at least 
as a term expressive of any special condition of 
‘the system. Prof. Austin Flint, in his Treatise 
on the Principles and Practice of Medicine, de- 
votes a brief space to this subject, and acknowl- 
edges his indebtedness to Dr. Fordyce Barker for 
first suggesting the phrase nervous asthenia as 
expressive of a special morbid condition. Besides 


this brief notice cf Prof. Flint, this important . 


condition of the nervous system has not, so far 
as I know, been dignified by a separate heading, 
or distinct chapter in.any of our most approved 
treatises on the Practice of Medicine, although 
the general phrase nervous exhaustion quite fre- 
quently occurs in conversation and medical litera- 
ture, and :s now the common property of- the 
profession. 

My own attenticn was called to this morbid 
condition quite early in my professional life, and 
in the cultivation of the department of Neurology 
and Electrc-therapeutics, I have enjoyed excellent 
opportunities both for the study and the treatment 
of all the various grades and phases of this fre- 
quent malady. As a matter of necessity in de- 
scribing, recording and studying cases of nervous 
diseases, I have for some time been in the habit 
of employing the term neurasthenia to express the 
morbid state that is commonly indicated by the 
indefinite phrase nervous exhaustion. This nomen- 
clature would seem to be justified by philological 
analogy, by scientific convenience, and by actual 
necessity. 

The derivation of the term neurasthenia is 
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sufficiently obvious. It comes from the Greek 
veupor, ‘a nerve,’ a, privative, and o@e'vos, ‘strength’ ; 
and, therefore, being literally interpreted signifies 
want of strength in the nerve. 


From this time on, throughout his life, 
Beard became the prophet of neurasthenia. 
He spoke frequently and published widely, 
and neurasthenia, which he -called “The 
Great American Disease,” was firmly estab- 
lished in medicine till modern times. It is, 
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perhaps, the first unitary concept of func- 
tional nervous disease. Although Beard 
wrote on specific.types of neurasthenta, for 
instance sexual, his main thesis was one of 
nervous exhaustion, and as one reads his 
writings, it may with some appropriateness 
be said that they represent the origin of a 
chemical theory of disease; that is, he be- 
lieved that the wear and tear of modern 
American life exhausted the nervous system 
and produced toxins which poisoned the 
patient. If wear and tear was the cause of 
this condition and nervous exhaustion the 
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pathology, insofar as Beard was concerned, 
electricity, especially the faradic current, 
was the cure. 


Nore BY Eprror.—In his report “Neuropsychiatry 
in Michigan” (AMERICAN JOURNAL OF PSYCHIATRY, 
March 1943), Dr. Thomas J. Heldt states that Dr. 
Edwin Holmes Van Deusen, superintendent of the 
Michigan Asylum for the Insane at Kalamazoo, 
‘was the first to add the word ‘neurasthenia’ to the 
American medical vocabulary. He described its 
symptomatology in an article written in 1868 and 
published early in 1869, before and independently 
of the studies of George M. Beard published in 
the same year.” 

Dr. Stearns contributes this additional note: 

The article by Van Deusen is called “Supplement 
to the Report of the Board of Trustees of the 
Michigan Asylum for the Insane for the years 
1867-8.” It is dated Lansing, 1860. There is a 
preface dated February 24, 1869. So I take it this 
definitely stamps the publication of this article as 
February 24, 1869, though obviously prepared dur- 
ing 1868. The title of his article is “Observations 
on a Form of Nervous Prostration (Neurasthenia) 
Culminating in Insanity.” On page a he says: 


“As to the term neurasihenia, it is an old term, 
taken from the medical vocabulary, and used 
simply because it seemed more nearly than any 
other to express the character of the disorder 
and more definite, perhaps, than the usual term 
‘nervous prostration. ” 


So there is no question about the use of the word 
“neurasthenia” in print on February 24, 1860. 
However, he is describing cases admitted to a 
hospital for mental disease and his cases sound 
very much like what we now would call manic- 
depressive insanity—depressed. Van Deusen cites 
one case as early as 1860, but does not say whether 
he was using that term as early as that or not. 

Beard later states: “My first paper on this 
subject, based on the study of 30 cases, was pre- 
pared in 1868, was read before the New York 
Medical Association, and was published in the 
Boston Medical and Surgical Journal April 20, 
1869.” I have verified the publication of this. 

To summarize: Van Deusen used the word 
“neurasthenia” in print on February 24, 1869, and 
Beard used it in print April 29, 1869. Thus, from 
the standpoint of publication, Van Deusen has 
priority. 


COWLES 


The concept of neurasthenia continued to 
dominate thought, especially in America, for 
many years. As late as 1891, Edward 
Cowles(34), in a Shattuck Lecture read 
before the Massachusetts Medical Society, 
followed, in a general way, Beard’s teach- 
ings, though by this time the chemical con- 
cept became more fully developed. Cowles 
goes to great length into recent chemical 
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discoveries, uses the term “auto-intoxica- 
tion,’ and speaks of the condition as due to 
fatigue and, more specifically, due to the ac- 
cumulation of specific toxins in the body. 
His treatment is palliative. 

Articles by Levillain (1891) (35), Knapp 
(36) and Putnam (1896) (37) and Morton 
Prince (1898) (38) follow, in a general way, 
the concept of nervous exhaustion with its 
toxic effects. The trend is toward more 
emphasis on the mental attributes-of the 
disease. Prince especially speaks of re-edu- 
cation as a mode of treatment. 


MITCHELL 


However, it is likely that the greatest 
adaptation of Beard’s concept was made by S. 
Weir Mitchell of Philadelphia. His book, 
Fat and Blood: An Essay on the Treatment 
of Certain Forms of Neurasthenia and Hys- 
teria( 39), published in 1888, went through 
fifteen editions. His theory was decidedly 
chemical. He recognized the concept of ner- 
vous exhaustion, but attributed it to the Joss 
of fat and blood. His treatment, the rest 
cure, was prescribed for the specific purpose 
of increasing fat and blood. There is, per- 
haps, no more famous American physician 
and one of the chief causes ož his fame is the 
rest cure. He says: 


There remains a class of cases desirable to fatten 
and redden,—cases which are >sften, or usually, 
chronic in character, and present among them 
some of the most difficult problems which per- 
plex the physician. If I pause to dwell upon these, 
it is because they exemplify forms of disease in 
which. my method of treatment kas hac the largest 


success; it is because some of them are simply 


living records of the failure of every other rational 
plan and of many irrational ones; it is because 
many of them find no place in the text book. 
however sadly familiar they are to the physician, 
The group I would speak of contains that large 
number of people who are kept meagre and often 
also anaemic by constant dyspepsia, in its variec 
forms, or by those defects in assimilative processes 
which, while more obscure, are as fertile parents 
of similar mischiefs. Let us add the long-continued 
malarial poisonings, and we have a group of 
varied origin which is a moderate percentage of 
cases in which loss of weight ard loss of color are 
noticeable, and in which the usual therapeutic 
methods do sometimes utterly iail. For many of 
these, fresh air, exercise, change of scene, tonics 
and stimulants are alike valueless; and for them 
the combined employment of the tonic influences . 
I shall describe, when used with absolute rest, 
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massage and electricity, is often of inestimable 
service. 

A portion of the class last referred to, and which 
I have yet to describe, is one I have hinted at as 
the despair of the physician. It includes that large 
group of women, especially, said to have nervous 
exhaustion, or who are defined as having spinal 
irritation, if that be the prominent symptom. To 
it I must add cases in which, besides the wasting 
and anaemia, emotional manifestations predominate, 
and which are then called hysterical, whether or 
not they exhibit ovarian or uterine disorders. 

Nothing is more common in practice than to 
see a young woman who falls below the health- 
stancard, loses color and plumpness, is tired all the 
time, by and by has a tender spine, and soon or 
late enacts the whole varied drama of hysteria. 
As one or other set of symptoms is prominent 
she gets the appropriate label, and sometimes she 
continues to exhibit only the single phase of 
nervous exhaustion or of spinal irritation. Far 
more often she runs the gauntlet of nerve-doctors, 
gynaecologists, plaster jackets, braces, water-treat- 
ment, and all the fantastic variety of other cures. 

It will be worth while to linger here a little 
and more sharply delineate the classes of cases 
I have just named. I see every week—almost every 
day—-women who when asked what is the matter 
reply, ‘Oh, I have nervous exhaustion.’ When 
further questioned, they answer that everything 
tires them. Now, it is vain to speak of all of 
these cases as hysterical, or as merely mimetic. 
It is quite sure that in the graver examples exer- 
cise quickens the pulse curiously, the tire shows 
in the face, or sometimes diarrhoea or nausea 
follows exertion, and though while under excite- 
ment or in the pressure of some dominant motive 
they can do a good deal, the exhaustion which 
ensues is out of proportion to the exercise used. 
I have rarely seen such a case which was not 
more or less lacking in color and which had not 
lost flesh; the exceptions being those troublesome 
instances of fat anaemic people which I. shall by 
and by speak of more fully. 


SAVILL AND HAMMOND 


Neurasthenia appeared in every textbook 
of nervous disease, and Savill(40), writing 
in 1892, gives a bibliography of over 125 
titles. There were those who resisted the 
concept of neurasthenia. Among these was 
William A. Hammond(41). Hammond was 
a man of distinction and prestige, having 
been Surgeon General of the United States 
Army during the Civil War and professor of 
diseases of the mind and nervous system 
at the Medical University of the City of 
New York. Therefore he spoke with great 
authority when he attributed many of the 
conditions called neurasthenia to cerebral 
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hyperemia in his book published in 1878. 
He says in the Preface: : 


The disease which is considered in the ensuing 
pages is more common, according to my experi- 
ence, than any other affection of the nervous sys- 
tem. It is especially an outgrowth of our civiliza-' 
tion, and of that restless spirit of enterprise and 
struggle for wealth so characteristic of the Ameri- 
can people. It is an easily preventable disorder, 
not for this purpose requiring extensive hygienic 
operations, but simply the acts of the individual 
in using his or her brain with the same regard 
for its well-being as is ordinarily extended by the 
humane carter to the muscular system of his 
horse. The brain of man is strong: it will endure 
a terrible amount of ill usage; but there are limits 
to the abuse which may be inflicted upon it with 
impunity, and few there be who do not pass them. 

It is, perhaps, too much to expect the emotions 
to be entirely under the control of the individual, 
nor is it desirable that we should be reduced to 
the condition of intellectual automata, moved always 
by reason and judgment and never by feeling. 
But it is entirely within the power of every one, 
by that selfdiscipline sso seemly in all, to obtain 
such a degree of mastery over unworthy or 
excessive passions, as will prevent them dominating 
over the whole mind and body to the detriment 
of both. . 

Ill-regulated emotions are even more prolific 
of brain disorders than severe mental labor, and 
many a person considered to be suffering from 
what is called nervous prostration or exhaustion, 
is simply the subject of emotional disturbance and 
a consequent condition of cerebral hyperaemia. 

The last few years have witnessed the death of 
many distinguished persons from the direct re- 
sults of excessive brainwork, or the passional ex- 
citement so commonly produced in men and women 
by the multitude of causes in operation upon them. 
In the hope, that what I have written may tend to 
the prevention or alleviation of suffering, I send 
out this little monograph. 


He concedes his inability to prove cerebral 
hyperemia, but gives a lot of data in its sup- 
port and also quotes many other authors 
who support his belief. However, cerebral 
hyperemia never became a real rival of 
neurasthenia. 3 


BROWER 


The concept of auto-intoxication, how- 
ever, was developed extensively.’ Daniel R. 
Brower(42), in 1898, says: 


We are at the beginning of a new era in the 
pathogenesis and treatment of the neural diseases. 
The discovery of the neuron has resulted in mak- 
ing clear some of the dark passages in physiology 
and pathogenesis, and the dynamic changes pro- 
duced in these neurons by alcohol and other ex- 
trinsic poisons, that have been so marvelously 
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demonstrated by Andriezen, Van Gieson and others, 
and the reasonable inference that intrinsic poisons 
are equally powerful in establishing pathologic 
conditions, open up a new line of important thera- 
peutic investigation. 


He gives a great deal of chemical data and 
concludes as follows: 


Conclusions. r. Some of the nervous diseases are 
the product of auto-intoxication. 

2. This autotoxis produces a parenchymatous 
degeneration of the nervous system, acute or 
chronic, that may result in the destruction of the 
structure and function of the nerve cells. (Van 
Gieson and Andriezen.) 

3. The peculiar arrangement of the lymph chan- 
nels in the nervous system makes atito-intoxication 
of the brain possible by the blocking of these 
channels. 

4. The principal factor in this autotoxis is a 
disordered gastro-intestinal tract. 

5. Gastrectasis, intestinal dyspepsia and copros- 
tasis ‘are ordinary conditions producing gastro- 
intestinal intoxication. 

6. The diagnosis is to be made: (a) by a regional 
examination; (b) by examination of the gastric 
contents; and (c) by examination of the urine. 

7, The urines will show increased amounts of 
indican, diminished total sulphates, and an increase 
in the amount of ethereal or conjugate sulphates. 

8. There will also be found, usually in conse- 
quence of this autotoxis, a diminished hemoglobin 
record and a diminished number of red blood 
corpuscles. 

9. The treatment should consist of lavage, en- 
teroclysis, gastric and intestinal antiseptics, laxa- 
tives and hematinics. 


As is well known, this ultimately led to 
removal of the colon in certain cases. | 


BILLINGS AND SALMON 


Close upon the heels of auto-intoxication 
came the focal infection theory, well set 
forth by Frank Billings(43) in 1916. The 
improvement of anesthesia and the develop- 
ment of asepsis had allowed the surgeons a 
freedom of action never before dreamed. 
' Whatever the neurologists and psychiatrists 
might say, pain and mal-function, to the rank 
and file of the medical profession, ‘were vis- 
ceral diseases. Fortified by concepts of auto- 
intoxication and focal infection, the surgeon 
ruthlessly attacked his patients. The uterus, 
no longer. a little animal running about the 
body causing trouble, was a possible source 
of infection, and so the whole superstition 
was rationalized again and the uterus fell 
a victim to the efficacy of modern surgery 
and the lack of complete understanding of 
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functional nervous disease. The large in- 
testine, the appendix, gallbladder, tonsils, 
teeth, fell before the onrushing belief in 
focal infection. As late as 1924 Thomas 
W. Salmon(44) says: 

Just what form of physical disease the psycho- 
neurosis is transformed into depends upon the 
direction of medical interest at the time. Uterine 


displacements, impacted molars and endocrine dis- 
orders have all served their turn. 


TIMME 


Contemporary with focal infection came 
endocrine imbalance. The ductless gland 
lent itself readily to mysticism and specu- 
lation and, beautifully aided and abetted by 
manufacturing pharmacists, the ox and the 
sheep were exploited in what now appears 
to have been but a forlorn hope. The work oi 
Walter Timme(45) is typical and perhaps 
represents the high tide of the belief tha: 
endocrine imbalance was basic in causing 
functional nervous disease. : 

We have now reached the period of the 
full impact of the Freudian dogma, which 
is not history but contemporary thought. In 
the sixties and seventies, soear-pointed by 
the work of Charcot in France, there grew 
up a vigorous and lusty offshoot of medicine 
concerning itself with the psychic manifesta- 
tions of nervous disease. This developed 
with little regard for the fundamental facts 
of internal medicine and had little effect 
upon the great body of medical thought and 
practice. The doctor, representative of the 
common man, still considered nervous man- 


ifestations as visceral disease and attacked’ 


such diseases, as of old, with such surgical 
and medical procedures as the philosophy 
of the time indicated. There was, in fact, 
a dichotomy in thought and practice. 

I shall not attempt to even review the 
development oi psychogenesis, psychopathol- 
ogy or psychotherapy, as these matters are 
not pertinent to the history. In fact, it may 
safely be assumed that the psychiatrists of 
today are familiar with these comparatively 
recent developments. However, in order to 
complete the perspective, it seems well to 
add a word about present-day trends. 

Within the last few years studies have 
been made of the social situation of persons 
with functional nervous disease. The work 
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of Walter C. Alvarez(46-48) and his asso- 
ciates at the Mayo Foundation(49, 50) is 
characteristic. Finally, the term “psycho- 
somatic medicine” represents the most mod- 
ern development. Beginning with the epoch- 
- making contribution of Walter B. Can- 
non(51), more and more attention has been 
given to this subject, both on the part of in- 
ternists and psychiatrists. The literature is 
vast, but the work of Myerson(52) and of 
Pratt(53) is typical. It has been. well sum- 
marized by Dunbar(54) in Emotions and 
Bodily Changes: A Survey of Literature on 
Psychosomatic Relationships, 1910-1933 (2d. 
edition, 1938). 


SUMMARY 


In perspective it is obvious that a vela- 
tionship between psyche and soma has been 
observed during the whole history of medi- 
cine. Until well within the last one hundred 
years no one conceived of nervousness in 
terms other than visceral disease. During 
the past hundred years there has been in- 
creasing emphasis upon the importance of 
psychological manifestations of illness until, 
at the high point of this interest the soma 
was almost forgotten. The tide has receded 
until now the interest is in the interrelations 
of physical and mental factors. The dif- 
ference is that early physicians thouglt in 
terms of visceral disease as causing nervous 
manifestation, while today we have reversed 
the trend and think of visceral disorder in 
terms of nervous disease. 

Reflection upon the history of medical 
thought may be profitable. The best minds 
of medicine have struggled with these dis- 


orders ani contemporary fashion has been 


accepted as ultimate truth. The excellent 
descriptions show powers of observation 
of the highest quality, but the interpreta- 
tion and the treatment are entirely matters 
of contemporary philosophy. To quote 


Lecky: 

.The doctrine, that the opinions of a given period 
„are mainly determined by the intellectual condi- 
tion of society, and that every great change of 
opinion is the consequence of general causes, 
simply implies that there exists a strong bias which 
acts upon zll large masses of men, and eventually 
triumphs over every obstacle. ‘The inequalities of 
civilisation, the distorting influences arising out 
of special circumstances, the force of conservatism, 
and the efforts of individual genius, produce in- 
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numerable diversities; but a careful examination 
shows that these are but the eddies of an advanc- 
ing stream, that the various systems are being 
all gradually modified in á given direction, and 
that a certain class of tendencies appears with 
more and more prominence in all departments of 
intellect. 


Nervous exhaustion, anemia, cerebral hy- 
peremia, auto-intoxication, focal infection, 
glandular dysfunction, and psychogenesis 
have their day and then disappear except 
as matters of medical curiosity. This should 
lead us to a cautious, temperate and critical 
evaluation of present-day thought, in order 
that we may avoid, through excessive con- 
fidence, belief that the last hypothesis 
represents the ultimate truth. 
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THE GENETIC THEORY OF SCHIZOPHRENIA 


An ANALysis oF 691 Scuizopprenic Twin Inpex FAMILIES! 
FRANZ J. KALLMANN, M.D., New York, N. Y. 


Despite notable changes in the attitude 
of contemporary psychiatry toward the con- 
stitutional problems of psychosomatic medi- 
cine, there is still a tendency to perpetuate the 
genetic theory of schizophrenia as a contro- 
versial issue. . 

Some arguments thrive largely on dialectic 
grounds and, from a scientific standpoint, are 
more apparent than real. Others are based 
on preconceptions which are kept alive by an 
ambiguous terminology and the pardonable 
tendency either to oversimplify a complex 
causality or to mistake it for obscurity. A 
main source of misunderstanding is the er- 
roneous belief that acceptanee of causation 
by heredity would be incompatible with 
general psychological theories of a descrip- 
tive or analytical nature, or that it might 
lead to a depreciation of present educational 
and therapeutic standards. Evidently, there 
is no point in presenting evidence of the in- 
heritance of schizophrenia, if in subsequent 
statements the etiology of schizophrenic psy- 
choses is likely to be listed as unknown, or 
if reservations are made regarding a similar 
psychotic syndrome labeled dementia præcox, 
or if the given genetic mechanism is finally 
dismissed as unessential or non-Mendelian. 

From a genetic point of view, the main 
question to be clarified is whether or not the 
capacity for developing a true schizophrenic 
psychosis is somehow controlled by inherited, 
predispositional elements. In order to settle 
this problem beyond any reasonable doubt, 
only three types of investigative procedure 
are available. They are: 


(1) The pedigree or family history method, 

(2) The contingency method of statistical predic- 
tion, and 

(3) The twin study method. 


1 Read at the 102d annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 
27-30, 1946. 

From the Department of Medical Genetics of 
the New York State Saad Institute and 
Hospital, New York 32, N. Y. 


The investigation of individual family his- 
tories is the oldest, simplest, and most popu- 
Jar method of recording familial occurrence 
of an apparently hereditary trait. Such a 
pedigree is often impressive to behold and 
sometimes as suggestive of the operation of 
heredity as is true with respect to the family 
unit ? presented in Fig. 1. If the mating of 
two psychotic parents is found, under cer- 
tain circumstances, to be capable of giving 
rise to seven definite cases of schizophrenia 
among the offspring, that is, in all the 
children of this union who reached the age 
of maturity, it would seem inacequate to 
disregard the possible significance of the 
biological factor prerequisite for inheritance, 
namely, consanguinity. On the basis of this 
single observation, however, the genetic hy- 
pothesis would be no more conclusive than 
either the assumption of folie à neuf due to 
“psychic contagion” or the supposition that 
the psychosis of the father of this remarkable 
sibship was not “inherited” because his par- 
ents had apparently been ordinary first 
cousins without schizophrenia. 

Obviously, the general usefulness of the 
pedigree method is limited to the study oi 
relatively rare unit characters which are 
easily traced and fairly constant in their 
clinical appearance. In more common traits 
and especially in irregularly expressed anom- 
alies such as schizophrenia, it is necessary 
to employ statistical methods which demon- 
strate more clearly the effect of blood rela- . 
tionship. 

This objective is accomplished by the 


- contingency method, which compares the 


morbidity rates for representative samples 
of consanguineous and non-consanguineous 


groups. The results of such a procedure will 


2 The investigation of this family was carried out 
in collaboration with Miss Jean Mickey. The psy- 
chiatric aspects of this study will be discussed in 
another publication. As all the other charts and 
tabulations, the pedigree was arranged by Mrs. 
Helen Kallmann. 
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indicate whether or not a given anomaly 
occurs more frequently in blood relatives of 
unselected index cases than is to be expected 
in tke light of the normal average distribu- 
tion of the trait in the general population. 
The available morbidity figures for schizo- 
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to have lived under socio-economic condi- 
tions which cannot be compared directly. 
However, one essential point has been 
confirmed by all of these studies, namely, 
that the incidence of schizophrenia tends to 
be higher in blood relatives of schizophrenic 
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Fic. 1.—Pedigree of a family showing unusual accumulation of schizophrenic cases. 
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Fic. 2.—Schizophrenia rates obtained with the contingency method of statistical prediction. 


phrenia, obtained with the contingency 
method, zre summarized in Fig. 2. The 
rates refer to different population and con- 
sanguinity groups and may have been com- 
piled with different degrees of statistical 
accuracy. The samples differ in size as well 
as in uniformity, and many of them seem 


index cases than it is in the general popula- 
tion. Concerning the offspring of schizo- 
phrenic index cases it has been shown that 
their morbidity rates range from 16.4 to 68.1 
per cent, that is, from nineteen to about 
eighty times average expectancy, according 


-to whether one or both of their parents are 
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schizophrenic (Fig. 3). It is tə be verified, 
therefore, that the chance of developing 
schizophrenia in comparable environments 
increases in direct proportion to the degree 
of blood relationship to a schizophrenic index 
case. If such evidence can be supplied, in- 
transigent supporters of purely environ- 
mental theories should be expected to dem- 
onstrate with equally precise methods that 
a consistent increase in morbidity is found 
associated with particular environmental cir- 
cumstances in the absence of consanguinity. 





CHILDREN OF ONE 
SCHIZOPHRENIC PARENT 


CHILDREN OF TWO 
SCHIZOPHRENIC PARENTS 





GRANDCHILDREN NEPHEWS AND NIECES 


GENERAL POPULATION RATES: 


R SCHIZOPHRENIA = 0.85 PER CENT 


= SCHIZOID PERSONALITY = 2.9 PER CENT 


Fic, 3.—Expectation of schizophrenia and schizoid 
personality in descendants of schizophrenics. 


In order to establish the hereditary nature 
of a psychosis beyond the possibility of ran- 
dom contingency and in relation to the in- 
teraction of predispositional genetic elements 
and various precipitating or perpetuating in- 
fluences acting from without, the best avail- 
able procedure is the twin study method in 
conjunction with an ordinary sibling study. 
Such a combination method? has been adopted 


3 A more detailed description of the method can 
be found in a previous report of F. J. Kallmann 
and D. Reisner, “Twin Studies on Genetic Varia- 
tions in Resistance to Tuberculosis,” Journal of 
Heredity, Vol. 34, No. 9. 
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in our long-range studies of specific behe- 
vior disorders and has been called by ts 
“Twin Family Method” (Fig. 4). This agf- 
proach provides six distinct categories c= 
sibship groups reared under comparable er- 
vironmental conditions; namely, monozy - 
gotic twins, dizygotic twins of the same sex, 
dizygotic twins of opposite sex, full siblings, 
half-siblings, and step-siblings. If the as- 
sumed genetic factor exists and the par: 
played by the twinning factor is negligible, 
the statistical expectation will be that tke 
morbidity rates for full siblings and dizygot:c 
twin partners should be about the same, but 
they should clearly differ from the rates fcz 
the other sibship groups. 

One-egg twins are expected to show tre 
highest concordance rate for a genetically 





STEP- SIBLINGS HALF -SIBLINGS SIBLINGS 
OPPOSITE=SEXED SAME-SEXED MONOZYGOTIC 
DIZYGOTIC TWINS DIZYGOTIC TWINS TWINS 


Fic. 4.—Degree of consanguinity in twin family 
method. 


determined disorder, even if brought up -= 
different environments. Two-egg twins may 
be either of the same or of opposite sex, but 
genetically they are no more alike than any 
other pair of brothers and sisters who aze 
born at different times. Half-siblings wich 
only one parent in common should be abo- 
midway between the full siblings and the 
non-consanguineous step-sib-ings, if the given 
morbidity depends on the closeness of blood 
relationship rather than on the similarity in 
environment. | 

In order to obtain statistically represe=- 
tative material for the application of this 
method, our survey was organized on a state- 
wide basis. The twin index cases (Fig. 5) 
were collected from the resident populatio=s 
and new admissions of all mental hospite-s 
under the supervision of the New York Stete 
Department of Mental Hygiene. The dan- 
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ger cf bias on account of technical selective 
factors in the sampling of the material was 
avoided by referring the determination of the 
twin index cases to the staffs of the hospitals 
cooperating in the survey. The only criteria 
for selection were that the reported cases 
be bern by multiple birth and that they had 
been admitted with a diagnosis of mental 
disease. 

_ The classifications of both schizophrenia 
and zygocity were made on the basis of 
personal investigation and extended observa- 
tion. The twin diagnosis was based on find- 
ings obtained with the similarity method, 
since it is known now that monozygotic twins 
are not necessarily monochorial. The statis- 
tical analysis was limited to the families of 
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monozygotic and 517 dizygotic index pairs 
with schizophrenia in at least one member 
or, more precisely, 691 pairs constituted by 
1,382 twins, of whom 794. were legitimate 
index cases. Of the dizygotic sets, 296 are 
same-sexed and 221 are opposite-sexed. 

The excess of female over male index 
cases ‘is almost 20 percent. The ratio of 
white to nor-white index cases is about 14:1. 
Approximately 70 percent of the index cases 
are unmarried. The proportion of nuclear 
cases, characterized by hebephrenic or cata- 
tonic psychoses with the tendency to pro- 
gression and deterioration, amounts to 68 
percent. 

The various groups of relatives included 
in the analysis of these 691 twin index fam- 


All schizophrenic twin index cases reported * ota 
All complete index pairs studied t 


' Racial Diagnostic 
Marital status distribution distribution Dizygotic 
Non- Periph- Total Mono- Same Opposite Total 
Single Married White white Nuclear eral number zygotic sex ie j hamber 

Male. wccelincetaues 292 70 337 25 253 109  3ć2 75 132 221 7h 
f - 4 : 2 

Female ......cccees 265 166 405 27 290 142 432 99 164 221 373% 
2 

_ Total number .. 558 236 742 52 543 251 794 > 174 206 221 601 


* Withou: index cases whose cotwins were unavailable at the age of 15 years. 
f The difference between 794 index cases and 691 index pairs is explained by the fact that in 103 pairs both twin 


partners were reported as index cases and acceptable as such. 


Fic. 5.—Racial and diagnostic distribution of the twin index cases. 


794 schizcphrenic twin index cases whose 
cotwins were available for examination at 
the age of fifteen years. These index cases 
were reported within a period of nine years 
by twenty institutions, which in 1945 had a 
total resident population of 73,252 patients 
with: 47,929 schizophrenics and 12,316 new 
admissions. 

The random sampling of the 691 index 
pairs is indicated‘by the close correspondence 
between the statistically expected figure of 
25.6 percent for the proportion of monozy- 
gotic twin pairs in an unselected American 
twin group, and the actual percentage of 25.2 
as obtained with the Weinberg Differential 
Method for the present study.: It is in ac- 
cordance with expectation that the main 
deficit is cn the part of dizygotic twins of 


opposite sex. Altogether, there are 174 


ilies are identified in Fig. 6. There are 
1,382 twins, 2,741 full siblings, 134 half- 
siblings, 74 step- siblings, I,I91 parents and 
254 marriage partners of twin patients, mak- 
ing a total of 5,776 persons who have been 
uniformly classified according to their men- 
tal, social and genealogical conditions. 
The collective schizophrenia rates for the 
different relationship groups are compared 
in Fig. 7. The variations in age distribution 
have been corrected by the use of the 
“Abridged Weinberg Method.” The result- 
ing morbidity rates are average expectancy 
figures valid for persons above the chief 
manifestation period, which in this study 
was assumed to extend from the age of 
fifteen to forty-four. 
Regardless of whether the uncorrected or 
corrected rates are taken into account, they 
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are in definite accordance with genetic ex- 
pectation regarding both schizophrenia and 
schizoid personality. The corrected schizo- 
phrenia rate for full siblings amounts to 14.3 
percent, corresponding closely with the col- 
lective concordance rate for dizygotic twin 
pairs (14.7 percent), although it clearly ex- 
ceeds the rate for half-siblings (7.0 percent). 
A comparison with our previous sibship 
figures reveals only minor variations which 
seem sufficiently explained by the different 
sampling procedures of sibship and descent 
studies. Our previous schizophrenia rates 


Full 
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comparison is limited to the groups of same- 
sexed dizygotic and separated monozygotic 
twin pairs (Fig. 8). Their morbidity rates 
vary from 17.6 to 77.6 percent, and this 
difference is still so pronounced that explana- 
tions on non-genetic grounds are very diffi- 
cult to uphold. The total morbidity distribu- 
tion as summarized in Fig. 8 is a rather 
clear indication that the chance of developing 
schizophrenia increases in proportion to the © 


_ degree of consanguinity to a schizophrenic 


index case. The only other syndrome show- 
ing a significant increase in the index fam- 








Husbands 
and - 

wives of 
Half- Step- index Total 
siblings siblings Parents cases number 
84 47 618 221 3,850 
50 27 573 33 1,926 
134 74 1,191 254 5,776 


Fic. 6—Number and relationship of the persons included in the survey. 


Twins _siblings 
DeWine: Gaari akuntan 1,198 1,682 
Dad serores sro ee oE eens 184 1,059 
Total number ............ 1,382 2,741 
; Parents 
Statistically ¢Number of persons.......... LIQI 
uncorrected | Cases of schizophrenia....... 108 
rates Incidence of schizophrenia *.. ' QI 
sone 7 Schizophrenia f ......-..0006 9.2 
morbidity ist i 
rates Schizoid personality ......... 34.8 


Relationship to schizophrenic twin index cases 


Husbands - LDizy- Monozy- 
and Step- Half- Full gotic gotic 

wives siblings siblings siblings co:wins cotwins 
254 85 134 2741 517 174 
g I 4 205 53 120 

2.0 1.4 4.5 10.2 10.3 69.0 

2.1 1.8 7.0 14.3 14.7 85.3 

3.1 2.7 12.5 31.5 23.0 20.7 


* Related to all cases of schizophrenia and to all persons over age 15. 
t Related only to definite cases of schizophrenia and to half of the persons in the age group 15-44 (plus all persons 


over age 44). 


Fig. 7.—Incidence of schizophrenia and schiz 


were 7.6 percent for half-siblings, 11.5 per- 
cent for full siblings, and 12.5 percent for 
dizygotic cotwins. . 

The newly obtained morbidity figures for 
step-siblings and marriage partners of schiz- 
ophrenic index cases are 1.8 and 2.1 percent, 
respectively, showing a small excess over 
the general population rate of.0.85 percent. 
So far as this excess is statistically signifi- 
cant, it is referable to the effect of mate 
selection rather than an expression of socially 
induced insanity. 

By contrast, the difference in concordance 
between two-egg and one-egg twin partners 
ranges from 14.7 to 85.8 percent An almost 
equally striking difference remains, if the 


= 


oid personality in the twin index families. 


ilies is that of schizoid personality changes, 
whose genetically heterogeneous nature hes 
been discussed in previous reports. 
Concerning the total morbidity rate of 
85.8 percent for monozygotic cotwins it 
should be borne in mind that the figure ex- 
presses the chance of developing schizo- 
phrenia in a comparable environment for 
any person that has survived the age of 
forty-four and is genetically identical with a 
schizophrenic index case, but is not distin- 
guished by the-fact of having been selected 
as the child of such an index case. The last 
point needs particular emphasis, since it 
apparently explains the difference between 
the morbidity rates of 68.1 and 85.8 per- 
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Fic. 8: Expectancy of schizophrenia.and schizoid 
pes onay y in blood relatives of schizophrenic in 
‘index cases. 
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schizophrenics must have had a- chance of 
getting married and producing offspring. - 
According to-our previous fertility studies 
(Fig. 9), the total reproductive ~ rate of 
schizophrenic index cases is not more than 
about half. that of a comparable. general 
population. However, the decrease.in fer- 
tility is much more pronounced in the nuclear 
group of schizophrenia, comprising the de- 
teriorating types of hebephrenia and cata- 
tonia, than it ïs in the paranoid and simple 
cases. The consequence is that milder schizo- 
phrenic cases have a better chance of re- 
producing a schizophrenic child than have 
the more severe cases. If the children of 
one schizophrenic parent will often be the 
offspring of patients with lessened severity. 
of their symptoms, the children of two. 


` schizophrenic ‘parents may be expected to 


represent an even greater selection of po- 
tential schizophrenics in the direction of a 
Obviously, 
such a process of natural selection does not 


| GENERAL POPULATION 
_ NUCLEAR GROUP © 
| PERIPHERAL - GROUP 
| ALL SCHIZOPHRENICS 


| GENERAL POPULATION 
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` PERIPHERAL SIMPLE AND PARANOID 
- GROUP OF CASES WITHOUT 
' SC EOF ARENA _ DEFINITE DE iai 


Fic. 9 A and birth rates of sctiec putea hospital patients. 


cent as found for the children of two schizo- 
phrenic parents and for the monozygotic 
cotwins of schizophrenic index cases, re- 
spectively. In fact, it is only by a compari- 
son of these two figures that a satisfactory 


estimate can be obtained of the extent of. 


biased sampling in a morbidity study deal- 
ing with children of schizophrenic index 


cases. In order ta provide such a sample, 


operate in persons who have only the dis- 
tinction of being’ the monozygotic cotwins 
of schizophrenic twin index cases. 
Clinically it is very important that neither 
the offspring of two schizophrenic parents 
nor the monozygotic cotwins of schizophrenic 
index cases have a morbidity rate of 100 per- 
cent as would ibe expected theoretically in 
regard toa strictly hereditary trait. This 


l 
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observation indicates a limited expressivity 
of the main genetic factor controlling schizo- 
phrenia, but it should not be misinterpreted 
in the sense that the extent of the deficit is 
an adequate measure of the part played by 
non-genetic agents in the production of a 
schizophrenic psychosis. From a biological 
standpoint, the finding classifies schizo- 
phrenia as both preventable and potentially 
curable. The implication is that the main 
schizophrenic genotype is not fully expressed 
either in the absence of any particular fac- 
tor of a precipitating nature or in the pres- 
ence of strong constitutional defense mecha- 
nisms which in turn are partially determined 
by heredity. The statistical difference be- 
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should be sought especially for a finding 
which is never accounted fer by exponents 
of purely “cultural” theories of schizo- 
phrenia. This rather striking observation is 
that over 85 percent of our groups of sib- 
lings and dizyg gotic cotwins did nət develop 
schizophrenia, although about 10 percent o-- 


them had a schizophrenic parent, all of them 


had a schizophrenic brother or sister, and 
a large proportion shared the same environ- 
ment with these schizophrenics before and 
after birth. 

For anatomical reasons, prematurity of 
birth, instrumental delivery and reversal im 
handedness are more common in twins thar 
in ‘single-born individuals. It is shown ir 
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OF 41 TWIN PAIRS IN WHOM ONLY ONE OF THE TWO SCHIZOPHRENIC TWIN PARTNERS WAS FOUND TO BE 


LEFT-HANDED, 23 PAIRS WERE MONOZYGOTIC. 


Fic. 10.—Handedness and instrumental delivery in the twin index pairs. 


tween observed and expected morbidity rates 
for unquestionably homozygous carriers of 
the schizophrenic genotype does not mean, 
however, that heredity is effective in only 
70 to 85 percent of schizophrenic cases, or 
that it is essential merely to the extent of 
70 to 85 percent in any one case. 

In order to exclude the possibility that the 
entire difference in morbidity between mono- 
zygotic and dizygotic cotwins might be suf- 
ficiently explained by factors other than 
genetic, it is necessary to analyze the mor- 


bidity rates for the various sibship groups. 


in relation to any developmental or environ- 
mental circumstances peculiar to twins and 
siblings. In this evaluation of significant 
similarities and dissimilarities in the life 
conditions of various relationship groups in 
our index families, a credible explanation 


Fig. 10, however, that no one of these fac- 
tors has any bearing on the occurrence c’ 
schizophrenia in persons who happen to be 
twins. There is practically no difference be- 
tween concordant and discordant twin pairs 
in the frequency of premature birth (14.3- 
15.4 percent) or of instrumental delivery 
(4.1-4.2 percent). In discordant index pairs, 
over 82 percent are alike in regard to handed- 
ness, the vast majority (81.8 percent) beirz 
right-handed. In the uniuke pairs, left 
handedness cccurs about as often in the 
non-schizophrenic twin partners (9.1 per 
cent) as in schizophrenic twin index cass 
(8.2 percent). It is in accordance with ex- 
pectation that most of the concordant twin 
pairs showing dissimilarity as to left-hande 
ness are monozygotic. 

The collective morbidity rates G the c> 
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twins are modified by a variety of secondary | 


factars, genetic as well as non-genetic, but 
certainly not to an extent which would ex- 
plain the marked difference between the two 
types of twins. Variation in relation to the 
sex factor cannot exist in monozygotic twin 
‘pairs and is of equally limited extent in the 
groups of siblings and dizygotic twins. The 
range of the former group is from 12.3 to 
16.1 percent, and that of the latter group 
from 10.3 to 17.6 percent (Fig. 11). The 
difference in morbidity remains constant re- 
gardiess of whether the siblings and cotwins 
are male or female. This sex variation is 
an indication that fraternals belonging to the 
same sex as a given index case have a 
greater chance of being alike in any particu- 
lar circumstances which may favor the mani- 
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Fic. 11.—Variations in the schizophrenia rates of 
siblings and twin partners according to sex and the 
similarity cr dissimilarity in environment. 

K 
festation cf the schizophrenic genotype. It 
is clear, however, that these sex variations 
are by no means extensive enough to per- 
mit a non-zenetic explanation for the entire 
difference, or a major part of the difference, 
between tke concordance rates of monozy- 
gotic and dizygotic twin pairs. ' 

The main variations in the morbidity rate 
of monozygotic cetwins are apparently asso- 
clated -with age at disease onset, type of 
psychosis, and a variety of extrinsic factors 
causing significant changes in the physical 


development and general health status of . 


one twin gartner. Most of these modifica- 
tions in susceptibility or resistance do not 
lend themselves to statistical analysis, and 
it is impossible here to enter into a discus- 
sion of individual twin histories. It is essen- 
tial, however, to stress the great variability 
of such contingent influences, because it is 
this point which makes the etiology of schizo- 
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phrenic processes so complex and a care- 
fully adapted program of constructive thera- 
peutic measures so important. Many of our 
twin histories indicate that incidental fac- 
tors such as pregnancy, intercurrent disease, 
or a reducing diet which may have been re- 
sponsible for the crucial difference between 
health and psychosis in one twin pair, will 
not have the same vital effect in others. 
The morbidity rate for monozygotic co- 
twins varies trom 77.6 to 91.5 percent for 
those twin partners who were or were not 
separated for over five years prior to dis- 
ease onset in the index twin (Fig. 12). It has 
already been emphasized that this statisti- 
cal difference is no adequate expression of 
the relative effect of extraneous circum- 
stances on the development of schizophrenia 
in genetically alike persons. Separation is 
no exact measure of dissimilarity in regard 
to environmental agents precipitating schizo- 
phrenia. There are numerous factors of 


‘potential etiological significance, which are 


practically universal. In fact, our group of 
separated one-egg pairs includes twins who 
developed schizophrenia at almost the same 
time, although their separation took place 
soon after birth and led to apparently very 
different life conditions. 

Conversely, even with similar environment 
it cannot be expected that the time of onset 
of a schizophrenic psychosis in genetically 
identical persons will be exactly the same. 
It is shown in Fig. 13 that simultaneous 
occurrence af schizophrenia is found in only 
17.6 percent of monozygotic twin pairs. In 
about one-half of the index pairs (52.9 per- 
cent) there is a difference of one month to 
four years, and in over one-quarter the dif- 
ference may be from four to twelve years. 


' Psychobiologically it is of interest to note 


that significant dissimilarities in symptoma- 
tology are observed only in. twin- partners 
who show a definite variation in age of 
onset. 

The age discrepancies between twin part- 
ners remain about the same if, the compari- 
son is based on the dates of first admission. 
The average age at disease onset is 22.1 
years for the index twins, and 25.6 years 
for the cotwins. 

There are also certain differences in the 
period of time during which either the twin 
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partners were under observation before they 
were classified as concordant or discordant 
as to schizophrenia, or during which the 
concordant pairs had been separated before 
the index twins developed their psychosis. 
A glance at Fig. 14 will reveal, however, 
that these differences are entirely insuffi- 
cient to explain the variations in morbidity 
between one-egg and two-egg types of twins. 
The separated concordant twins had lived 
apart for an average of 11.8 years before 
disease onset in the first twin, and the dis- 
cordant index pairs had reached a total 
average age of thirty-three years at the time 


* Separated for five years or more prior to the onset of schizophrenia in the index twin. 
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equally distributed among the discordant 
index pairs.. The ratio for all discordant 
pairs is 5.5:4.5, and that for mcnozvgotic 
pairs alone is 6: 4. 

Additional evidence against a simple cor- 
relation between closeness of blooc relation- 
ship and increasing similarity in environment 
with correspondingly intensified pressure 
toward development of a psychosis is ob- 
tained by an investigation of the distribution 
of concordance and discordance in similar 
and dissimilar environments in both groups 
of index pairs (Fig. 15). This analysis in- 
dicates that 22.4 percent of all monozygotic 


Separated * Non-separated Total 
pairs pairs number 
vane 50 115 174 
cwis $70 91.5 35.8 


Ñ $ 


Fra. 12--Concordance as to schizophrenia in separated and non-separated pairs of 
: monozygotic twins. 


Average age in years 


Difference 
between 
; First Second twin 
twin twin partners 
Onset of disease.......... 22.1 25.6 3.5 
First admission .........- 26.0 30.3 4.3 


Percentage of twin pairs showing differences in age 
at onset of schizophrenia 


No, 

differ- 0.1-4 4.1-8 8. 1-12 12,1-26 16,1-20 
ence years years years years years 
17.6 52.9 18.6 10.8 7 “E 
26.5 38.2 21.6 7.8 3.9 2.0 


Fic. 13.~Variations in the average age at disease onset and first admission of the monozygotic 
twin index pairs concordant as to schizophrenia. 








AVERAGE DURATION 
IN YEARS 


MAMBER OF 
INDEX PAIRS 


DISCORDANT PAIRS 
PEI 





DIZrOoTIE 
SAME-SEXED 





Fic. 14—Distribution of concordance and dis- 
cordance in twin index pairs in relation to disease 
onset and environment. 


of their examination for this survey. All 
categories of cotwins had at that time been 
discordant for. over eight years since the 
development of schizophrenia in the index 
cases. 

It is more significant that similarity and 
dissimilarity of environment are almost 


pairs are concordant without similar envi- 
ronment, and that 49.3 percent o= all dizy- 
gotic twin partners remain discordant al- 
though they have been exposed tc the same 
environment as an index case. 

It may be of some interest that the con- 
cordance rate of monozygotic pzirs varies 
from 65.0 to 71.1 percent according to dis- 
similarity or similarity of environment, while 
there is no corresponding increase in the 
dizygotic group (10.8—7.6 percent). There 
can be no doubt, however, that any such 
variation in relation to environment does 
not suffice to explain a ratio cf 1:6 or 
14.7: 85.8 percent, as has been oktained for 
the morbidity rates of dizygotic ani monozy- 
gotic twin partners. | 

That heredity determines the individual 
capacity for development and control of a 
schizophrenic psychosis is demonstrated 
still more clearly, if the similarities in ex- 
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tent and outcome of the disease are taken 
as further criteria of comparison. This is 
the objective of the remaining tabulations 
(Figs. 16-18) which compare the cotwin 
groups with completely. and incompletely 
similar or dissimilar behavior to schizophre- 
nia, instead of comparing the twin groups 
with and without psychotic symptoms as 
was done by the use of morbidity rates. 
Complete similarity has been assumed 
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twins showed an extremely deteriorating 
type of psychosis. Such a difference does 
nct occur in the group of monozygotic twins, 
but it ensues in about every sixth dizygotic 
pair under dissimilar environmental condi- 
tions (Fig. 17). This finding implies that 
the chance of a rapidly progressive psychosis 
(low resistance) is practically zero for a 
scnrizophrenic ‘patient who is the monozygotic 
twin of, or genetically identical with, a per- 


OTWINS WITH SIMILAR |COTHBINS WITH DISSIMILAR ALL COTWINS 
ENVIRONMENT ENVIRONMENT 





RATE OF COTWINS 


NUMBER) IN PER CENT 


TOTAL 
NUMBER 


` 
f 


390 | 26.2 | 73.8 | 30/ 


RATE OF COTWINS 
NUMBER IN PER CENT 


OF 
COTWINS|) CON-| DIS- \corwins 
CORDANT ICORDANT CORDANTICORDANT 


CON- 


21.6 | 78.4 |69 


RATE OF COTWINS 
TOTAL IN PER CENT 


WITH DIS- 
NUMBER) SIMILAR 






DIS- 





Fic. 15.—Relationship between similarity or dissimilarity in environment and concordance or 
discordance as to schizophrenia in the twin index pairs. 


Concordant pairs in percent 


Separated- Separated- 
Not similar dissimilar Completely * Incompletely * 
separated environment environment concordant concordant 
Monozygotic .........eceeeeee 50.8 16.7 32.5 67.5 32.5 
pDA ae ssesiceeeadteeseee: 42.5 2:1 55-3 6.4 66.0 
All twin index pairs........... 48.5 12.6 38.9 50.3 49.7 


* As related to the following four classifications: 


Group I: No schizophrenia despite similar environment. 


Group II: 


Schizophrenia with little or no deterioration (recovery). 


Group III: Schizophrenia with medium deterioration. 


\ 


Group IV: Schizophrenia with extreme deterioration, 


Fre. 16.——Distribution of concordance in relation to similarity of environment and clinical course 
of schizophrenia. 


when both twins either recovered from a mild 
psychosis with little or no defect (Group IT) 
or reachec about the same degree of medium 
(Group III) or extreme deterioration 
(Group IV). On the basis of this classifi- 
cation, complete concordance is found in 
67.5 percent of the concordant one-egg twin 
pairs, but only in 6.4 percent of the dizygotic 
pairs (Fig. 16). . 
Camplete dissimilarity means that the co- 
twins developed no psychosis despite similar 
environment (Group I),. while the index 


son who remains free of schizophrenic 
manifestations under similar environmental 
circumstances. However, the chance of de- 
veloping a very destructive type of psychosis 
is 1:3.5, if the person is merely the pa- 
tient’s sibling or dizygotic twin, which 
means that ha is as likely to differ in the 
inherited elements for a satisfactory resis- 
tance as are two brothers or sisters. 

In comparing the total groups with dis- 
similar and similar behavior to schizophrenia, 
incomplete similarity denotes a difference of 
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only one step between two’ of. the four sub- 
groups; and incomplete dissimilarity, a dif- 
ference of two steps. This comparison yields 
a ratio of 3:55 for the monozygotic pairs, 
and a ratio of 3:1 for the dizygotic pairs. 


` 







Degree of 
resistance to First twin 
schizophrenia 
Sub Clinical 
groups classification 










Complete type of schizophrenia 


dissimilarity 


type of schizophrenia 


Less type of schizophrenia 
complete |j——— 
dissimilarity || III | Schizophrenia with 
medium deterioration 
: II | Schizophrenia with little 
or no deterioration 
(recovery) 
Complete III | Schizophrenia with 
similarity medium deterioration 
IV | Schizophrenia with _ 
extreme deterioration 
II | Schizophrenia with little 
` or no deterioration 
Less a 
complete III | Schizophrenia with _ 
similarity medium deterioration 







IV | Schizophrenia with 
extreme deterioration 






Total 
number 
of pairs 
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Clinical behavior to schizophrenia 
in twin index pairs 


IV | Extremely deteriorating 
IV | Extremely deteriorating 


IV | Extremely deteriorating 





All dissimilar pairs...... 
All similar pairs......... 
Grand total. ........... 
No schizophrenia to extremely deteriorating schizophrenia............ 


Dissimilar resistance to similar resistance. ........ 000 cece eee eee eee 
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frequent than dissimilar behavior in mono- 


‘zygotic twins, although dissimilarity pre- 


dominates in dizygotic twin partners. 
Fig. 18 expresses the same difference in 
resistance .between one-egg and two-egg 


Number of 
twin pairs 


Second twin 
Mono- Di- 
zygotic | zygotic 





Clinical 
classification 
No schizophrenia despite 9I 
similar environment 
No schizophrenia with 62. 
dissimilar environment 
Schizophrenia with little 21 
or no deterioration 
No schizophrenia (regard- 197 
less of environment 
Schizophrenia with little 2 
or no deterioration 
Schizophrenia with _ O 
medium deterioration 
Schizophrenia with I 
extreme deterioration 
No schizophrenia 120 
Schizophrenia with little 14 
or no deterioration 
Schizophrenia with — 9 
medium deterioration 
REEE E decrees ons Aisa oh Boel cere AEE 371 
Eine E ET 146 
EEE PENE ETA EEEIEE ETTE sae 517 
O: I74| 1:25 
3:55 [3:12 


Fic. 17.— Variations in resistance to schizophrenia in the twin index pairs. 


The’ difference in similarity of resistance 
between the two types of twins is expressed 
by a ratio of 1:55, which far exceeds the 
difference found in their original morbidity 
rates. In other words, similar behavior to 
schizophrenia is about eighteen times more 


twins in rates rather than in ratios, identi- 
fying less complete and complete dissimi- 
larity in behavior to schizophrenia with 
favorable and very favorable resistance, and 
similar behavior in the deteriorating sub- 
groups with insufficient resistance. In the 
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monozygcric group, five out of 100 cotwins 
of schizophrenic index cases show a tendency 
to favorable resistance and none shows very 
favorable resistance, if their twin partners 
are insufficiently resistant. In the dizygotic 
group, however, favorable resistance is seen 
in seventy-two out of 100 cotwins of insuf- 
ficiently resistant index cases, ‘and very 
favorable resistance in about 30. 

This firding indicates that constitutional 
resistance to the main genotype of schizo- 
phrenia is determined by a genetic mechan- 
ism which is probably non-specific and cer- 
tainly multifactorial. Taking into account 





LESS COMPLETE LESS COMPLETE 


28.2 
DISSIMILAR 
BEHALIOR TC SUAILARITY 
SCHIZOPHRENIA UN BEHAVIOR AND 
(FAVORABLE RESISTANCE. 
RESISTANCE) 
EI COMPLETE 


COMPLETE 


MONOZYGOTIC 
DIZYGITIC 


Fic. 18.—Rates of similar and dissimilar resistance 
to schizophrenia. 


the results of biometric investigations, there 
is reason to believe that this constitutional 
defense mechanism is a graded character 
and somehow correlated with the morpho- 
logical development of mesodermal elements. 
For various reasons it does not seem likely, 
however, that the genetic mechanisms con- 
trolling susceptibility and lack of resistance 
to schizophrenia, that is, the ability to de- 
velop a schizophrenic psychosis and the 
inability to counteract the progression of the 
disease, arz entirely identical with each other, 
If they are identifiable, it is possible without 
qualification to accept the recent suggestions 
of Fenrose and Luxenburger that inheri- 
tance of schizophrenia may be “the result 
of many factors.” 
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As far as the specific predisposition to 
schizophrenia is concerned, that is, the in- 
herited capacity for responding to certain 
stimuli with a schizophrenic type of reaction, 
the findings ot the present study are conclu- 
sively in favor of the genetic theory. Our 
conclusion is that this predisposition depends 
on the presence of a specific genetic factor 
which is believed by us to be recessive and 
autosomal. 

The hypothesis of recessiveness is borne 
out by the taint distribution in the ancestry 
of our index cases and by an excess of con- 
sanguineous marriages among their parents. 
Of 211 twin index pairs without schizo- 
phrenia in their known ancestry, twelve sets 
(5.7 percent) originated from consanguin- 
eous parental matings. Of the remaining 
index pairs, 95 were found to have a schizo- 
phrenic parent; 283 had no schizophrenic 


' parent, but schizophrenic cases in the col- 


lateral lines of ancestry; and in 102 pairs 
the available information about the ancestors 
was considered inadequate. This excess of 
consanguineous parental marriages in the 
present survey appears quite convincing, 
even if a part of it may be due to the fact 
that our index cases are twins. 

Psychiatrically it should be evident that 
the genetic theory of schizophrenia as it may 
be formulated on the basis of experiment- 
like observations with the twin family 
method, does not confute any psychological 
concepts of a descriptive or analytical nature, 
if these concepts are adequately defined and 
applied. There is no genetic reason why the 
manifestations of a schizophrenic psychosis 
should not be described in terms of narcis- 
sistic regression or of varying biological 
changes such as defective homeostasis or 
general immaturity in the metabolic re- 
sponses to stimuli. Genetically it is also 
perfectly legitimate to interpret schizophre- 
nic reactions as the expression either of 
faulty habit formations or of progressive 
maladaptation to disrupted family ‘relations. 
The genetic theory explains only why these 
various phenomena occur in a particular 
member of a particular family at a particular 
time. 

The general meaning of this genetic ex- 
planation is that a true schizophrenic psy- 
chosis is not developed under usual human 
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life conditions unless a particular predis- 
position has been inherited by a person from 
both parents. Genetically it is also implied 
that resistance to a progressive psychosis 
does not break down without certain in- 


herited deficiencies in constitutional defense | 


mechanisms, the final outcome of the disease 
being the result of intricate interactions of 
varying genetic and environmental influences. 
Another genetic implication is that a schiz- 
ophrenic psychosis can be both prevented 
and cured. The prerequisite is that the 
psychosomatic elements, which may act as 
predispositional, precipitating or perpetuat- 
ing agents in such a psychosis, are morpho- 
logically identified, and that the complex 
interplay of etiologic and compensatory 
mechanisms is fully understood. Pragmatic 
speculation will be no aid in reaching this 
goal. 


SUMMARY 


I. The methods available for genetic in- 


vestigations in man are the pedigree or, 


family history method, the contingency 
method of statistical prediction,: and the 
twin study method. 

2. A study of the relative effects of 
hereditary and environmental factors in the 
development and outcome of schizophrenia 
was undertaken by means of the “Twin 
Family Method.” The study was organized 
with the cooperation of all mental -hospitals 
under the supervision of the New York 
State Department of Mental Hygiene. The 
total number of schizophrenic twin index 
cases, whose cotwins were available for ex- 
amination at the age of fifteen years, was 
794. l 

3. In addition to 1,382 twins, the 691 
twin index families used for statistical anal- 
ysis include 2,741 full siblings, 134 half- 
siblings, 74 step-siblings, 1,191 parents, and 
254 marriage partners of twin patients. The 
random sampling of these twin index pairs 
is indicated by the distribution of 174 mono- 
zygotic and 517 dizygotic pairs, yielding a 
ratio of about I: 3. 

4. The morbidity rates obtained with the 
“Abridged Weinberg Method” are in line 
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with the genetic theory af schizophrenia. 
They amount to 1.8 percent for the’ step- 
siblings; 2.1 percent for the marriage part- 
ners; 7.0 percent for the half-siblings 9.2 
percent for the parents; 14.3 percent for 
the full-siblings ; 14.7 percent for the dizy- 
gotic cotwins; and 85.8 percent for the 
monozygotic cotwins. This morbidity dis- 
tribution indicates that the chance of devel- 
oping schizophrenia in comparable environ- 
ments increases in proportion to the degree 
of blood relationship to a schizophrenic 
index case. 

5. The differences in morbidity among 
the various sibship groups of the index 
families cannot be explained by a simple 
correlation between closeness of blood rela- 
tionship and increasing similarity in environ- 
ment. The morbidity rates for opposite- 
sexed and same-sexed two-egg twin partners 
vary only from 10.3 to 17.6 percent, and 
those for non-separated and separated one- 
egg twin partners from 77.6 to 91.5 percent. 
The difference in morbidity between dizy- 
gotic and monozygotic cotwins approximates 
the ratio of 1:6. An analysis of common en- 
vironmental factors before and after birth 
excludes the possibility of- explaining this 
difference on non-genetic grounds. 

6. The difference between dizygotic and 
monozygotic cotwins increases to 2 ratio of 
1:55, if the similarities in the course and 
outcome of schizophrenia are taken as ad- 
ditional criteria of comparison. This finding 
indicates that constitutional inability to resist 
the progression of a schizophrenic psychosis 
is determined by a genetic mechanism which 
seems to be non-specific and multifactorial. 

7, The predisposition to schizophrenia, 
that is, the ability to respond to certain 
stimuli with a schizophrenic type of reaction, 
depends on the presence of a specific genetic 
factor which is probably recessive and 
autosomal. 

8. The genetic theory of schizophrenia 
does not invalidate any psychological theories 
of a descriptive or analytical nature. It is 
equally compatible with the psychiatric con- 
cept that schizophrenia can be prevented 
as well as cured. 
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FAMILY MENTAL DISEASE IN PRIVATE PRACTICE? 
ABRAHAM MYERSON, M. D., Boston, Mass. 


Every subject acquires a revised meaning 
and importance with the advance of knowl- 
edge. This is particularly true of the sub- 
jects of heredity and constitution in their 
relationship to the mental diseases. The 
newer therapeutic measures, especially pre- 
frontal lobotomy, that marvel of direct 
scientific treatment, the shock methods, the 
newer drug therapeutics, the use of the 
vitamins and, although I say this with less 
emphasis, the limited success of certain psy- 
chotherapeutic procedures, have brought 
ebout this state of affairs—that more of the 
mentally sick have remissions and thus an 
increased community life and consequently, 
G greater possibility of marriage and repro- 
duction than ever before. 

Now then, if there is a hereditary basis 
to the depressive states, to cite one impor- 
tant group of cases, and unless these methods 
cure the germplasm or whatever inherent 
brings about this type of mental disease, 
then the net result is not good for mankind 
and constitutes what has been called caco- 
genics. I have seen many cases in which, fol- 
lowing electric shock treatment, a remission 
cccurred in a depression and the individual, 
especially if a woman, married and had 
children. If there is a heredity to depres- 
sion, then the electric shock remission is 
a cacogenic effect, and the real result, 
although useful temporarily for the individ- 
ual, is not fundamentally useful or good 
for the race; and medicine thus has become 
increasingly open to the reproach that it 
keeps alive the unfit and permits their 
propagation. 

At the present time it cannot be said that 
we cure any of the more important and 
more fixed mental diseases. The best that 
the shock treatments do is to produce remis- 
sions or changes in the character of the 
mental diseases. I think it would be a grossly 
optimistic point of view to say that actual 


1 Read at the 102d annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 27- 
30, 1946. 


cure is obtained in the vast majority of 
cases. It may well be that in the long run 
no very great change is produced in the 
history of the case, even though these meth- 
ods deserve great credit and are, at least 
temporarily, enormously useful. Nor is 
there evidence that prefrontal lobotamy, 
which soon will occupy the center of the 
therapeutic stage, cures the germplasm. At 
the best, it is not likely that, if there is a 
hereditary background to these disezses, the 
germplasm has been altered in any funda- 
mental way. The liability for propagation 
has been increased, which is a long-term 
liability, if, and only if, these diseases have 
a hereditary basis. I emphasize this #f, 
because the most that can be said is that it 
seems likely that there is a heredity to these 
diseases, first, on the basis of whai is ob- 
served and, secondly, on the important 
general basis that there is a heredity - to 
everything else; that heart disease, arterio- 
sclerosis, the liability to cancer have a con- 
stitutional and hereditary basis as well as 
environmental sources. Of course, it must 
be emphasized that germplasm or hereditary 
mechanisms are not inaccessible to the en- 
vironment, and that at all times environ- 
ment and hereditary substances operate 
in reciprocal relationship so that gross 
changes can be produced in hereditary sub- 
stance by the operation of environmental 
forces. This is a well established fact end, 
indeed, the whole concept of heredity is 
changing due to the work of many men in 
the genetic field. There has even teen re- 
cently established a Foundation for the study 
of the heredity of personality which, I be- 
lieve, deserves our attention even though 
we know that personality becomes enor- 
mously modified by environmental forces. 
The difficulties of human study in the feld 
of genetics are enormous, especially in the 
field of psychiatry. The term januly is fal- 
lacious as meaning a common stock, since 
every individual has millions of ancestors 
whose qualities may appear in the individual, 
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despite the fact that they seem absent in 
the immediate ancestors and siblings. More- 
over, very little is known of any family, and 
the family history as usually obtained is a 
tissce of misinformation, concealment, eva- 
sion, igncrance, and as many other terms of 
this kind as one wishes to use. An 
ancestor, a mother may have a mental 
disease; the daughter may have a similar 
or differing mental disease; but the father, 
although unknown as the basis for the psy- 
chopathic constitution, may sooner or later 
show up as an agent to be considered. In 
other words, all human studies labor under 
great difficulties, and the tremendous inter- 
weaving of stocks and the role of coinci- 
dence intarpose great handicaps, which can- 
not be solved in any short-term study. 
There is further the law of anticipation 
. or antedating to complicate the matter. This 
is the law, if one wishes to use such a term, 
by which a family history is only finished 
with the death of all its members, since it 
is common for a current family history to 
be negative when the first member appears 
in view, and then ten years later the mother 
or father is seen or an older sibling comes to 
attention. Just as the individual life, accord- 
ing to a Greek philosopher,’ could never be 
declared good or fortunate until it is ended, 


so no family history is negative for mental ' 


diseases until all its members are gone. 


In this study of the families of a private 
practice, which is not in any sense thorough 
or complete, only those cases have been 
counted as positive, in which either two or 
more members are known personally to me 
as patients, and/or when hospital records 
were obtained as part of the family history 
of the cases. This study thus excludes the 
cases in which the immediate family history 
as given is positive for mental disease, but 
in which no records could be or have been 
obtained. A cursory study of our cases 
shows that this group is even larger than 
the included families. Moreover, these fam- 
ily cases thus selected are limited to (1) 
parents cnd siblings, and (2) siblings. This, 
of course, 1s not at all complete as a genetic 
study and may exclude the larger number 
of cases, since many observers, especially in 
the case of schizophrenia, think that the line 


of descent 1s more frequently by collaterals 
than by direct relationship. 

The reasons for thus limiting the study 
are, first, that few people really know much 
about uncles, aunts and cousins; and 
secondly, new genetic factors are introduced 
in such immeasurable amounts as to hring 
about, when the family is greatly extended, 
more confusion than more fact. Even when 
the history is limited to the known members 
as thus delimited, the role of coincidence 
cannot be excluded, since it may well be 
that some other genetic factor or even en- 
vironmental circumstance is responsible. A 
schizophremc mother. or father creates a 
psychopathological home which may well be 
a factor in producing mental disease m a 
descendant if environmental circumstances 
and conditioning are of importance, which 
they undoubtedly are. Indeed, society itself 
is definttely psychopathic or antt-biological 
in many ways. Fundamental drives are 


. frustrated, delayed and diverted from the 


cradle to the grave by the social forces which 
operate through custom, religion, education 
and general social moulding and in a way 
comparable to the Pavlovian experiments by 
which animals are conditioned into neuroses 
and psychoses. To cite only one phase of 
this social psychopathology and ambivalence, 
the desire and satisfaction of the most primi- 
tive types of drives are constantly being 
obstructed, perverted and destroyed by ob- 
solete and ancient ideas of morality, worthi- 
ness and legality. 

This paper thus will discuss the heredi- 
tary factors in my private practice in epi- 
lepsy, feetlemindedness, the so-called func- 
tional psychoses, and the major neuroses. 
The epileptic cases are limited to so-called 
idiopathic tvpes, and feeblemindedness as 
considered here excludes cretinism, mon- 
golism, and the organically conditioned 
defects of intelligence. 

Not to anticipate the results at this point, 
it may be said that in the case of epilepsy 
and feeblemindedness, the results are strik- 
ingly different from those of the neuroses 
and especially the psychoses, and are in 
sharp contradiction to much of the literature 
concerning epilepsy and feeblemindedness. 
To supplement the situation in epilepsy and 
feeblemindedness, I have gathered statistics 
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from other sources than my own practice 
to act as a sort of control. ) 

It may be asked, in what way does a 
private practice study of these conditions 
differ from state hospital’ or institutional 
data? In the first place, the great majority 
of the so-called neuroses do not reach the 
mental hospital in any considerable measure, 
whereas they form a great part of private 
practice, so that if there is any familial con- 
nection between the severe neuroses and 
psychoses, it does not become manifest in 
any convincing way in the work which 
emanates from state hospitals, Furthermore, 
the milder cases of mental disease, such as 
the recurrent depressions, also remain out 
of the ken of the institutional psychiatrists 
but form a considerable part of the practice 
of the private physician. The evolution from 
a neurosis to a psychosis is practically never 
seen in the state institutions. It is relatively 
common in private practice. 

The private practice in consideration is 
not a collection of the rich. Only the very 
lowest financial classes are under-repre- 
sented. Farmers, laborers, mechanics, small 
and big business men, professionals of all 
types from the high to the low appear. 
Only the negroes are under-represented, but 
with this conspicuous exception all races, 
creeds and colors are included, with some 
over-emphasis in the case of the Jews, the 


Irish and the Italians. The reasons for this . 


_are, first, the race of the writer which brings 
to him a larger proportion of Jews than 
would otherwise come, but also the fact that 
the patients mainly come from New England, 
where a larger part of the Irish-Americans 
are found and a great proportion of Italians 
as well. 

The technique of collecting these data is 
very imperfect and, therefore, the statistics 
represent very much less than the true in- 
volvement of the families. I have stated 
some of the reasons before, but it is well to 
put them together at this point. In the first 
place, the unsupported family history, even 
though reliable, is not accepted as authentic. 
Secondly, the law of anticipation-antedating 
makes the proportion of cases much less 
than a later period would. In other words, 
in the most of the cases the family history 
is by no means complete. Thirdly, there is 
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much misinformation and cor.cealing. It has 
happened very frequently that the family 
history was declared negative, when a longer 
acquaintance with the family brought out 
the fact that another member had been in 
a state institution following child-birth or 
some such circumstance, which was sup- 
posed to exclude true mental sickness. And 
in many instances deliberate concealment 
took place which only came to my knowledge 
when some chance remark of a relative 
brought out the involvement. It is interest- 
ing to compare my family histories with 
those of some of the institutions which have 
sent me records oi some member of a 
family whom I was studying. In an extraor- 
dinarily large number of cases amounting, 
I think, to more than 50% the family his- 
tory was declared negative, when there 
already existed definite mental disease. 


EPILEPSY 


One hundred consecutive cases of epi- 
lepsy were studied, of which 56 were males 
and 44 females. Of these there were II 
which were associated with feebleminded- 
ness and consequently were excluded. There 
were I2 cases which were finally established 
as due to organic brain disease. There were 
3 more cases in which there had been con- 
siderable likelihood of organic brain disease 
which, however, was not definitely estab- 
lished by study. There is thus a standard 
proportion of organic disease as a basis for 
epilepsy. There remained 77 cases of so- 
called idiopathic epilepsy, and by the criteria 
of this study, namely, cases of father, 
mother and siblings which had been seen 
by me, and/or of which I had records, 
there was only one family in which there 
was familial epilepsy. 

There were only 2 cases with other con- 
ditions, such as a marked neurosis or psy- 
chosis, in which the individuals either ap- 
peared as my patients or had obtainable 
records. The family history as given in- 
cludes 8 other types of mental disorder. 
When these are broken down, they are ex- 
tremely scattered and, I believe, have no 
further significance insofar as the epilepsy 
is concerned. Thus, one brother committed 
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suicide in a depression; a maternal aunt was 
in an institution with cerebral arterial dis- 
ease ; a father had encephalitis; one brother 
had an agitated depression, etc. Of the 2 
family cases known to me, the brother of 
.one epileptic had an agitated state from 
which he recovered and did not have epi- 
lepsy. The father of another had a typical 
encephalitis and the patient’s sister had a 
psychoneurosis. This is certainly not an 
impressive family record. Of course, if one 
included all the social and biological dis- 
eases of mankind, such as diabetes, tuber- 
culosis, vagrancy, kidney disease, criminality, 
headache, etc., as has been done in the older 
literature, all the cases would probably have 
to be classed as familial mental disease, but 
so would the family of the writer and of 
everyone who reads this paper. | 
Confining ourselves to epilepsy itself, the 
record is impressive by its negative results 
and this, I think, is as it should be when one 
considers the fact that in no other condition 
known to psychiatry can the environment 
be evoked as a causal agent, both experi- 
mentally and in the march of events, as in 
the case of epilepsy. Convulsive attacks can 
be produced and are produced for thera- 
peutic purposes by insulin, metrazol and elec- 
tric shock. Any drug given to excess may 
bring about fits, and so with hyperventilation, 
although this is said to rest on an epileptic 
basis. Any organic disease of the brain, 
whether accidental, infective or due to drug 
poisoning, such as alcohol, may have associ- 
ated convulsions. All animals have convul- 
sions. It seems to me likely, therefore, that 


the convulsive states have no great depen- - 


dence upon heredity or constitution, unless 
the constitution be developed during the life 
‘history of the individual. This, of course, is 
in sharp contradiction to the work of Lennox 
and his associates, who, I think, lean too 
heavily on the electroencephalogram. It is 
also in marked contrast to the older data on 
the subject and to some of the recent work as 
well, but this older work has rested on a 
polymorphous approach to the problem. All 
kinds of conditions, including severe head- 
ache, have been classified as forms of epi- 
lepsy or as indicating constitutional taint. 
It is as if in studying tuberculosis, one were 
to consider as like conditions from the 
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heredity standpoint bronchitis, asthma and 
hysteric cough: The tremendous contrast 
between the very few families that I have 
seen, in which epilepsy occurred in siblings 
and parents or amongst siblings, and such 
diseases as schizophrenia and manic-depres-~ 
sive psychosis will make the point much 
stronger. 

It is interesting to note that at an in- 
stitution for the epileptics, there were rela- 
tively few family groups as compared, 
for example, to the number of family groups 
at the institutions for mental disease or for 
feeblemindedness. Thus, I have the figures of 
the Monson State Hospital (Palmer, Mass.) 
which unfortunately are not at all exact but 
represent the best that Dr. Robinson, the 
clinical director, can do for me at this time. 
He states that of 1485 patients at that 
institution, there are probably 12 which rep- 
resent families made-up of siblings or of 
parents and siblings. This proportion is 
almost within the range of coincidence, since 
there 1s a considerable amount of epilepsy 
in the community, and certainly does not 
bear out the idea that there is a strong hered- 
itary or constitutional factor in epilepsy. I 
hope to have more complete data on this 
matter in the future. 


FPEEBLEMINDEDNESS 


Practically speaking, there has been only 
one opinion of any consequence in the litera- 
ture concerning feeblemindedness, namely, 
that when one excludes the organic cases 
and the cretins, mongols and imbeciles, he- 


‘redity, and especially familial heredity, plays 


the most important rôle. The classical stud- 
les are too well known to be cited here 
and have played an important part in the 
shaping of cultural thought on the matter. 
Now and then, some one like myself has 
challenged the authenticity of. the Nams, 
the Jukes-and the Kallikaks, and I have 
been in more than one controversy in the 
matter, taking the attitude that if these 
were cases of real feeblemindedness, they 
were exceptional and did not by any means 
present a true picture of feeblemindedness. 

In previous writings I have stated, and 
this has also been the opinion of Dayton, 
that the number of familial cases of fee- 
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blemindedness in non-institutional groups is 
very much less than the familial cases in 
institutions. It will be seen by Dayton’s 
figures that there is twice as much hered- 
itary feeblemindedness in the institutional 
group as in the public school group. This, 
I think, is exactly what one would expect. 
Institutional groups like the Wrentham 
State School and the Walter E. Fernald 
School would seem necessarily to represent 
a collection of the worst families, because 
defective families are not so able to care 
for defective children as are less defective 
families. In other words, institutional groups 
would logically be loaded by the social cir- 
cumstances, and the amount of hereditary 
defect in institutions should not be a true 
index of the true familial state of feeble- 
mindedness. Some facts which I present 
contradict this earlier idea. 

There were 75 current cases of feeble- 
mindedness, of which 47 were males and 
28 females. Fourteen of these cases had as- 
sociated epilepsy and 14 cases had organic 
brain disease or injury as apparent etiologic 
bases. Excluding these 28 cases, there were 
47 current cases of feeblemindedness in 
which there were only 2 cases with a proven 
family history of feeblemindedness by those 
criteria which I have used in this study, 
namely, either one parent or one or more 
of the proband’s siblings was feebleminded 
as established by my own records or those 
of an institution. Of course, this will ex- 
clude other cases, but the same will be true 
and more so of similar cases of psychoses 
and neuroses. In the case of feebleminded- 
ness the parent is already immune from fee- 
blemindedness and so are the then living 
siblings, since feeblemindedness exists from 
birth by definition, and in this way the sta- 
tistics of incidence become much more cer- 
tain than those of the neuroses and psy- 
choses in which the individual is not immune 
until death, no matter at what age that may 
take place. 

Therefore, the statistics I am presenting 
are far more striking and conclusive than 
the statistics later to be cited of the psychoses 
and neuroses. In other words, in a commu- 
nity practice feeblemindedness tends on the 
whole to be sporadic and not greatly as- 
sociated with familhal feeblenundedness. Of 
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the known cases of other diseases associated 
with the cases of feeblemincedness, the scat- 
tering indicates there is no real relationship. 
Thus, I had seen or had records of such 
conditions: grandmother and mother had a 
neurosis ; father developed a delusional state ; 
sister had a psychoneurosis. In some 
histories of other cases, which were not 
authenticated by personal study or by 
records, the following appeared: suicide in 
the immediate ancestry ; manic-depressive in 
a paternal uncle; a paternal grandfather had 
involutional melancholia; a sister had de- 
mentia precox. These scattered conditions 
are certainly not more prevalent in thes: 
cases of feeblemindedness than in the normal 
families, which really do not exist if we 
spread the net of relationship far enough 
and include all kinds of mental disturbance. 
Mental disease, I think, is a sprinkle every- 
where. In the case of some fanulies tt 
becomes a shower. 

In some previous publicetions I studied 
the incidence of feeblemindedness in families 
mainly from the standpoint of psychoses 
present. In the case of the studies on 
familial feeblemindedness published in 1930, 
my colleagues and I studied the amount oi 
mental disease in the ancestcrs and relatives 
of the feebleminded and came to the conclu- 
sion that there was no biological relationship 
between feeblemindedness and the major 
psychoses and neuroses. 

At any rate, so far as actuel feebleminded- 
ness is concerned in this stucy,these 47 indi- 
viduals—and this is also true of the 28 cases 
associated with epilepsy and organic brain 
disease—came from the high, the low, the 
rich, the poor, the brilliant ard the mediocre. 
It may be that these cases are hereditary 
in the sense that they are or germplasm or 
developmental origin. They seem to me tc 
be more related to what may be called 
“sports” or early blastophoria than the usual 
hereditary characters. In so far as these 
families are concerned, there was no special 
abnormality to them aside from these indi- 
vidual cases. 

The statistics from the Devereux Schools, 
(Devon, Pa.) speak for themselves: 

The number of feebleminded, as compared to the 


total school population, is usually about 50 to 55%, 
and at the present time there are 221 defectives in 
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the entire school. There are two sets of siblings 
in the schoo! at this time, one a brother and sister, 
the cther half-sisters..... I am sorry to say that 
it is impossible to say with certainty the exact 
number of siblings who have appeared at Devereux, 
compared to the total number of children who have 
been trained in the school, but it would certainly 
be much less than one-half of one per cent, 


Parent-sibling groups would logically not 
appear in a private school. Yet if there 
were a strong familial tendency, many sib- 
lings would appear. The sporadic nature 
of much of feeblemindedness stands out in 
this and private practice statistics. 

I have two studies from school systems, 
one by Dayton and one gathered at my re- 
quest by Helen F. Cummings, director of 
special classes, City of Boston. Dayton’s 
work is committed to the belief that the 
amount of heredity in the genesis of fee- 
blemindedness is much less in the school 
systems than in the institutions for the fee- 
bleminded. He states, “Heredity, as re- 
corded in the 3,553 school clinic examina- 
tions, reveals that feeblemindedness is 
present in one or both parents in approxi- 
mately 7% of the cases, mental disease in 
approximately 3% of the cases, and epilepsy 
in 1% of the cases. The comparison in 
heredity made with cases in the Wrentham 
State School seems to indicate that the in- 
heritance of mental defect is more obvious in 
institution cases than in school clinic cases.” 

The figures from the state institutions 
which Dayton used were collected by my 
colleagues and myself from the Wrentham 
State School and the Walter E. Fernald 
State School. However, the recent figures 
do not clearly substantiate this statement. 
Of the 1900 pupils in the special classes in 
Boston at the present time, there were 138 
families representing 304 individuals or 
nearly 16%. These 304 siblings. had 213 
siblings who. were in the regular graded 
classes, showing that even in this worst 
group there was still a considerable portion 
of normality. The statistics in this group 
do not include, of course, the parents of 
the feebleminded and older siblings, which 
would bring the percentage.up, so that it 
would correspond on the whole to that of 
the institutions for the feebleminded. 

It may well be, therefore, although this is 
by no means certain, that the schools for the 
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feebleminded really do represent a cross- 
section of the community with the excep- 
tion of those individuals who go to private 
schools or who remain at home cared for 
in special ways. This probably represents 
a large segment of the feebleminded, since 
at all times a large proportion is not in 
institutions. It is interesting to note also 
that there are about 70,000 school children 
in Boston at this time and the known num- 
ber of defectives is 1900, which is less than 
3% of the total. This does not make quite 
so grim a picture as is usually stated in the 
literature, 

I have some statistics from the Wren- 
tham State School, kindly sent me by Dr. 
C. Stanley Raymond. Of the 6093 cases 
admitted to the Wrentham State School up 
to December of 1945, there were 794 indi- 
viduals who belonged to family groups. 
These were divided as follows: 

305 families with 2 individuals represented. 
: 45 families with 3 individuals represented. 
9 families with 4 individuals represented. . 


i family with 6 individuals represented. 
I family with 7 individuals represented. 


Data sent me from the Walter E. Fernald 
State School through the kindness of Dr. 
Malcolm J. Farrell showed the following: 
On March 31, 1946, there were 1985 patients 
with 96 families contributing 213 individuals © 
or about 11% of the population. 

Figures from the Belchertown State 
School, furnished through the courtesy of 
Dr. Henry A. Tadgell showed the follow- 
ing: On April 6, 1946, there were 1487 
individual cases of feeblemindedness with 
129 families contributing 319 individuals or 
about 22%. 

The percentage of known familial cases 
in state hospital groups is undoubtedly much 
higher than is shown by the above figures. 
For example, father-sibling groups do not 
appear, which merely means that the fathers 
were not known or did not become locally 
institutionalized. 

Elsewhere I have criticized at great length 
the classical concept of feeblemindedness as 
involving generation after generation and 
whole groups and segments of a community 
or population. It seems incredible that 
people have taken seriously the Kallikaks, 
the Jukes and the Nams. All they had to 
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do to blow these publications into complete 
oblivion was to study the families of the 
feebleminded in the state hospitals and to 
consider the statistics of the school system, 
the private schools and private practice. It 
is time that the whole concept of feeble- 
mindedness as occurring in many members 
of the same group and as persisting for gen- 
erations was thrust into the limbo of the 
forgotten and misleading. 

There are many facts which indicate that 


a good deal of feeblemindedness is of he- 


reditary origin, but that much represents 
physical and cultural deficiency, the physi- 
cal deficiency representing impaired or de- 
fective conditions of life possibly starting 
in the uterine environment, and the cultural 
those pressing on the individual from the 
beginning of life in an environment deficient 
in the stimulators of intelligence, which 
needs use to develop its full capacity of 
function just as much as the muscles do. 
But this need not be taken up at this point; 
nevertheless, it is an important theme. 


FUNCTIONAL PSYCHOSES 
GENERAL REMARKS 


Some general remarks on the incidence of 
familial mental disease in the following 
groups of cases must be made. In the first 
place, diagnosis is fallacious and perilous. 
There are cases in which we can say without 
any qualification, this is schizophrenia. There 


Total schizophrenics 


Total 
220 


Male Female 
88 132 


are other cases, running a definite cycle, 
recurring in classical manner, in which we 
can without reserve make the diagnosis of 
manic-depressive psychosis. There are atyp- 
ical cases, however, in which it is difficult 
even over a long period of observation to 
reach a very definite conclusion as to diag- 
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nosis. This does not alter the fact that 
there is schizophrenia and there is manic- 
depressive psychosis, and these terms are 
names for different conditions. Unfortu- 
nately, as I have elsewhere pointed out, 
different clinicians have criteria which in one 
institution wili bring about’ an enormous 
percentage of schizophrenia, whereas in a 
neighboring institution with practically the 
same population represented, there will be a 
disproportionate amount of manic-depressive 
psychosis. This has been definitely the case 


in Massachusetts in such neighboring insti- >- 


tutions as the Boston Psychopathic Hospital, 
the Boston State Hospital and the Worcester 
State Hospital. 

Moreover, it is well known that there may 
be a neurosis-like beginning to many of the 
mental cases that later become classified 
as psychoses. I have many such histories 
in my own experience. When one studies 
the severe neuroses, and this papar is con- 
cerned only with such cases since I rarely 
see the minor types, one finds a jumble of 
anxiety, somatic disturbance, obsessive com- 
pulsive reactions and hysteric manifesta- 
tions in one and the same individual at the 
same time or in different stages of the 
evolution of his mental disarder. 


SCHIZOPHRENIA 


The statistics on the constitution and he- 
redity of schizophrenia are: 


Schizophrenics with family history 


Male Female Total 
24 OO 51 (23%) 
Family Distribution: 
Mother-sibling......... 2I 
Father-sibling ...... Sa 49 
Sibling-sibling......... 20 


Disease distribution: 


Similar Dissimilar 


Mother-sibling......... 10 II 
Father-sibling ......... 5 2 
Sibling-sibling ......... 71 8 


In other words, in this group of 220 con- 
secutive cases there was 23% in which defi- 
nite familial mental disease was established 
by personal knowledge and record. Since 
there was at least an equal number of cases 
in which familial disease was noted in the 
family history but the patierts involved had 
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not been seen nor had any record been ob- 
tained, 1t seems quite certain that familial 
mental disease occurs in at least 50% of 
schizophrenics, if one takes into further ac- 
count the fact that the families had not 
disappearec and that further mental disease 
would naturally occur in some of the cases 
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I have included in the group of schizo- 
phrenic states the definite schizoid states 
and those marked paranoid states which 
were not alcoholic or organic origin and 
which represent cases which, I believe, in 
the main belong to schizophrenia. 

Of these 51 cases of schizophrenics with 


GENERAL STATISTICS 


Total diagnostic group 


in which as yet no such incidence was re- 
corded. In other words, if one takes into 
account the fact that this mental disease 
‘may occur at different times of life, that 
one individual may have schizophrenia at 16, 
a brother or sister at 40, and a parent at 
any age, it becomes clear that the records 
which can te obtained at any time represent 
a lesser incidence of familial mental disease 
than would constitute the true situation. 


Cases with family history 


Male Female Total Male Female Total 
tr. Manic-depressive ...... ccc. ccc cece ee eens 42 107 149 21I 46 67 (47%) 
2. Schizophranic states ............cceceees 88 132 220 24 27 5I (23%) 
3. Severe neuroses and anxiety states....... 172 207 469 28 24 52 (12%) 
4. Schizo-affective states .......0.ccceceaees 4 5 Q I = I (11%) 
5. General psychopathic states.............. 43 18 6x 5 4 9 (15%) 
SEX DISTRIBUTION 
Dis- 
similar 
Similar con- 
Diaznoses Total M F Mo-Sib Fa-Sib Sib-Stb conditions ditions 
Manic-depressive .......... 67 21 46 22 8 42 Mo-Sib ..... 19 3 
Fa-Sib ..... 4 4 
Sib-Sib ..... 23 21 
46 28 
Schizophrenic states........ SI 24 27 ZI 7 29 Mo-Sib ..... 10 II 
` Fa-Sib ..... 5 2 
Sib-Sib ..... 2I 8 
36 2I 
Severe neuroses and anxiety 
SEES Se cae daa ERES 52 28 24 26 II 15 Mo-Sib ..... 10 15 
Fa-Sib ..... 5 8 
Sib-Sib ..... 8 8 
23 31 
Schizo-affective states...... I — I — — _ Sib-Sib ..... I 
General psychopathological 
An ETE ETA . 9 5 4 t 4 4 Mo-Sib ..... o I 
Fa-Sib ..... 9 4 
Sib-Sib ..... 2 2 
Totals: trace aa eee 180 78. 102 70 30 90 7 


family history the proband was male in 24 
cases and female in 27 cases. The mother- 
sibling relationship occurred in 21 cases. 
The father-sibling relationship occurred in 
7 cases. The sibling-sibling relationship 
occurred in 29 cases. The totals, therefore, 
are mote than 51, which is understand- 
able since these inter-relationships overlap 
throughout. This preponderance of ‘the 
mother-sibling group is also present in 
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manic-depressive psychosis and is explained 
by a fact well known in the literature, 
namely, that mentally sick mothers have a 
higher marriage rate than mentally sick 
fathers, the reason for this being obvious 
in that, first of all, the male has to make a 
living which the mentally sick individual is 
rarely capable of doing. The sexual drive 
is diminished in most of the mental diseases 
and especially of the schizophrenic and de- 
pressive groups ; and since marriage is largely 
dependent on the sexual drive of the male 
rather than that of the female, there is suf- 
ficient reason for the greatly lowered mar- 
riage rate of the male schizophrenic. 

Similar psychoses occurred in the mother- 
sibling group in I0 cases; in the father- 
sibling group in 5 cases and in the sibling- 
sibling group in 21 cases, making a total of 
36 cases in which schizophrenia or allied 
conditions appeared in all the individuals 
involved. In 11 mother-sibling cases the 
mental conditions were dissimilar. In the 
father-sibling group 2 were dissimilar, and 
in the sibling-sibling group 8 represented 
different mental states. 

When the similar and dissimilar groups 
are studied, one thing seems quite clear— 
that it is in those cases which are more 
certainly schizophrenic that the similar men- 
tal disease occurs in the close relative. It is 
exactly in those cases in which the diagnosis 
is to some extent doubtful that dissimilar 
psychoses appear. In the main, the dissimi- 
larity of these cases was in regard to manic- 
depressive psychosis or, at any rate, the 
depressive states. There were a few cases 
of severe neuroses, some of which were 
social anxiety states which I believe are 
related to schizophrenia. I have defined the 
social anxiety state as that in which the 
individual finds his greatest difficulty in the 
contact with other individuals and becomes 
greatly disturbed somatically and psycho- 
logically to the point of disability, excluding 
thus mere shyness or transitory stage-fright 
conditions. Such a family is here briefly 
mentioned in which one brother and one 
sister were classed as schizophrenia and 
were in institutions, while the two siblings 
in the community had severe social anxiety 
states with retreat from activity and general 
disability, largely springing from their in- 
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capacity to meet other people with equa- 
nimity or ease. 

In these dissimilar cases the following 
fact must be taken into account, there is a 
bilaterality of heredity. A mother may have 
manic-depressive psychosis. The children 
may present the symptoms of schizophrenia. 
When a study is made of the paternal side, 
although no individuals have reached insti- 
tutions, strong indications of at least a 
schizoid temperament are found. This is 
the case in several instances in these cases 
of mine. The ostensible family history is 
one thing; the complete family history is 
another, and under the conditions of this 
research there was no possible way of zs- 
certaining the true state of affairs. I shall 
deal with this matter in my recommendations. 

It is commonly stated in the literature 
that the relationship of schizophrenia 1s mere 
frankly collateral than direct; that is to say, 
aunts and uncles are more involved then 
parents, and cousins should be included in 
any study which deals with heredity. Un- 
fortunately, such studies could not be done 
in this research. Moreover, while in several 
instances cousins and aunts or uncles were 
known to be involved by mental disease, I 
excluded them because the history of the 
uncles, aunts and cousins is imperfectly 
known by most families, and the statistics 
are too spotty to be of value. On any 
basis the percentage of known mental disezse 
was high and of similar mental disease great 
enough to be beyond coincidence and deñ- 
nitely indicating a strong constitutional trend 
in schizophrenia. 


DEPRESSIVE STATES 


In the case of the depressive states, as 
is well known there is more mental disease 
of similar type than in any other condition. 
This is borne out in my statistics shown on 
page 332. 

The cases with divergent diagnoses in the 
direct relatives were dementia præcox, con- 
stitutional psychopathic inferior, schizoid 
state, marked anxiety state, marked psycho- 
neurosis, criminal deviaticn (1 case), psy- 
chosis with arteriosclerosis (I case) and 
obsessive compulsive state. 

The same general statement which was 
made in the case of schizophrenia applies 
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Total depressives Depressives with family history 
Male Female Total Male Female Total 
42 107 149 21 46 67 (47%) 
i Family distribution: 
Mother-sibling......... 22 
Father-sibling ......... 8 
Sibling-sibling S Mabesent 4I 


to the manic-depressive cases. Where the 
proband was clearly manic-depressive or, at 
least, presented a clearcut depressive state, 
the relatives, that is, brother, sister, mother 
and father, son or daughter, were almost 
universally classifed as depressive states. 
Where, however, the diagnosis was not 
clear, where the patient had not been seen 
long enough or where even after long ob- 
servation there were atypical features, dis- 
similarity—so-called—appeared in the rel- 
atives. The bulk of the cases classed as 
dissimilar were diagnosed as schizophrenia, 
a smaller percentage as severe psychoneu- 
roses, with an occasional chronic alcoholic 
and constizutional psychopath. 

The cases are too few for an elaborate sta- 
tistical study. The general trend, however, 
is conspicious and clear. Here we may 
again be dealing with bilateral heredity, that 
is to say, the dissimilar cases may possibly 
be due to traits and characteristics belonging 
to an unknown ancestor, but this is mere 
speculation and occasions only an exercise 
of ingenuity rather than depending on any- 
thing corresponding to proof. 


SEVERE NEUROSES AND ANXIETY STATES 


Of the total of 469 cases seen in this 
group during this period, 172 were male 
probands and 297 female probands. The 
cases with definite family histories of the 
type herein considered were 28 males and 
24 females, the total being 52 or 11%. 

I am not considering the heredity of the 
neuroses in this paper. In the first place, 
they are too widespread and too common 
for the grcup that any one psychiatrist sees 
to be representative or to be statistically 
valid. It will be seen that the percentage 


Disease distribution: 


Similar Dissimilar 


Mother-sibling......... 1g 3 
Father-sibling ....... ‘ee. oA 4 
Sibling-sibling......... 23 21 


is far less than what one sees in the manic- 
depressive states or the schizophrenics. On 
the other hand, it is far greater than in the 
case of epilepsy or feeblemindedness. More- 
over, the given family history, not the 
known family history, would multiply the 
number of cases by at least two and, in 
fact; when one gets to know any family 
long and well enough, the percentage of 
neurosis reaches almost 100. However, the 
same might be true if one took any normal 
individual and collected with detail and cir- 
cumspection his family history. 

All.one can say at this time is that the 
situation cannot be cleared up in respect to 
the major neuroses by any short study and 
perhaps not at all under present day circum-. 
stances and with our current ‘‘understand- 
ing” of the neuroses. 


GENERAL PSYCHOPATHIC STATES 


The same is true of those cases which I 
have here labelled general psychopathic 
states, by which is meant character anomalies 
of one type or 4nother, including sexual 
deviation, criminal conduct and the like. 
Such individuals numbered 61 as probands. 
The relatives known to me numbered 9, 
which made a percentage of about 15. De- 
viations in character are too common and 
too infrequently come to the attention of the 
psychiatrist for statistics of any validity to 
be gathered except by a long-time research. 


DISCUSSION 
I am, therefore, confining my discussion 
to epilepsy, feeblemindedness, the depressive 
states and schizophrenia. 
Epilepsy.—tin private and in hospital prac- 
tice familial incidence is rare in epilepsy. 
Regardless of the similarity or dissimilarity 
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of brain waves, it seems to me to be much 
more likely that environmental factors are 
more directly responsible for epilepsy than 
the constitutional state. A constitutional 
predisposition may exist, but this is most 
certain.of everything that happens to the 
human being or, for that matter, to any living 
thing. Whatever happens must be “happen- 
able,’ to coin a word. If a stone falls on 
a skull, it is much more likely that the skull 
will be fractured than the stone. If the stone 
falls on sheet-iron, it is very likely that the 
stone will be fractured and not the sheet- 
iron. The fracturability of the skull pre- 
exists before the. skull can be fractured. 
This is said in no flippant manner. The 
question arises, Is the predisposition of 
such extreme nature that it is mainly 
responsible for the condition which occurs? 
’ Thus, in certain diseases of bone, any trauma 
will fracture a bone. Such a fracture we may 
attribute to the fragility of the bone rather 
than to the environmental circumstances. 
On the other hand, any bone can be frac- 
tured by a severe enough blow. This kind 
of fracture we’ must attribute to the 
environment. 
So it seems to me permissible to say at 
this time in respect to epilepsy, that in the 
main it is created by exogenous factors and 
can be reduplicated in anybody by exogenous 
factors, such as drugs, injury, infection, 
trauma, tumor and the like, and that there 
probably is no such thing as idiopathic epi- 
. lepsy, a statement which has been made by 
many others. All one can say is that the 
larger group of epileptic cases remain of 
unknown origin after all the studies we 
can make are carried out to completion. The 
fact that monozygotic twins tend to have the 
same brain waves and also develop epilepsy 
in a considerable percentage of cases would 
be expected, since both the constitution and 
the environmental happenings are about the 
same in most cases of monozygotic twins. 
Feeblemindedness-—O{ this condition it 
can clearly be stated that in private prac- 
tice—and this is true of a very much larger 
group than the one I have cited—feeble- 
mindedness tends to be an isolated feature 
occurring in all kinds of families and relating 
usually to only one member of the family 
group. This is true, but to a lesser degree, 
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when one studies families in a public schoo!. 
system. The percentage of families rises, 
but not at all to the extent one would be 
led to believe, if one took into account the 
classical family groups so often cited in the 
literature which have misled both psychia- 
trists and the public at large for at least 
two generations. The percentage is much 


greater than that found in private practice, 


but it does not equal the percentage I have 
seen in private practice in the statistics of 
schizophrenia or manic-depressive psychosis. 

When one comes to the institutions the 
percentage rises still further but embraces 
‘only in the last analysis a small proportion 
of the cases in the institutions. One only 
occasionally sees large numbers of one single 
family in an institution for the feebleminded. 
The „studies that have been done in the 
public institutions have not been complete. 
They have usually taken into account the 
degree of defect rather than the cause of 
defect. But so far as they go, they indicate 
a hereditary trend towards feebleminded- 
ness, but one which appears either in isolated 
family groups as a conspicuous factor or 
in individuals isolated from the rest of the 
family’ by mental defect, the rest of the 
family corresponding on the whole to the 
average of the community. __ 

Depressive States—When one turns his 
attention to the depressive states, a totally 
different picture at once appears. There is 
a very high incidence of family disease. 
Even when one excludes uncles, aunts and 
cousins whose incidence wculd have to. be 
taken into account in preparing any Men- 
delian scheme of the inheritance of the de- 
pressive states, the proportion is appalling. 
When one takes into account the further 
fact that this mental disease mav occur at 
any time of life and that at no time does 
one reach the full incidence of the disease 
in any family group, then the vercentdge 
obtained even in this study is conclusive 
for a familial trend of great importance. In 
other words, the incidence is so greet tha: 
to neglect the constitutional factors is 
fraught with danger to the race, in that it is 
just these conditions whick are the more 
treatable, which respond more to electric 
shock and other treatment, including psy- 
chotherapy; and that unless ‘there is com- 
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bined with treatment a eugenic effort, psychi- 
atry may do more harm than good to the 
human race. l 
Schizophrenia.—In lesser degree the same 
statements may be made of schizophrenia. 
The constitutional factor, even excluding the 
dissimilar conditions which may come from 
other ancestors and from other stocks, 
argues strongly for at least a constitutional 
factor in schizophrenia, if not a hereditary 
one. The fact that other workers have laid 
more stress on collateral. ancestors makes 
the situation more grim in its genetic outlook. 


RECOM MENDATIONS 


I believe that the time is ripe for some 
suggestions for,- let us say, a nation-wide 
study of the family incidence of mental dis- 
ease. I was quite shocked in writing around 
to various institutions, first, to discover how 
poor their family histories were. In many 
instances my own records, collected without 
the aid of a social worker and by no other 
means than my own, inquiry and the 
acumen of my secretary, disclosed much 
more familial disease than was obtained in 
an institution with social workers, resident 
staf and long-resident patients. Surely, 
when patients are confined for a long time 
in a hospital and there is a continuum of 
clinical study together with the opportunity 
for social investigation, records of familial 
incidence should be a routine part of the 
statistics of the institution. In no psychiatric 
institution to which I wrote did I find any 
familial -division of cases which made pos- 
sible an easy assembly of the familial inci- 
derce of mental diseases. 

It is, therefore, recommended that special 
attention be paid for at least a generation 
to the gathering of facts concerning familial 
incidence of the mental diseases in custodial 
hospitals, in out-patient divisions, and in 
private practice. If this is done on a large 
encugh scale and over a long enough period 
of time, the facts can be assembled in sta- 
tistically valid numbers and with sufficient 
clarity of purpose to make conclusions pos- 
sible on this. all-important subject. 

It would be better still to establish a 
national institute for the study of heredity 
in the mental diseases. This institute ought 
to operate for at least fifty years before 
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the facts it could assemble would be of suf- 
ficient volume and validity to justify national 
and drastic action, or to state contrariwise 
that constitution and heredity played little 
or no role in the genesis of the various 
mental diseases. I do not believe that the 
latter would be the answer given by such 
a study. 

It may be that our present classification 
and understanding is insufficient and that 
the categories into which we divide the 
mental illnesses have not enough substance 
behind them for a correct analysis of the 
value of environmental and hereditary forces 
in the creation of the mental diseases. The 
fact that most neuroses do not respond well 
to shock treatment while depressive states 
do is indicative of a sharp division between 
the biology and psychology of the depressive 
states and the neuroses. It may be that 
surgical operation, such as prefrontal lobot- 
omy, will lead to new classifications accord- 
ing to results obtained. What is still more 
likely and still more hopeful is that tests 
of an objective kind will appear, so that 
we can classify the mental diseases by some- 
thing much more clearcut than the impres- 
sions gained through psychological and other 
tests. It is much more satisfactory to have 
chemical and spinal fluid changes as indica- 
tive of general paresis than to depend 
on whatever psychological changes the pa- 
tient presents. It is not likely that we will 
have this kind of pathology to give us our 
direction in the differential diagnosis of other 
and more baffling mental diseases; but I 
think it very likely that more subtle tests, 
yet to be evolved, will be of importance and 
give us a basis. for understanding the con- 
stitution and heredity of these diseases. 

All this need not deter us from looking 
more closely into the environmental bases 
of these mental diseases. As I have stated 
before this, all cats look grey in the dark, 
so that where little is known, much may be 
blamed on heredity, as was the case before 
the cause of tuberculosis became known. For 
example, the effect of the-first great environ- 
ment of man, the uterus, in producing de- 
viation is utterly unknown, and no one has 
sufficiently followed the fate of the children 
born of difficult labor. The physiological 
exigencies are relatively simple; the psy- 


1946] 


chological pressures and distortions are com- 
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. Timofeeff-Ressovsky, H. A. Induced gene-varia- 


plicated beyond words. Yet while what one. tions in Drosophila funebris. J. Hered, 21: 167- 


experiences needs attention, the fundamental 
and inherited nature of the.experiences must 
play a great role. What happens is impor- 
tant; to whom it happens is equally laden 
with destiny. 
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INSULIN THERAPY AND ITS FUTURE * 


EARL D. BOND, M.D., anv JAY T. SHURLEY, M.D., Puitaperpuia, Pa. 


Having kept an insulin-shock unit active 
for over nine years we are thinking of the 
future. The unit isan expensive one. Does 
it pay? Doctor Nolan Lewis’ paper(1) on 
the value of shock therapy in general has 
been used as a stimulus to our own thinking 
on this particular problem. 

An idea which is probably accepted by 
everyone without much thought but which 
has startling implications is that the brain 
is the only organ of the body which feeds 
exclusively on sugars. It is further note- 
worthy that the actual metabolic rates of the 
various subdivisions of the brain decrease as 
the neuraxis is descended. In the light of 
Hughling Jackson’s(2) conception of the 
phyletic organization of the central nervous 
system, which postulates that the newer phy- 
letic and higher anatomic portions of the 
brain regulate and control the older and 
lower portions, and in view of the Pfister 
and others’(3) conclusion that in schizo- 
phrenia there is a disorder of the autonomic 
nervous system involving the entire organ- 
ism, we are going a long way in removing 
insulin therapy from the realm of the purely 
empirical, and putting it on a firmer phys- 
iological basis. That ‘Sakel’s discovery 
should have hit directly at these principles 


is a most remarkable and fortunate coin- 


cidence. It must be admitted, however, that 
we are perhaps yet a long way from under- 
standing the modus operand: of the response 
and often recovery of schizophrenic patients 
undergoing insulin therapy. 


The discussion naturally begins’ with a 


description of the technique and the results. 
In the years 1936 to 1938 the aim was to 
produce stupor with the least possible dosage 
and the least number of convulsions. In the 
years 1939 to 1944 deeper and_ longer stu- 
pors were achieved by increasing the dosage 
and regarding convulsions as helpful inci- 


1 Read at the rozd annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IH., May 27- 
30, 1946. 
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dents of therapy (4). Our present therapy is 
simply more refined in detail. 

As it is now being given, a course of in- 
sulin shock treatments consists in roughly 
30 to 6o stupors, given daily 6 days a week, 
without interruption until the end of treat- 
ment. The daily treatment is begun at 7 a.m. 
when the fasting patient is given his prede- 
termined dose of insulin, either intramus- 
cularly or intravenously, depending on cer- 
tain indications. The dose of insulin for all 
vatients is determined individually and ad- 
justed daily according to reaction. 

We are still experimenting with dosage 
procedures. Recently we have been obtain- 
ing encouraging results by using a rapid in- 
crease method, beginning with a dose of 50 
units. Depending on reaction, we may in- 
crease the dose on successive days by the 
near-geometric progression of 100, 200, 400, . 
600, 800, and up to 1600 units. The dose is 
levelled off at the point where the initial - 
stupor occurs within 314 hours after the 
injection. Aiter deep stupors have been 
achieved, the dose is then dropped equally 
rapidly to determine the minimum coma dose 
or insulin. From this point onward, the 
minimum amount of insulin required to pro- 
duce deep stupor is given daily. This method 
has the effect of inducing coma very early, 
even in insulin resistant cases, and appar- 
ently at the same time inducing rapid sensi- 
tization to hypoglycemia and, most im- 
portant, changes in the patient’s mental 
symptoms very early in treatment. We 
would not reccmmend this method for use 
by other than a skilled therapist, but we 
shall discuss fully the details of our depar- 
ture from custom in dosage i ina forthcoming 
paper. 

The dose is so adjusted that the patient 
goes into a stupor by 9 a.m. The stupor is 
allowed to continue for a maximum of two 
hours and is interrupted sooner only if signs 
of dangerously deep coma warrant. (“Stu- 
is measured from the time the patient 
can no longer be consciously aroused and 
includes the term “coma’’). The deepest 
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possible stupors consistent with safety are 
induced daily and no “light” stupors. are 
given. Routinely the stupor is interrupted 
by administration of 50 c. c. of 25% glucose 
intravenously, followed by a palatable drink 
of Karo syrup, lemon juice and water. This 
drink contains roughly sufficient carbohy- 
drate to balance the insulin dose adminis- 
tered, calculated on basis of 2 grams of 
carbohydrate to 1 unit of insulin. The pa- 
tient is given a full breakfast in bed and then 
allowed to return to his room to spend the 
remainder of the day in the usual hospital 
program of occupational therapy, hydro- 
therapy, etc. Selected music before and after 
stupor is a regular part of the insulin pro- 
gram in our unit. 

Routinely, patients are given vitamin sup- 
plements to their diet which, with the ex- 
ception of breakfast, is regular hospital fare. 
Also, fluid intake is limited throughout the 
day to a maximum of I500 to 2000 cc. 

Electroshock or metrazol convulsions are 
administered to patients in combination with 
insulin stupor in courses of about 3 to 12 
treatments, to roughly half of all cases 
treated. This is usually given near the end 
of the course of insulin therapy in those cases 
who are not quite well, or show no improve- 
ment from insulin therapy alone. The patient 
is allowed a day’s rest after a convulsion, no 
matter what its origin. 

Besides psychiatric examinations enabling 
a diagnosis of schizophrenia to be established, 
and careful physical and neurological ex- 
aminations, preparation for the treatment 
consists of a routine electroencephalogram, 
a fasting blood sugar, and roentgenograms 
of the chest and lateral thoracic spine. We 
also do intravenous pentothal interviews 
with each patient in an attempt to establish 
the value of this procedure in estimating 
prognosis with insulin therapy. An electro- 
cardiogram is done only if indicated by 
physical findings. Also before coming to 
treatment the patient is given small doses 
(5 units) of insulin daily-for a week to test 
for unusual sensitivity to hypoglycemia, as 
well as allergy to insulin. 

. Contraindications to insulin shock therapy 
diminish in number and gravity as we be- 
come . more‘ experienced with. the therapy. 
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For such a physiological -form of treatment 
there should be few, if any, absolute contra- 
indications. Actually, however, the risks =re 
greater in those individuals who have seriaus 
heart, liver or kidney disease, in those wio 
have convulsive disorders. in diabetics, in 
those who have no superficial veins acces- 
sible and in those over forty-five years of 
age. Pregnancy, per se, is no contraindta- 
tion. Presence of tuberculosis or other m- 
fection is, of course, a definite contraindica- 
tion. 

Psychotherapy for patients who go to an 
organized insulin unit has taken a form Ze- 
termined by the circumstances. Patiects . 
hear of the special treatment not only from 
their physicians but from the nurses and 
other patients; they see for themselves its 
good results in patients who have been 
through it and returned to the wards. In the 
unit they receive much attention; are on 
special diets; are impressed by the medico- 
surgical proceedings; and they are recipiexts 
of special nursing attention all day. Appar- 
ently the insulin—the hypoglycemia—p-7- 
duces the first psychological change in the 
patient: “Things seem to clear; a veil was 
taken away; I felt myself part of the world 
again.” Of course many patients do not teke 
this step. If they do, they at once feel the 
interest and satisfaction of the unit’s physi- 
cian and later on, returning to their roorcs, 
they meet the interest and often enthusia an 
of nurses and fellow patients. Interviews 
with the physicians assigned to the study of 


_each patient before and during and af=r 


treatments allow fantasy to be understand 
and help the patient look forward. Mast 
patients who first change with insulin seem 
to gain by these interviews, but it must be 
said that some who do not seem tc be affected 
at all by psychotherapy go on to full 
recovery. | 

A resemblance to “total push” is sug- 
gested by the patients’ schedule, but sor- 
thing is added. 

Undoubtedly insulin shock is a drascic 
treatment and many complications can cz- 
cur. In a series of 400 patients there we-e 
4 deaths, but it is noteworthy that thee 
have been none in the past four years. 

The principal complications oi the trezt- 
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ment that we have encountered in order of 
importance are: 


A. Those which may result in death: 
I. Prolonged or irreversible stupor. 
2. Respiratory complications. , 
3. Circulatory complications. 
4. Intracranial hemorrage. 
B. Less serious complications: 
I. Convulsion of epileptic type. _ 
. Transient cardiac abnormalities. 
. Nausea and vomiting.. 
. “After shock.” ` 
. Insulin allergies and anaphylaxis. 
. Neurological symptoms. 
7, Organic mental reactions and con- 
fusion states. 
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Prolonged or irreversible stupor has ac- 
counted for approximately one-half of all 
insulin deaths. Its treatment is not nearly 
so important as its prevention, and in this 
' we have been extraordinarily successful of 
late. Of the last 75 patients treated, cover- 
ing an 18 months’ period, we have had 
none, despite our deep stupor levels. We 
attribute this record to close observation 
of patients, the routine use of intrave- 
nous glucose for awakening, and the routine 
limitation of fluids throughout period of treat- 
ment. We treat the condition, immediately 
it is diagnosed, with intravenous sucrose or 
sorbitol, thiamin chloride, and concentrated 
human plasma, as described by Rivers and 
Rome(5). 

In reporting our results in the next para- 
grapas suggestions made by Dr. Nolan 
Lewis are followed as far as possible. Sta- 
tistics are given only on those patients diag- 
nosed as schizophrenic. 

In the first place patients were selected for 
this treatment for many different reasons, 
as will be seen below. 

(a) There were II patients who were 12 
to 16 years old at the time of insulin treat- 
ment. Of these 9 had some indications of 
schizophrenia since childhood (seclusive- 
ness, eccentricity, suicidal impulses) and the 
outlook was considered hopeless before 
treatment started: none of these showed any 
gain. In the other 2 the early childhood 
history was negative or fairly good and the 
results follow. A girl of 15 had year-long 
remissions after two series of insulin treat- 
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ments and one of electric shocks. A boy of 
16 was not improved under insulin but six 
months later was reported recovered after 
metrazol. 

(b) There were 62 patients who had a 


. Clear history of. unbroken illness for more 


than 4 years before treatment. In many 
cases insulin was urged “as a last resort,” 
often by relatives. A very poor prognosis 
was given for this group which was justi- 
fied by results, although there were some 
surprises. | 

‘Of these patients 36 showed no gain at 
all; 8 showed slight improvement. Eight 
others showed remissions respectively of 1 
month, 2 months, 10 months, 18 months, 
I year, 2 years, and 4 years duration: Four 
patients were greatly improved and are now 
self-supporting. One patient improved after 
insulin ‘and recovered a year later to remain 
well. Five patients made recoveries which 
they have held. 

Nearly 25% of good results at the end 
of treatment and 16% of well maintained 
good results was a better outcome than was 
expected. 

(c) There were 133 patients in whom 
overt symptoms had been observed by the 
family for less than 18 months before the 
use of insulin. | 

Of these patients 27 showed no gain at 
all and 15 showed slight improvement. An- . 
other. 29 had good remissions followed by 
relapses; and still another 4 had remissions, 
relapses and other remissions after a second 
course of insulin. Then 4 patients unim- 
proved by insulin recovered later. There 
were left 52 who made recoveries and held 
them without incident. ` 

In this group there appeared 63% of 
good results at the end of treatment and 39% 
of maintained good results. 

(d) A rather surprising effect was seen 
in those cases which showed an intermittent 
onset; to the families these patients showed 
sporadic outbursts of psychosis interrupted 
by times of apparently normal behavior. 
There were 39 of these with 24 remissions 
at the end of treatment, or 61%. Of the 24 
remissions 9 relapsed but 2 patients not re-- 
covered at the end of treatment recovered 
later. , 

Any detailed study of the pre-psychotic 
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personality leads into too many complicated 
tangles to be of use at this time. However, 
20% of the patients were characterized as 
having been either “sociable, extroverted or 
able to get on with other people.” Again it 
was unexpected to find that this apparently 
favored group at the end of the insulin 
treatment showed only 43% recovery rate. 

Of 309 schizophrenic patients treated over 
a Io year period in an insulin unit 48.8% 
were recovered or much improved at the end 
of.treatment, 47% at thèend of the next 30 
days, 43% at the end of the first year, and 
37% at the end of five years. 

This compares to a recovery-much im- 
proved rate of 16% for control cases under 
hospital treatment without insulin or other 
shock treatment. 

The more remarkable consistently held 
recoveries follow: “For 6 years on civilian 
air transport, arranging transportation—two 
promotions.” “For 6 years teaching, more 
outgoing and generally better than ever 
before in his life.’ “For 8 years teaching 
and interested in social activities.” “Seven 
years of successful life as army officer and as 
engineer.” “In 7 years has had good health, 
been married, had a baby, lost her husband 
in service, surmounted all difficulties.” “In 
charge of large hospital.” “Did well in a 
Japanese prison camp.” 

The one patient in whom neurological 


damage could be seen developed convulsions © 


and tremor of one hand about a year after 
the last insulin treatment, but this patient 
had had 16 metrazol shocks before entering 
our unit and had a series of electric shocks 
after leaving our hospital. 
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As we look over our results, we come tc 
the conclusion that an insulin unit is not toc 
expensive to continue for the next few years 
The striking fact that the good responses tc 
treatment are immediate deserves more em- 
phasis than it gets. Even the transitory 
improvements seen in very chronic patient- 
in the middle of treatment are medicall- 
important and of great help to other patients. 

The modifications of technique which w2 
have worked out will be continued as thez 
seem to provide more safety. . 

In the future we should prefer to treat 
patients in the first 18 montks of their illnes 
and especially those in whom there is an 
overt or concealed paranoid trend, but we 
shall have to treat others less promising. 
We shall need the more active ccllaboratim 
of a physiologist, a bio-cherist, and a more 
intensive study of the psychological reacticn 
of the patients to such stimuli as the approach 
of coma and the occasional nearness to deata. 
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In general, Japanese medical standards 
are inferior to those found in the United 
States and Britain. Physicians are not well 
trained; hospitals and public health projects 
are not as well organized or as modern. 
During tne last five years, the Japanese have 
` shortened their medical course from four 
to three years, and have been turning out 
doctors who, they admit, are inferior, even 
by their standards. 

In psychiatry, in particular, Japan is far 
behind the United States. Their practice 
has developed largely under German influ- 
ence, and it is still dominated by the teachings 
of Kraepelin and Bleuler. General practi- 
tioners are not well oriented in psychiatric 
problems and consultations in this specialty 
are far less frequent than in the United 
States. This does not mean, however, that 
the Japanese are totally unaware of or indif- 
ferent to əsychiatric problems. As far back 
as 1900, they passed the law of Custody of 
Insane Persons, which provided that the 
insane be either confined in institutions or, 


if they remained at large, be under the cus-. 


tody of guardians appointed by law. In 
1919, the Mental Disease Hospitalization 
Law was passed, requiring local prefectural 
governmer:ts to establish and maintain 
hospitals for the mentally ill. 

At the beginning of the present war, the 
home islands of Japan had 143 mental hos- 
pitals with a total bed capacity of 21,883. 
A number of these hospitals were private 
and went out of existence during the war. 
No accurate figures are available on the 
number of hospitals that are now in op- 
eration, but it is estimated that it is less 
than one-half. the pre-war figure., These 
statistics apply only to civilian hospitals and 
not tc the military which will be discussed 
later. 

Exect information regarding the incidence 
of mental disease is difficult to obtain. Many 


1 Read at the 102d annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Il., May 
27-30, 1946. 
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cases undoubtedly remain in the community 
undiagnosed and unreported. Schizophrenia 
and manic-depressive psychoses apparently 
have the same relative incidence as in the 
United States, although manic cases may be 
less frequent. General paresis is more com- 
mon and accounts for about 22 percent of 
all admissions to mental hospitals. 

It is the impression of Japanese psychi- 
atrists that psychoneuroses occur among 
their civilians approximately as they do in 
the United States and Britain. The exact 
manifestations of psychoneuroses were not 
determined in detail. However, it can be 
said that they included a high incidence of 
psychosomatic complaints. Also, conversion 
hysterias are apparently more common, al- 
though the Japanese use this term to include 
a number of other conditions. Neurasthenias 
also occur in limited numbers. Psychopathic 
personality is a recognized condition. 

Epilepsy and mental deficiency are not 
regarded as special problems and separate 
hospitals for such cases are not provided. 
The Japanese have a law for sterilization 
of mental defectives; however they do not 
enforce it very rigidly. There more attention 
is paid to the individual desires of parents 
than one would expect in a totalitarian state. 


t 


SOCIETIES 


The most important is the Japanese As- 
sociation for Psychiatry and Neurology 
which, before the war, was composed of 
approximately 1,000 members. A journal 
was published monthly but was discontinued 
during the war. 

There is also a Mental Hygiene Associa- 
tion with a membership of approximately 
800 including not only psychiatrists but wel- 
fare workers, teachers, police and govern- 
ment officials. Their journal was also sus- 
pended during the war. 

Other organizations include small associa- 
tions for psychoanalysis and the study of 
conditioned reflexes. 


1946] 
MEDICAL SCHOOLS 


The two leading medical schools of Japan 
are located in the Imperial and Keio Univer- 
sities in Tokyo, and these were visited to 
learn something about the program for 
osychiatric education. 

The neuropsychiatric set-up at Imperial 
University was organized as the so-called 
Brain Research Institute. This institute 
was divided into three departments: neuro- 
anatomy, neurosurgery, and psychiatry. The 
entire institute was under the direction of the 
professor of psychiatry. Dr. Yoshi Uichimura. 

The department of anatomy was devoted 
to the gross and microscopic study of the 
brain and nervous system. It was housed in 
g separate building, and its facilities included 
z rather extensive collection of human and 
compzrative neuroanatomical material. It 
served the same purpose as the division of 
neuroanatomy in other medical schools. 
While some research has been done im the 
past, its main function at present is teaching 
first year medical students. 

The department of neurosurgery was jo: 
cated in the main surgical clinic and ap- 
peared to have no connection with the de- 
partment of psychiatry except in name as 
part of the Brain Research Institute. The 
work of this department is essentially beyond 
the scope of this report. 

The department of psychiatry was housed 
in a separate building which superficially 
bore some resemblance to the general set- 
up at such teaching clinics as Phipps and 
Fayne-Whitney in the United States. The 
wards accommodated approximately 80 pa- 
tients, who were admitted chiefly for teach- 
ing purposes. This building also housed a 
number of conference rooms, lecture rooms, 
laboratories and a library. 

The psychiatric teaching program at Im- 
perial University included a first year course 
in brain anatomy and physiology of approxi- 
mately twenty hours. In the third and fourth 
years the students were given a course in 
clinical psychiatry, which included lectures, 
demonstrations and some practical work on 
the wards and in the outpatient clinic. The 
number of hours was somewhat variable, 
depending on the student’s own interest. 
Apparently the work in the fourth year is 
partly on an elective basis, and the stu- 
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dents interested in psychiatry can spend 
considerable time in that field. 

Dr. Uichimura reported that in normal 
times there were approximately 40 psychi- 
atrists on the staff, but that during the war 
this number was reduced to 14. 

The psychiatric department at Keio Uni- 
versity was under the directior. of Dr. Schi- 
chiburo Uyematsu who had had training -at 
Harvard and Johns Hopkins. Keio Univer- 
sity, unlike Imperial, had suffered destruc- 
tion of many of the buildings due to bomb- 
ing. The psychiatric building had been 
entirely destroyed and the department had 
been reduced to some 15 beds on the general 
medical ward and a few offices in the main 
building. Nevertheless, it was the impres- 
sion, not only of the writers, but of all the 
medical officers who visited the two univer- 
sities, that the work at Keio was generally 
superior to that at Imperial. The psychia- 
tric staff at Keio had originally consisted of 
some 30 psychiatrists but was reduced to 
about Io during the war. The course was 
also reduced from four to three years. 

The psychiatric teaching program at Keio 
began in the second year with fifteen hcurs 
devoted to general psychiatry which con- 
sisted of etiology, general pathology of 
mental disorders, and psychopathology. In 
the third year, thirty-five hours were de- 
voted to special psychiatry, which included 
a detailed description of the various types of 
neuroses and psychoses. Also included in 


‘the third year was a ten hours course in 


mental hygiene, which was sub-divided into 
eugenics, legal aspects of sterilization, mental 
hygiene of childhcod and forensic psychiatry. 
In normal times, the fourth year included 
forty-five hours of clinical demonstrations 
of actual psychiatric cases and work on the 
wards. During the war this was cut to 
twenty-five hours and was given the third 
year. 

Both Drs. Uichimura and Uyematsu 
seemed to be fairly familiar with the general 
principles of American psychiatry up to 
about the time of the war. They both knew 
all about the psychiatric set-up in the.U. S. 
Army during the first World War, and were 
quite emphatic in saying that the Japanese 
Army had nothing comparable to it in the 
present conflict. They felt that, in general 
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Japanese civilian psychiatry was at least 
twenty years behind the United States. 

There are certain rather marked differ- 
ences between the practice of psychiatry in 
Japen ard the United States which are 
worth noting. For example, clinical psy- 
chologists were not used at all, although 
both universities maintained departments of 
psychology. Apparently the psychologists 
there were rather jealous of their own pre- 
rogetives and did not wish to cooperate with 
the psychiatrists. The Japanese were famil- 
iar with our Army Alpha tests, Binet and 
other standard psychometric tests, as well 
as the Rorschach. However, all suchr tests 
had to be carried out by the psychiatrists 
themselves. The Japanese had no psychi- 
atric social workers or other personnel 
comparable to them. 

The Japanese system of internships and 
residencies was somewhat indefinite and 
much less formal than ours. For example, 
in Japan, when a medical student graduates, 
he makes a rather informal arrangement 
with the chief of service to work in that de- 
partment. There is no regular appointment 
or time limit. The recent graduates seem 
to function somewhat as our internes do 
except that they do not live in the hospital. 
They do have an arrangement whereby at 
least one of them sleeps in the hospital every 
night on a rotating basis. This informal as- 
sociation with the hospital may end in a 
year or two or may go on for a number of 
years, until the individual considers his 
training complete and goes to another hos- 
pitel or into private practice. In the latter 
case, he may continue his association with 
the hospital indefinitely. It should be empha- 
sized agzin that such associations are entirely 
informal. The only physicians whose names 
appear in the university catalogues are the 
full professors and a limited number of full- 
time associates. During the period of train- 
ing or “internship,” the physician is first 
occupied with taking care of ward patients 
and working in the outpatient clinic. As 
time goes on, if he shows sufficient promise, 
he is given an opportunity for research and 
to assist the older men with teaching. 

The nursing course in Japan covers two 
yeers, and two years of formal education— 
something like high school instruction—are 
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required before applicants are accepted. 
During the two years the nurses receive 
three to six months of psychiatric training, ` 
depending upon the hospital. Japanese 
nurses in general, however, do not occupy 
quite the same position either socially or 
professionally that our nurses do. They do 
not enter into the psychiatric treatment pro- 
gram as they do in most of our psychiatric 
hospitals, nor do they keep case records or 
notes as our nurses do. Certain Japanese 
nurses are trained in public health work and 
some of them do work which closely ap- 
proximates that of our medical social 
workers, but this function apparently has 
not extended into the psychiatric field in any 
way. 


CIVILIAN PSYCHIATRIC HOSPITAL 


Japanese hospitals in general were main- 
tained, in comparison with those in the 
United States, on a much lower level of 
sanitation and cleanliness. Plumbing was 
available in some, while in others, human 
excreta were handled in wooden buckets. 
In some places beds were used and in others 
the patients were on mats on the floor. Bed 
clothing and patients clothing, were generally 
not very clean. Psychotic patients, as a rule 
were kept in locked wards or rooms. Bars, 
if present at all, were usually outside the 
glass and, frequently, wards and rooms were 
separated by glass partitions. There was 
very little evidence that the patients ever 
broke the glass, and the Japanese psychi- 
atrists said that they believed their psychotic 
patients were generally less violent and 
destructive than ours. Mechanical restraint 
was not seen at all, and isolation rooms 
were used apparently very rarely. The more 
docile behavior of Japanese psychotic pa- 
tients might be explained by the general 
cultural background of the people, who are 
more accustomed to discipline and regimen- 
tation and, consequently, accept institutional 
life more readily. Males and females were 
housed on separate wards but separate 
toilets and baths were not always available. 

Careful inquiry was made as to the atti- 
tude of nurses, and particularly attendants, 
toward psychotic patients. As far as could 
be determined, such personnel regard their 
patients as sick and are as sympathetic and 
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kindly in their handling of them as is pos- 
sible under the circumstances. Japanese psy- 
chiatrists denied that brutality on the part 
of attendants was any problem .or ever 
occurred, If this is actually true, it might 
be explained by the fact that Japanese psy- 
_chotic patients are generally rather passive 
in their acceptance of hospitalization and do 
not react aggressively against it. The at- 
tendant’s job is therefore much easier. 

The treatment of psychoses included the 
various forms of shock therapy, such as 
insulin, metrazol and electroshock. Insulin 
was difficult to obtain because of the war as 
were electroshock machines for the same 
reason, so that metrazol and cardiazol were 


rather widely used. The Japanese all denied 


any complications of shock therapy, such as 
fractures, but their pre- and post-shock ex- 
aminations were very sketchy, and no x-rays 
were made at all. It is difficult to make a 
definite estimate as to the results of this 
treatment. One gained the impression that 
the Japanese tended to be over-optimistic 
about the results of shock therapy in general. 
General paresis was treated chiefly by ma- 
laria, although typhoid vaccine was occa- 
sionally used. It was admitted that such 
radical forms of treatment as dengue and 
tsutsugamushi fever had occasionally been 
used in the past but that such treatment was 
on the whole ill-advised. 

There was a good deal of talk about oc- 
cupational therapy and athletics among the 
patients but very little evidence of this was 
seen. In visiting most Japanese psychiatric 
hospitals one was struck by the fact that the 
patienis seemed to be always sitting around 
doing nothing. However, as the oriental 
attitude regarding activities and leisure time 
is very different from ours, this may not 
have been quite as undesirable there as in 
our country. The hospitals located outside 
the city all had farms or vegetable gardens, 
and most of the work was done by patients, 
forming a crude sort of occupational therapy. 

Group therapy apparently had not been 
used at all in the civilian hospitals. 

The treatment of psychoneuroses was ex- 
tremely difficult to evaluate. Apparently, 
there are no formal schools cf psychotherapy 
in Japan. Many of the psychiatrists are 
familiar with Freud’s work, but very little 
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analysis is carried out except by Professor 


‘Marui and his group at Sendai. In general 


the psychotherapy is pretty much up to the 
personal whim of the individual psychiatrist. 
It was determined that psychotherapy con- 
sisted of an effort on the part of the psychi- 
atrist to explain the patient's symptoms in 
a manner which he could understand and to 
reassure him. Hypnosis was apparently 
used to a limited extent by a small group 
of Japanese psychiatrists. Sedatives seemed 
to be used rather freely. Tne Japanese ap- 


, parently were not familiar with narco-syr 


thesis and when this was explained to ther, 
they asked a number of questions and seemed 
eager to learn the technique. The duration 
of treatment, number of.therapeutic inter- 
views, was again up to the individual psr- 
chiatrist. However, it seemed quite defini-e 
that the Japanese do not use prolonged 
therapy, and that they tend to have much 
shorter contacts with their patients than ve’ 
do. It was impossible to obtain an accuracze 
evaluation of the results of psychotherapy. 
Some of the psychiatrists felt that they were 
able to help a certain number of their pa- 
tients while others did not seem to benent 
by the treatment. 

In addition to ward treatment the larger 
hospitals and university zlinics all mam- 
tained outpatient psychiatric services. These 


© handled cases referred from other ce- 


partments, from practicing physicians, aad 
to a limited extent, from schools and courts. 
The Japanese psychiatrists all understcod 
the principles of mental hygiene, but were 
frank to admit that they were a long wizys 
behind the United States in this field. Hew- 
ever, when one considers the general bazk- 
ground of the Japanese people and their re- 
ligious and political culture, it is remarkable 
that they have any mental hygiene at all. 


MILITARY NEUROESYCHIATRY 


Detailed information on Japanese military 
neuropsychiatry was extremely difficult to 
obtain because of the fact that publications 
in this field were discouraged by the Govern- 
ment. Certain facts, however, were fairly 
definitely established. 

During the early phases of the war, both 
the Army and Navy apparently had psycho- 
logical examinations which were applied to 
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personnel at the- time of induction. These 
are said to have been somewhat similar to 
our own Army Alpha tests. However, their 
use was rather generally discontinued except 
by the Air Corps. No figures are available 
as to the number of individuals rejected on 
the basis of these tests, but the Army and 
Navy medical officers both felt that the 
numbers rejected were. not large in either 
case, 

Neither the Army nor the Navy made 
any provision for full time neuropsychiatric 
consultants at any level. They occasionally 
consulted civilian authorities as to the gen- 
eral aspects of the problem of war neuroses. 
Also, the Army and Navy medical schools 
devated a few hours of instruction to the 
subject of neuropsychiatry. These courses 
were generally given by civilians and details 
were not available. Moreover, only a small 
percentage of Japanese military surgeons 
actually attended these courses. The Navy 
estimated that they had only 6 qualified 
psychiatrists and these were used in the 
larger Naval hospitals. The Army estimated 
that they had approximately 50 psychiatrists, 
who also were used in the large base 
hospitals. 

There was apparently no provision for 
front line, division, corps or army psychiatry. 
Neuropsychiatric conditions generally were 
unrecognized or were regarded as dis- 
ciplinary problems during the early stages. 
Psychoses were eventually recognized as 
such, Some of the psychoneuroses were also 
eventually recognized, while others, particu- 
larly psychosomatic cases, were regarded as 
organic and often discharged as medical or 
surgical. . 

An attempt was made to find out some- 
thing about the nature of war neuroses. 
Apparently the Japanese classify many more 
conditions under the classification of hys- 
teria than we do. Even allowing for this, 
it appeared quite definite that the majority 
of Japanese war neuroses were either some 
form of ccnversicn hysteria or psychoso- 
matic complaints. Anxiety neuroses ap- 
peared to be far less frequent than in our 
personnel. 

Apparently no effort had been made to 
correlate the incidence of neuroses with the 
individual’s past history and adjustment in 
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civilian life. However, both.Army and Navy — 
authorities were very definite in saying that 
war neuroses was commonest in individ- 
uals who had entered the service by con- 
scription and that such conditions were ex- 
tremely rare in volunteers and almost non- 
existent in officers. 

No figures are available as to the total 
number discharged from the Army or Navy 
for psychiatric reasons, although some of 
the Army men estimate the percentage as 
somewhat less than that of the United States 
during the first World War. 

No effort has been made to follow up dis- 
charged war neurosis cases or to study their 
adjustment after return to civilian life. The 


. Army psychiatrists generally felt that many 


of these cases probably improved after dis- 
charge. The Assistant Surgeon General of 
the Navy, Adm. Dr. Ykanbayasi, said that 
he was quite sure that all of these patients 
got well as soon as they were discharged. 

The Japanese Army maintained three hos- 
pitals on the home islands for the treatment - 
Two of these 
were on Southern Honshu and had about 
500 beds apiece. The third was the Konodai 
Army Mental Hospital on the outskirts of 
Tokyo. 

The Konodai Hospital was originally 
planned as a 1,000 bed neuropsychiatric 
institution. However, during recent months, 
300 of these beds were taken for various 
surgical cases, such as amputees. The hos- 
pital was under the command of Colonel 
Keisaburo Suwa. This officer spoke no Eng- 
lish and had to be interviewed through an 
interpreter. He seemed to have a good grasp 
of modern psychiatry and to be familiar with 
the work of American and European psychi- 
atrists up to about five years ago. He was 
quite familiar with the neuropsychiatric set- 
up of our Army during the first World War 
and was quite frank in saying that the Japa- 
nese Army was far behind us in this field. 
His records appeared to be fairly well kept 
and the hospital to be generally well organ- 
ized. It was cleaner than most of the civilian 
hospitals and there was more help. During 
the early years of the war, there were 24 
medical officers, but at the time of this visit 
in October 1945, the number had been cut 
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to 12, There were also approximately 100 
male and female attendants. 

About 20 percent of the patients at Kono- 
dai were war neuroses ; 42 percent were “de- 
mentia precox,” and 3.5 percent were manit- 
depressive psychoses. It is interesting that 
general paresis accounted for only 10 percent 
of the patient population, which is only half 
the rate found in civilian hospitals. This is 
apparently due to improved treatment of 
venereal diseases among military personnel. 
The remainder of the cases were brain in- 
juries, epileptics, alcoholics, drug addicts 
and psychopaths. 

Colonel Suwa said that he occasionally 
sent war neurosis patients back to duty but 
they were discharged because the Army au- 
thorities never followed his recommendations 
as to type of duty. He also reported that no 
patients were discharged until they were 
completely cured; however, he. probably 
meant until they had reached maximum 
benefit from hospitalization, as he admitted 
later that some were discharged partly cured. 
With regard to schizophrenia, he reported 
16.3 percent complete cures, 40.7 percent 
partial cures, 16.6 percent improving satis- 
factorily, 21.5 percent undergoing treatment, 
and 4.9 percent deaths. 

While the Japanese have a form of Vet- 
erans Administration, it is apparently chiefly 
concerned with pensions and financial assis- 
tance and does not maintain any hospitals. 
The place of veterans hospitals is taken by 
such institutes as Konodai, where military 
patients remain until they are able to return 
to community life, regardless of length of 
time in hospitals. 


REACTION OF THE JAPANESE POPULATION 
TO THE WAR AND TO THE OCCUPATION 


As one would expect, the Japanese people 
were extremely cooperative as regards the 
war effort. They blindly obeyed the Em- 
peror and the government and there was 
no cpposition whatever to the conduct of 
the war. It is worth mentioning, however, 
that the civilian psychiatrists all reported a 
reaction by the people to the initial bombing 
of the home islands. The psychiatrists them- 
selves offered the information that since the 
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people had not been warned that they might 
be bombed, they reacted rathe- badly to the 
initial bombings, developing hysterias and 
other neurotic conditions. There is no in- 
formation as to the total incidence of such 
reactions, and apparently they tended to 
level off as time went on. 

It is doubtful whether the general popula- 
tion ever knew enough about the atomic bomb 
to react very definitely toward it. Also, the 
war ended very quickly after the atomic 
bombing, and many of the people did not 
hear of it until after the war was over. In 
both Hiroshima and Nagasaki, the people 
appeared extremely sullen and resentful 
when our occupation troops came in. This 
cannot be considered unusual, in view of the 
tremendous destruction and loss of life in 
those two cities. Unfortunately, the Army 
medical committee studying atomic bomb 
casualties did not have a psychiatrist. The 
medical men ane surgeons on this committee 
have reported that they did not notice any 
particular psychiatric reaction among the 
atomic bomb victims of ordinary bombing. . 
Fortunately, the Army and Nevy Committee 
which has recently begun to study the effects 
of bombing on the general population in- 
cludes a qualified psychiatrist, Commander 
Alexander Leyton. 

The reaction of the general population 
to the occupation is interesting and worth 
describing. When our troops first entered 
Yokohama, the people generaly kept out of 
the way and seemed to expect rather bad 
treatment at the hands of our traops. As 
time went on and no raping and pillaging 
occurred, they gradually began to appear on 
the streets. Fraternization was at first for- 
bidden by the Japanese Government, but 
gradually took place in any case. The chil- 
dren in particular made friends with the 
G.I.’s and the girls gradually followed. The 
Emperor recently came out ir favor of frat- 
ernization which is now rather widespread. 
The common people seemed tc be very happy 
about the occupation due apparent:y to two 
definite causes. In the first place, the people 
were greatly relieved when the strain of war 
had ended and they no longer had to fear 
death and destruction by bombing. Then, 
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_too, the good treatment which they received 
by cur troops was so unexpected that it be- 
cam2 a general cause for rejoicing. People 
in general seemed to be enjoying their new 
found freedom. The women were getting 
ready ta vote. The population were holding 
mass meetings, striking, and generally be- 
having in a rather democratic fashion. While 
some of this behavior was obviously insin- 
cere, there did seem to be a certain number 
of Japanese people who actually wanted a 
democratic form of government. 
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CoNCLUSIONS 


Evidence has been presented that the Jap- 
anese, despite marked differences in back- 
ground and culture, are psychobiologically 
similar to the people of the western nations. 
They react, with minor differences, to en- 
vironmental situations and psychogenic stim- 
uli very much as we do. The sociological and 
political importance of this observation is 
obvious in the formulation of plans for the 
future of Japan. 


AN IMPROVED INSTRUMENT FOR THE DETERMINATION OF 
CHANGES IN THE PAIN THRESHOLD CAUSED | 
BY DRUGS * 


FREDERICK B. FLINN, Px. D., ann A. S. CHAIKELIS, Px. D. 


Considerable interest has been aroused in 
the last few years regarding the algesimetric 
procedure for measuring pain threshold and 
the lasting effect of an analgesic drug on the 
pain threshold. 

The studies reported can be divided into 
two groups: (1) those which were merely 
interested in determining whether or not dif- 
ferent physiologic-pathologic conditions ex- 
isting in the body lowered or raised the 
normal pain threshold of an individual; (2) 
those which were concerned with the effect 
of an analgesic drug on the pain threshold 
and the length of time that analgesia lasted. 

Pein threshold may be defined as the 
amount of stimulus which will just barely 
produce a painful sensation under given con- 
ditions. The stimulus used may be of a 
chemical, mechanical or electrical nature. 
One has to be careful that the method used 
does not damage the tissue subjected to the 
stimulation. This is important when one is 
determining the effect of a drug on raising 
the pain threshold, that is, the height of the 
increase and the length of time that the effect 
of the analgesia exists. Furthermore, one 
must take into consideration whether or not 
the subject being tested has a cold, is 
fatigued, or constipated. Tests cannot be 
made.when the invisible perspiration pres- 
ent on the skin of the subject is increased 
by either the temperature of the body or 
environmental conditions. The ideal condi- 
tions in which to determine the pain thresh- 
old is in an air conditioned room where the 
temperature can be kept around 20° C. and 
25 percent humidity. Sweating causes a de- 

crease in the effectiveness when the stimulus 
is heat. 


1 From the Division of Industrial Hygiene, Co- 
lumbia University, School of Public Health, New 
York City, N. Y. 

Grateful acknowledgment is made to the White- 
hall Pharmacal Co. who supplied funds that made 
it possible to carry on this work. 


We have experimented wizh the various 
methods of algesimetric measurements that 
have been described in the recent literature 
and have come to the conclusion that the 
method described by Hardy, Wolff and 
Goodell(1) is the most reliable. However, 
in using the Wolff technique we came across 
what seemed to us to be various flaws and 
chances for error. 

We shall describe an improved instrument 
which we feel is as nearly automatic and 
impersonal as can be devised at the present 
time. Unfortunately we have to depend on 
the individual for the subjective sensation of 
pain. For an accurate study of a drug it is 
necessary to familiarize the subject with the 
pain sensation for a short period of time. 
For this reason we do not feel that one can 
take a person off the street and make ac- 
curate observations for the comparison of 
one drug with another. 

The apparatus (based on the idea sug- 
gested by Dr. Wolff and his associates) con- 
sists of a 100c-watt projection lamp bulb 
housed in a cylindrical metallic chamber con- 
taining a highly polished parabolic reflector. 
The light from the bulb passes through a cir- 
cular aperture which is in direct line with 
the special concentrated filament of the lamp. 
The beam of light passes through a two-lens- 
component condenser so adjusted as to bring 
the beam to a focus calculated to be $ cm. 
from the surface of the exposed skin area 
(the focal point being inside the skin). The 
skin area exposed is restricted to an area of 
3 inch diameter (3.5 cm.?) circle by a fixed 
screen aperture. The subject dlaces his fore- 
head firmly against this aperture when 
undergoing a test. 

The intensity of illumination produced 
by the 1000-watt lamp is automatically in- 
creased from a determined minimum by an . 
arrangement of gears operated by motors 
(r.p.m. adjustable) controlling a power- 
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stat (a variable resistor for a.c.). The 
duration of exposure of this light is again 
automatically timed by an electrically oper- 
ated interval timer controlling an electro- 
magnetic shutter. The aforesaid duration 
of exposure is fixed at 3 seconds. 

Variations in the line voltage are elimi- 
nated by means of a Sola constant voltage 
transformer with a primary voltage ranger 
of 9§-125 volts with a rated V.A. of 1000 
so that the secondary delivers 115 volts at 
8.7 amps. 

The intensity of illumination is measured 
with a specially designed vacuum thermocou- 
ple ot 10 ohms resistance. This intensity is 
then recorded in millivolts with a sensitive 
millivoltmeter. The measuring vacuum ther- 
mocouple is fixed in position in a wooden 
block so that when it records the intensity of 
illumination it is always in the exact same 
position as the subject’s forehead. The light 
intensity develops to a maximum well within 
3 seconds and thereafter remains constant 
no matter how long the light is kept on. 
What is actually being measured is the heat 
of the light that passes through the vacuum 
tube. The thermocouple being in a vacuum 
is not affected by an external source of 
warmth. 

We feel that our instrument has one ad- 
vantage and that is the ability to regulate it 
in such a way that preliminary readings can 
be made and these readings can be checked 
from day to day. This check method insures 
us that the condition of the apparatus is 
always the same. 

The advantage of this is seen in the fol- 
lowing experiment on the same subject tak- 
ing aspirin on different days. With the 
powerstat so set that the millivoltmeter gave 
a reading of 12 millivolts, the reading on 
three different days was as follows: 


CHANGES IN THE PAIN THRESHOLD 


Millivolt reading x I1I00 
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3/28/46—Initial pain threshold was...... 12.2 m.v. 
4/ 1/46— “ s z T neies 12.6 m.v 
4/ 2/46— “ k n Geeta 12.6 m.y 


The rise in the pain threshold was respec- 
tively 21%, 23%, 23%. . 

When care is taken to have all conditions 
both in the subject and the environment con- 
stant, the threshold from day to day does 
not vary greatly. What seems interesting is 
that there is but little difference in the 
amount of heat necessary to produce the 
initial: pain threshold in a given group of 
subjects although their reaction to the drug 
may vary. . 

For those who wish to calculate the. 
calories from the readings on the millivolt 
scale of 20 the following formule are avail- 
able. From this temperature the calories per 
square centimeter can be calculated for 
comparison with the Wolff, Hardy method. 

Thermocouple temperature in degrees 
centigrade equals: 


-+ 
60 
room temperature in degrees centigrade. 


The intensity of the incident radiation as 
produced by lamp heat source: 


| ae ol 
I = 1.36 X 10°* (T*) 


where 
“I”? is in cal./sec./em.? 
“T” is in absolute temperature 
“c” is equal to 1.36 X 10°? 
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ART IN THE HISTORY OF MEDICINE 


THE SIXTEENTH CENTURY CURES FOR LUNACY 
CLEMENTS C. FRY, M. D, New Haven, Conn. 


The artists of the 16th and 17th centuries 
have depicted in figurative narratives the 
activities of the traveling quacks, especially 
those of the low countries. 

The stone cutting specialist who pretended 
to remove the stone or stones from the body, 
and in case of insanity from the head, 
was the common theme of numerous artists, 
such as Jerome Bosch, Jan Steen, Franz 
Hals, Jr. 

The etching “The Witch of Mallegem” 
by Pieter Breughel the elder (c. 1525-1569) 
allegorically presents the subject. The quack 
is seen cutting a stone from the victim’s 
head, while other afflicted with stones await 
their turn. An assistant, with a lock on 
his lips, under the table passes stones to his 
employer or shows them to the crowd. 

Although the seat of lunacy was said to 
be in the head, stone cutting did not neces- 
sarily cure the patient, and numerous other 


approaches to the patient’s pocketbook were’ 


indulged in by the quack. The impressive 
and elaborate chemical laboratories were 
ideal set-ups for exploitation by the charlatan. 

In the picture “Doctor Wurmbrandt, der 
im gantzen Land, überall bekandt” we see 
the forerunner of the therapeutic application 
of heat for the cure of insanity, as the cut- 
ting for the stone may be looked upon as the 
forerunner of lobotomy. This patient’s head 
is stuck in an oven and through distillation 
the causes of the illness are allegorically 
represented by snakes, worms, insects and 
other objects. A medicine (wisdom) is 
given him by mouth and fools come from 
his bowels. The artist is Matthias Greuter 
(c. 1564?-1638). 

The verses beneath the drawing are freely 
translated. Thus does Dr. Wurmbrändt 
address his patient: 

“You sick men and women: If you wish 
to entrust yourselves to a doctor, then en- 
trust yourselves to me. I am the best healer 
of the human race. Just show me your urine 


‘becomes its own house. 


and I shall soon see what has happened to 
your body and brains to make you acc 
so foolishly and to associate with fools. I 
am a master of these things; can make the 
giddy and mad intelligent; can recognize 
immediately from the face what disjoints 
a person mentally and can conjecture easilr 
from one’s manners what else might be 
wrong. If you have no rest because ol 
worms, then hurry to me, Dr. Wurmbrandt: 
I shall cut away skillfully the worm from 
your worm-eaten brains. If you struggle 
and pick a quarrel with a mouse (in your 
imagination ?), which no one can very wel 
endure, then for a little money I will catck 
them for you; I have cats up my sleeve 
which are so full of cunning that no rat is 
safe. If you have too many rafters in your 
head (t. e., If you are crazy) then you are z 
very great fool; if there is a spar missing it 
your head then you are very close to being ar 
arrant fool and children might laugh at you 
If you lose your senses, then fantastic no- 
tions, doves and other nonsense continually 
fly in and out of your head. Your mind ther 
See! I can name 
all that as vertigo and wild imaginings a: 
when one is inflamed by wine or just as = 
coal fire burns, and as when you, having 
become quite drunk, do not know the east 
south, west or north. Yes. When you are 
conscious of nothing—whether you are mar. 
or woman—then trust me to bring you back 
to your right mind. If you do not get the 
mastery of just one of your evil troubles 
(so that my medicine must depart withou- 
any healing power and without prcper work- 
ing); if you do not wish to understand anc 
do not wish to recognize who you are anc 
what foolishness is in you; ard if you 
display yourself pompously and believe tha- 
more wit is in your nose than in twelve wise 
minds—Oh woe!—then all medicine is use- 
less. If my medicine is to refresh you then 
you must have faith in it. Faith establishes 
all things. Without it all craft and relief i= 
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trifling. But come! We will test it in my 
alchemical laboratory. There I have set up 
my Brennhelm (a dome used for distilling). 
Come. Present your head and do not be 
afraid. We will in a short while see the 
mist go up in full current with the thou- 
sand-fold contents of a fool’s mind—con- 
tents which I noticed so well in you. Oho! 
They already come up. What distilling! 
What things fly out! What trash was stuck 
in your head! You confused simpleton! You 
have me producing more rubbish from your 
head then there is in almost a whole forest 
of monkeys. 
illness then proclaim that I am a master.” . 

The caricature “By Veele zit de kei 
In’t Hooft om dat Men in de Wind Ge- 
looft” is a copy of Carolin Allardts drawing 
“Comt Mannen en Vroviwen Alle Beyen 
laet and synden vande key” which is the 
outstanding work. Many methods by. which 
the stones are removed from the body are 
depicted. Among them are, cutting from 
the head, flagellation, removal by pincers 


from the anus, purging or the natural re- ` 
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If I make you free of this’ 
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moval through bowel movement, vomiting, 
removal through the urinary system, and 
the treatment through the use of tobacco 
and the use’of the hot iron. The legends are 
allegorically expressed in each group. 

A stipulation in the Oath of Hippocrates 
may properly be quoted in connection with. 
these caricatures: | 


I will not use the knife, not even, verily, on suf- 
ferers from stone, but I will give place to such as 
are craftsmen therein. 
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A COMPARISON BETWEEN THE NEUROPSYCHIATRIC SCREEN- 
ING ADJUNCT (NSA) AND THE CORNELL SELECTEE 
INDEX (FORM N)? 


CAPTAIN HARRY C. LEAVITT, M.C., A.U.S. 
WITH THE TECHNICAL ASSISTANCE OF TECH. SGT. HERBERT GRAHAM 


The heavy economic and hospitalization 
burden which the government has borne 
since World War I as.a result of neuropsy- 
chiatric casualties, has given marked impetus 
to many investigations, civilian and military, 
toward the development of methods whereby 
potential psychiatric casualties could be elim- 
inated before military indoctrination. 

Inasmuch as the induction stations proved 
the most practical places to screen out the 
more obvious psychopathological syndromes, 
increased attention was focused on develop- 
ment of tests applicable to examinations of 
large groups of men with very limited time 
available for individual examinations. 

In order for any neuropsychiatric screen- 
ing test to be of value in an induction station 
it is necessary that the test be rapidly admin- 
istered, easily comprehended, quickly scored, 
and that the individual items in the test be 
easily scanned by the neuropsychiatrist. The 
test substance should indicate the presence of 
the commonest syndromes such as chronic 
anxiety states, neurasthenia, hypochondri- 
asis, antisocial trends, and the more common 
psychosomatic illnesses as asthma, migraine, 
peptic ulcer, and vasomotor syndromes. 


PURPOSE IN COMPARING TESTS 


Pressure from circumstances arising in 
large scale neuropsychiatric examinations 
serves as a constant stimulus to examiners to 
evolve methods and to compare various tests 
which, besides serving best in saving energy 
and time, would be fairly reliable indices to 
psychopathology. - 

For a while we used short “home-made” 
questionnaires, consisting mostly of questions 
which denoted psychosomatic manifestations. 
These symptoms were given the utmost con- 
sideration because the two examining psy- 
chiatrists learned from intensive clinical ex- 


1From the Neuropsychiatric Section, Armed 
Forces Induction Station, Seattle, Wash. 
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perience in military neuropsychiatric hospital 
wards that the greatest number cf patients 
presented symptoms and complaints predom- 
inantly psychosomatic in nature. 

We quickly utilized the Cornell Selectee 
Index? Form N, as a neuropsychiatric 
screening instrument following publication. 
It proved more valuable than anything we 
had used previously. 

About ten months later the War Depart- 
ment issued a test known as-the Neuropsy- 
chiatric Screening Adjunct (NSA). This 
aid also proved very helpful. 

The tests were employed together for 
about one month. It was found that each 
possessed certain advantages, as well as dis- 
advantages. One of the purposes of this 
paper is to discuss those factors which tend 
to make one test better than the cther. 


DESCRIPTION OF TESTS 


Cornell Selectee Index, Form N—As a 
result of numerous test procedure experi- 
ments on a variety of groups of subjects an 
index was devised based on the results of 
three tests which indicated reacticn patterns 
such as neuroses and other manifestations 
suggestive of unstable personalities, including 
the subject’s self-confidence, range of inter-. 
ests, decisiveness, and psychosexual aber- 
rations. 

Subsequent studies permitted the investi- 
gators to recommend a simplified and abbre- 
viated application of the test.* It was found 
that the third form, Form N, of the Cornell 
Selectee Index, which we used exclusively 
in our examinations, would suffice for routine 
examinations. Forms one and two were to 


2 Weider, A.. Mittleman, B., Wechsler, D., and 
Wolff, H. G. The Cornell selectee index. J.A.M.A,, 
124, 224-228 (Jan. 22) 1944. 

3 Weider, et al.: The Cornell selectee index: 
Short form to be used at induction, at reception, 
and during hospitalization, pp. €, privately printed. 
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be reserved for cases requiring more inten- 
sive study of personality structure. 

Form N consists of 64 questions designed 
to denote certain psychopathology which was 
mentioned in the opening paragraphs of this 
paper. A certain number of the items con- 
sists of questions which were more import- 
ant than the others. These are known as 
‘stop’ or ‘critical’ questions because anyone 
exhibiting such symptoms should be ‘stopped’ 
for especial neuropsychiatric appraisal. An 
example of a ‘stop’ question would be: “Have 
you ever gotten into serious trouble or lost 
your job because of drinking ?” 

The directions to the group consist of 
short stereotyped instructions. They are to 
answer every question as quickly as possible, 
by encircling the appropriate ‘yes’ or ‘no.’ 

Five minutes was the time needed to com- 
plete the test, as found by the investigators, 
and could be scored in less than one minute 
with the use of a key by anyone with a secon- 
dary schcol education or its equivalent. 

The authors stated that Form N would 
detect aporoximately 85 percent of persons 
suffering from neuropsychiatric and psycho- 
somatic disturbances when applied to literate 
individuals. | | 

Neurotsycluatric Screening Adjunct 
(NSA).—By a War Department order there 
was effected in the fall of 1944 a routing ap- 
plication of the NSA for the purpose of 
rapidly ‘screening’ selective service regis- 
trants having indications of neuropsychiatric 
and psychosomatic tendencies. This test was 
also to be administered to illiterates: These 
individuals are examined verbally by a clerk, 
who, after checking appropriate responses, 
scores the test in the usual way. 

The form consists of 23 questions. Most 
of these offer a choice of one of three an- 
swers. Several ‘stop’ or ‘critical’ items are 
also included, which have a similar signifi- 
cance as in Form N. 

Statistical study conducted at our induc- 
tion stations revealed that the NSA 
‘screened’ approximately 85 percent of in- 
dividuals presenting the more common psy- 
chopathological syndromes. 


CORRELATION 


A correlation investigation was undertaken 
to determine statistically whether the NSA 
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and the Form N were instruments perform- 
ing the same function. 

An unselected group of 768 inductees were 
administered both tests. The two neuropsy- 
chiatrists interviewed the men in a customary 
procedure with the exception that the 
‘screening’ forms were not seen. The diag- 
nostic impression was entered as usual. 
However, preceding the impression was 
placed a letter ranging from A to D. These 
letters designated the examiner’s evaluation 
of the relative stability of the individual’s 
personality. A group scale of this type was 
used for statistical reasons. , 

The group ratings were interpreted as fol- 
lows: Group A consisted of selectees whom 
the examiners considered as “normal” with 
practically no psychopathology elicited dur- 
ing the interview. Group B consisted of 
selectees whom the examiners considered as 


TABLE I 
FREQUENCY DISTRIBUTION 
NSA 
-—— Form N 
Psychiatric Exam- Mean Standard 
rating iness score deviation M.Sc. S.D. 
A 379 25.42 3.3 5.5 4.6 
B .... I4I 21.8 4.24 9.6 6.15 
C even. OS 20.45 5.3 12.1 8.85 
D . 185 17.54 5.8 17.26 9.75 


“normal,” but who presented a borderline 
degree of psychopathology which was not 
considered sufficiently pronounced for dis- 
qualification. Group C consisted of selectees 
who were neuropsychiatrically disqualified, 
but who presented a borderline degree of 
stability which was not considered suffi- 
ciently pronounced for qualification. Group 
D consisted of selectees who were considered 
to be psychopathological without doubt. 

Owing to the fact that there were too few 
points on one axis of the correlation chart to 
permit satisfactory correlation of either test 
with the neuropsychiatric rating, a frequency 
distribution cf the scores was made. The 
mean score and the standard deviation were 
established permitting determination of the 
difference between means (Table I). 

The M test revealed that the difference 
between Groups A and B was significant, 
as was the difference between Groups C 
and D. However, the difference between 
Groups B and C was borderline, which 
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would not permit a categorical statement 
as to whether or not the apparent differ- 
ence would hold true if the entire population 
were tested. The absence of ‘significance be- 
tween Groups B and C was probably due to 
an insufficient number of cases entered in 
these categories. 

A correlation set up between the NSA and 
Form N revealed a value of minus .81.4 


CoMMENT 


On the basis of experience gained from 
having neuropsychiatrically examined for 
military service approximately 70,000 indi- 
viduals, including selective service regis- 
trants, WAC applicants, and Air Corps vol- 
unteers, I believe that investigators should 
place more emphasis on the development of 
individual test items. 

Phrasing of questions and ‘simplicity in 


terms determine to a marked extent the use- ` 


fulness of a neuropsychiatric test used in an 
induction station. It is relatively easy to de- 
termine which symptoms would denote psy- 
chopathology, but long experience in actual 
examining is necessary to learn the most 
advantageous way to phrase questions, and 
to learn which words in individual questions 
are beyond the vocabulary of significant num- 
bers of examinees. For example, a question 
in Form N reads: “were you ever a patient 
at a mental hospital?” Hardly a day passed 
that this question was not answered in the 
affirmative in more than one instance. In- 
variably, the selectee misinterpreted ‘mental’ 
to mean ‘medical.’ A similar question was 
presented in the NSA but in the following 
form: “Were you ever a patient in a mental 
hospital (because of your nerves)?’ The 
superiority of this phrasing was shown by 
the fact that since the NSA has been used 
in cur induction station I have not seen a 
single affirmative reply. 

In general, the wording of questions in 
the NSA was more simple and explicit than 
in Form N. There were found only three 


4A minus value was obtained owing to the dif- 
ference in scoring methods applied to the NSA 
and Form N tests. The former was designed in 
such a manner that the degree of psychopathology 
would be manifested in direct praportion to di- 
minishing score values. The latter test is scored 
in an opposite manner, 


HARRY C, 


LEAVITT 355 


questions in the latter which were considered 
superior in presentation. The exceptions 
were: (a)(Form N) “Have you fainted 
more than twice in your life?’; (NSA) 
“Have you ever had any fainting spells?’ 
As a rule, individuals who fainted would not 
refer to the acts as ‘spells’. They tend tc 
associate the term ‘spells’ with unprovoked 
abnormal behavior of one sort or another. 
In most instances the examinees felt that they 
could explain why they fainted, giving rea- 
sons such as “overheated” room, cut finger, 
witnessing accident, and so forth. (9)(Form . 
N) “Are you considered a nervous person?” : 
(NSA) “Are you ever bothered by nervous- 
ness?”. Many instances have been encoun- 
tered where the man does not think he is 
nervous but will admit that his wife, parents 
or friends do think so. (c) (Form N) “Have 
you ever had a fit or convulsion?” ; (NSA) 
“Have you ever had fits or convulsions since 
you were ten years old?”. Obviously, a fit 
or convulsion at the age of nine, eight, or 
any time from early infancy, would be as 
significant as at any other pre-edolescenz 
age period. 

Important defects were found in both tests 
for similar items. An item as “Do you take 
dope?” (NSA) or “Do you us2 dope?’ 
(Form N) would be better for obvious rea- 
sons if it were to read “Have you ever usec 
dope?” Another example whereby a sligh= 
change in phrasing was found to elicit manr 
more accurate replies is as follows: “Have 
you ever gotten into serious trouble or losz 
your job because of drinking?’ (identical 
wording in both tests), modified ty the ex- 
aminer to, “Have you ever gotten into 
trouble (note: omit the word ‘serious’) o7 
lost your job or been arrested because of 
drinking?” . | 

The Cornell Index (Form N) contains 
several questions not present in the NSA 
which are of considerable importance for 
a military neuropsychiatric evaluation. Thes= ` 
questions pertain to bed-wetting between thz 
ages of 8 to I4 years, presence cf unusuel 
fears, sleep-walking, and to whether th= 
subject has been arrested more than thre 
times. Incidentally, this question would serve 
more advantagecusly if it inquired whether 
he had ever been arrested. 

Although Form N was found to screez 
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from 8o to go percent of individuals believed 
to be militarily unfit, as mentioned pre- 
viously, and it was determined in our induc- 
tion station that the NSA screened to the 
approximate extent of 85 percent, no man 
should be considered acceptable for induction 
merely on the basis of his score value. A 
number of psychopathological syndromes are 
not effectively detected by the tests. The 
category of psychopathic personality is in- 
adequately screened owing to the very limited 
number of items designed for this purpose in 
the tests. The five questions in Form N and 
the two or three in the NSA which suggest 
alcoholic trends and arrests are insufficient 
to detect the large group of sub-types of 
psychopathic personalities. Anxiety hysteria 
will be satisfactorily manifested, but conver- 
sion hysteria will not. Obsessional states, 
pre-psychotic and psychotic personalities can- 
not be expected to reveal sufficient and reli- 
able symptoms in the forms. 

One of the prime necessities for a personal 


interview is to rule out malingering. “Posi-- 


tive’ malingering in the tests, whéreby the 
subject attempts to convey an impression of 
incepacitation, is rare, but “negative” mal- 
ingering, whereby the opposite attempt is 
made, is very common. In the latter case the 
score value may be well within the “accepta- 
ble” range, but his general appearance often 
belies the stability of personality which the 
score suggests. As a rule it requires very 
little pressure on the selectee during the in- 
terview to elicit the symptoms which experi- 
ence has taught the examiner to expect in 
such individuals. 

In addition, a personal neuropsychiatric 
examination must be made in all cases in 
order to rule out the presence of organic 
neurological disease. | 

From the point of view of practicability, 
the neurcpsychiatrist is less interested in test 
score values than he is in the way certain 
questions are answered. Regardless of score 
achieved, the individual items must be pe- 
rused. The frequency with which a solitary 
significant question would be answered in 
the affirmative (not necessarily a ‘stop’ ques- 
tion) and be accompanied by a final score fall- 
ing well within “passing” limits soon taught 
us the need for a more careful examination 
of the answered questions. For example, in 
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Form N, a man may answer in the affirmative 
to the question pertaining to bed-wetting be- 
tween the ages of eight to fourteen. This 
may have been his only noteworthy response 
in the test. A history of enuresis during that 
particular age period is not in itself disquali- 
fying, but if we notice during the interview 
that he had also indulged in severe habitual 
nail-biting, the evidence becomes greater that 
here we have a man with an unstable per- 
sonality. Probing further we usually find 
additional evidence, not uncovered by the . 
tests, such as, perhaps, psychosexual malad- 
justment, marked asocial trends, and so 
forth. The ramifications may become nu- 
merous. 

The time factor precludes detailed inter- 
rogation regarding each question answered in 
the affirmative. We can only pick out items 
which we consider most important. A test 
that is confined wholly to important ques- 
tions such as the NSA is of more value to 
the induction station examiner than a test 
such as Form N which consists of approxi- 
mately three times as many questions, about 
two-thirds of them of little use in the neuro- 
psychiatric evaluation. 

An additional advantage present in the 
NSA is the multiplicity of choice in replies to 
questions. It has been found during our ` 
examinations that, as a rule, when a man 
underlines ‘seldom’ in reply to a question, 
detailed questioning fails to result in signi- 
ficant evidence, and therefore we now tend 
to disregard a question answered in that 
manner. However, in Form N, where ques- 
tions are answered by encircling a simple 
‘yes’ or ‘no’ the examiner spends much time 
on certain questions answered by ‘yes’ only 
to learn that the man really meant ‘seldom.’ 

Furthermore, the administration section of 
an induction station is vitally concerned with 
time allotted to the various tests and ques- 
tionnaires to be completed by selectees. The 
NSA form is very satisfactory from that 
point of view. It required six minutes, as 
an average, to answer the 23 questions, and 
twenty seconds for scoring each test, no ap- 
paratus being required for this purpose. 

Although the authors of Form N found 
that it requires approximately five minutes 
for completion of their test, as mentioned 
previously, and could be scored in less than 
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one minute with the aid of a key, our studies 
resulted in the conclusion that completion of 
Form N required fifteen minutes. 


CONCLUSION AND SUMMARY 


1. A statistical correlation study made in 
an induction station between the Neuropsy- 
chiatric Screening Adjunct (NSA) and the 
Cornell Selectee Index, Form N, revealed 
that both tests performed the same function 
as shown by a correlation of minus .81. 

2. Intensive neuropsychiatric examining 
experience in an induction station has taught 
the need for greater.attention to be given to 
the manner in which individual test items 
are answered, and a minimum amount of 
consideration given to the test score value. 

3. We believe the NSA test superior to 
Form N in the following ways: (a) Less 
time is required for administration and scor- 
ing; (b) phrasing of individual questions is 
better in that wording is more simple and to 
the point; (c) a minimum of non-essential 
questions are presented. This quality per- 
mits a perusal of the items by the examiner 
with a minimum of time and visual sorting of 
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the significant responses; (d) the multiplic- 
ity of choice in type of'reply allowed the 
individual was.of definite aid in the economy 
of the neuropsychiatrist’s time. 

4. Certain advantageous elements were 
present in Form N which were lacking in 
the NSA; namely, Form N cortained certain 
very important questions absent in the other 
test, and several items were better worded 
and presented than similar items in the NSA. 

5. Neither the NSA nor Sorm N was 
designed to effectively detect psychopathol- 
ogy such as psychopathic personalities, con- 
version hysteria trends, obsessional states, 
and the pre-psychotic and psychotic person- 
alities. 

6. Any type oz neuropsychiatric screening 
test must only serve as a supplement to an 
examiner’s judgment. The utilization of a 
test score by a clerk as the only criterion to 
determine whether an individual is neuro- 
psychiatrically acceptable, without a routine 
neuropsychiatric interview, ig not recom- 
mended. Of necessity, a neuropsychiatric 
interview must include a neurological ex- 
amination. 


PERSONALITY STUDIES IN MENOPAUSAL WOMEN?* 
KARL STERN, M.D., anp MIGUEL PRADOS, M.D., MONTREAL, Que. 


INTRODUCTION 


_ The present study was concerned with the 
following questions: (1) Is there any char- 
acteristic type of psychological reaction as- 
sociated with the menopause proper? (2) 
If so, in what way does it differ from other 
disturbances occurring during the involu- 
tional period? (3) What is the relationship 
between the physical symptoms and signs 
of the menopause and its emotional concomi- 
tants? (4) Are there any specific factors 
in the patient’s personality and in her his- 
tory which predispose her towards such 
emotional reactions? 


REVIEW OF LITERATURE 


The literature on psychological concomi- 
tants of the menopause can be traced back 
at least one century. There are observations 
by gynzecologists as well as by psychia- 
trists. Many of these are random remarks 
scattered in textbooks, or in papers dealing 
with different topics. However, there are 
papers by gynecologists, particularly those 
dealing with the artificial menopause, in 
which special chapters are devoted to psy- 
chological symptoms and complications 
There are also studies by psychiatrists, 
particularly devoted to the climacteric period. 
‘These papers present a medley of the 
most varied observations, from personality 
changes intimately associated with the loss 
of the reproductive function to acute manic 
psychoses obviously precipitated by the 
menopause. Little attempt is made to go into 
the dynamics of these phenomena. 

The earliest reference in the medical lit- 
erature to a menopausal disorder is the 
report by Willis (1684) of a woman of 50 


who, six months after the menopause, de- 


veloped “convulsions of the stomach.” 


1 Read at the ro2d annual meeting of The Ameri- 
can Psychiatric Association, Chicago, UL, May 
27-30, 1946, 

From the Department of Psychiatry, McGill 
University, and the Allan Memorial Institute of 
Psychiazry, Montreal. 
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Briére de Boismont (1842) remarked that 
the menopause is frequently followed by mel- 
ancholia. Hegar (1878) stated that during 
and after the menopause diseases of the 
nervous system come next in frequency to 
those of the sexual organs. As the symp- 
toms most frequently encountered he de- 
scribes hyperasthesia, prickling and burn- 
ing sensation in the skin of the extremities, 
“pseudo-narcotism,” uncertain gait, muscu- 
lar weakness, insomnia, migraine and hal- 
lucinations. All this is encountered in spon- 
taneous as well as artificial menopause. 
Borner (1886) in one of the earliest mono- 
graphs on the subject found that personality 
changes are frequently the first sign of the 
menopause and indicate its approach. He, 
too, stresses the frequency of depressive 
reactions but cites examples in which de- 
pressive women during this time developed 
a gay temperament. In other cases he saw 
irritability and quick temper as a menopausal 
symptom. Skene (1880) found that, at 
least in the poorer classes, “climacteric in- 
sanity” is frequently associated with mal- 
nutrition. Soon after ovariectomy had been 
more generally introduced interest became 
focussed on the changes following the arti- 
ficial menopause. According to Tissier 
(1885) women never lapsed as deeply into 
melancholia following castration as men. 
Glaevecke (1889) made a very careful study 
of 38 women after castration. In one-third 
of the cases he found no emotional changes 
at all, in one-third depression was marked, 
and the remaining third showed either “in- 
creased happiness” or fluctuating states, or 
morbid irritability and excitability. Two of 
his depressed cases had to be hospitalized ; 
one of them presented, according to the 
author’s description, a picture of agitated 

depression. He, like Heégar, comes to the ° 
conclusion that “castration produces an ar- 
tificial climacterium which resembles the 
spontaneous one in every feature,” the only 
difference being that “by castration women 
enter the climacterium prematurely.” It is 
noteworthy that even at that time Werth 
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(1888) observed that ‘‘melancholic” reac- 
tions in women occur as a secuela to any 
operation on the reproductive organs and 
even to laparotomies in general. 

Many of the early authors paid particular 
attention to the question of change of libido 
during the artificial as well as during the 
natural menopause. The general trend there 
is to emphasize the persistence of libido 
after the natural menopause (Kisch, 1874) 
and the impact which castration has on the 
libidinal function. However, these latter ob- 
servations are usually modified. Thus, for 
instance, it is emphasized that the patients 
after castration still remain prototypes of 
womanly features, and that, although sexual 
libido diminishes, love for husband and fam- 
ily is unaltered (Peaslee, 1873). 

The earliest detailed study of climacteric 
psychoses in women is contained in a re- 
markable paper by Merson (1876). He 
found that in a considerable percentage of a 
group of new admissions to a mental hos- 
pital there existed a time relationship with 
the menopause. In 69 of these the psychosis 
had manifested itself before, and in 147 
cases after complete cessation oi menstrua- 
tion. Merson did not consider the meno- 
pause as an exclusive “cause” of these break- 
downs. As additional motivating causes he 
mentions “bereavement,” “cruelty of hus- 
band,” “financial trouble,” and such precipi- 
tating somatic factors as profuse uterine 
hemorrhage. Among the cases in which he 
was able to exclude organic brain disease 
with certainty he observed several distinct 
groups; there was a simple form of depres- 
sion with nervous irritability and oversensi- 
tiveness, secondly a form of depression with 
“emotional and intellectual disturbance,” also 
hallucinations and delusions with depressive 
content, and finally one form characterized by 
delusions of suspicion and persecution, hal- 
lucinations and outbursts of excitement. 

From these examples it can readily be 
seen that, perhaps with the exception of 
Merson’s paper just quoted, we have to deal 
with general observations and statistical 
cross sections. It was only in this century 
that distinct types of reactions emerged out 
of this polymorphous array. The only well- 
defined type is that of involuticnal melan- 
cholia. It is beyond the scope of this paper 


STERN AND M. PRADOS 


359 


to describe the gradual evclution of this 
clinical concept from the earliest attempts 
(Lipschitz, 1906; Dreyfuss, 1907) to a clear 
delineation of the picture (Palmer and Sher- 
man, 1938; Malamud, Sands and Malamud, 
1941). One fact, however, became increas- 
ingly apparent; involutional melancholia is 
not directly associated with the gonadal 
changes of the climacterium. This is sug- 
gested by the fact that the disturbance 
occurs at any time of the involutional period, 
sometimes separated from the climacterium 
proper by two decades. Moreover, estrogen 
studies showed that in women the occur- 
rence of involutional melancholia was not 
correlated with the extinction of the ovarian 
function (Carlson, 1937). The reports on 
the effect of estrogenic therapy in these in- 
volutional psychoses were extremely contra- 
dictory (Werner et al., 1936; Schube et al., 
1937; Little and Cameron, 1937; Pollack, 
1939). 

Since it is established tha: the “involu- 
tional” syndrome is not immediately as- 
sociated with the climacterium, we have to 
ask ourselves what, then, is “climacteric” 
in the strict sense? Are there personality 
changes, emotional disturbances and prob- 
lems immediately connected with the gona- 
dal crisis, and in what way do they differ 
from what is commonly designated as “in- 
volutional”? This question is not only of 
academic interest; there are cases of pro- 
found, seemingly endogenous depressions 
during the involutional period, which, to our 
surprise, turn out to be refractory to elec- 
tric shock treatment, and others which, 
against all our expectations, react well to 
estrogenic therapy and to simple guidance. 
Therefore, it appeared necessary to study 
the possible dynamic factors on a systematic 
comparative basis. 

There are in the more recent literature 
interesting observations on menopausal dis- 
turbances. Many of these observations are 
presented as general remarks; they are 
based on the physician’s general experiences 
and are usually not supported by case mate- 
rial, or by comparative analysis, or by the 
results of uniform methods. Stelzner 
(1926), in a reply to statements made by 
the famous gynecologist Sellheim, drew 
attention to the sources of error underlying 
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all such statements. According to her, the 
gynzecologist sees only a selection of cases; 
namely, either the overworked housewife, 
sexually “exploited,” fatigued by housework, 
by undesired children and by abortions, and 
overprotected, mimosa-like women of the 


upper classes. This is the origin of the tale ` 


of the “change of life.” Curiosity, sugges- 
tion, particularly the influence of descrip- 
tions supplied by other women, play their 
part. Farrar and Franks (1931), on the 
basis of an actual analysis of case material, 
came to similar conclusions. These authors 
in a careful survey found that about one- 
third of the depressions associated with that 
life period are reactive depressions; about 
one-third are cases of involutional melan- 
cholia in the strict sense ; and about one-third 
belong to the general group of endogenous 
affective disorders. Hoskins (1944) regards 
over-responsiveness of the sympathetic ner- 
vous system as the central feature of the 
menopatisal syndrome. This theory is based 
on the early experimental findings of Hos- 
kins and Wheelon (1914). Hoskins observes 
that the chief clinical feature is anxiety, and 
that during the menopause there appear va- 
rious threats to the ego which are the source 
of anxiety. These threats are: involution 
of the reproductive organs which present 
a token of power (castration anxiety) ; in- 
creased fatigability, loss of friends ; economic 
insecurity. 

Shorr (1941), in discussing the physical 
and emotional disturbances of menopausal 
women, comes to the conclusion that the 
emotional complications are of a psycho- 
neurotic nature and are almost always ex- 
acerbations of similar. previous disorders in 
the patient’s life. | 

The most recent treatise on the subject 
is that by Helene Deutsch (1945). Accord- 
ing to her, there is frequently during the 
preclimacterium a return of creative drives. 
Some women desire to become pregnant 
once more; there is an apprehensive feeling 
about the “closing of the gates.” The author 
makes an interesting parallel between pu- 


berty and preclimacterium, both charac- 


terized by the expectation, as it were, of a 
profound biological transition. Women be- 
come more suggestible and more given to 
phantasies, just as in puberty. “The frequent 
depressions during the climacterium con- 
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tain justified grief in the face of a declining 
world. Depressed moods connected with 
feelings of inferiority are also frequent in 
adolescents.” Sublimation is very important 
to forestall any breakdowns. Regardless of 
her primarily psychological approach to the 
subject, she. suggests that “in the future 
many difficulties of the climacterium may be 
avoided through the influencing of the en- 
docrine apparatus.” 


METHOD 


The patients were seen in one or more 
interviews. In some cases relatives were also 
interviewed. A psychiatric and social his- 
tory was taken, and an appraisal was made 
of the patient’s present psychological state. 
In all but 5 cases a Rorschach test was ad- 
ministered. The data thus obtained were 
supplemented from the medical record and 
by the social service department. Follow-up 


studies were made whenever possible. 


SUBJECTS 


Fifty patients who attended the medical or 
gynecological outdoor departments and in 
whom the diagnosis of menopausal syndrome 
had been made on the basis of physical find- 
ings, were examined. “Menopause” in the 
literal sense was present in 40 cases; in the 
IO remaining there was no cessation of 
menses but the diagnosis had been made on 


‘the basis of clinical symptoms, gynecologi- 


cal examination and laboratory data. Of 
the 40 strictly menopausal ones t.e., those 
in whom menstruation had ceased, 23 had 
undergone an artificial menopause, 22 by 
surgical procedure, one by radium. Patients 
who had primarily been sent to a psychia- 
trist were excluded from this study. How- 
ever, in 23 cases emotional symptoms ap- 
peared so marked that a psychiatrist was 
consulted at one time or another during 


. their period of attendance to those outdoor 


departments. The remaining 27 would not 
have been seen by a psychiatrist had it not 
been for this study. The range in ages was 
from 33 to 58 years. Only 19 were Canadian, 
II were immigrants from the British Isles, 
and the remainder originated from the 
European continent. All patients were of 
a poor or marginal economic class. 
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RESULTS 


By the time they were seen most women 
had attended one of the outdoors over a 
considerable period for treatment of the so- 
called “menopausal syndrome.” Symptoms 
diagnosed as menopausal had been there for 
several years in most cases. In those women 
who in their own opinion or in the opinion 
of their physician needed psychiatric help 
the average duration, by the time they were 
seen by us, was 5.15 years; among the re- 
maining ones it was 3.34 years. 

Physical symptoms——Graph r shows the 
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HOT FLUSHES (OBSERVED IN ALL 50 PATIENTS) 
HEADACHE (20) 

PELVIC DISCOMFORT (20) 

BACKACHE (7) 

EXTREMITIES (PAIN, PARAESTHESIAS, ETC.) (9) 
NAUSEA (4) 

HEART (PALPITATIONS, CARDIAC PAIN) (4) 
PRURITIS (49 

CRANIAL NERVE SYMPTOMS (4) 

ATTACKS OF UNCONSCIOUSNESS (2) 
BREAST SYMPTOMS (1) 


GRAPH I.~—Pattern of physical complaints. 


frequency of physical symptoms among the 
entire group. We see that hot flushes were 
present in every case. Next in frequency 
came headache, abdominal discomfort, back- 
ache and painful sensations in the limbs. In 
3 of the latter cases the diagnosis of arthri- 
tis had been made. The headache is always 
felt in the middle parietal or occipital region, 
and occurs most frequently in the morning. 
The backache occurs in the evening, or, in 
some cases, is continuous. The abdominal 
discomfort is usually referred to the pelvic 
area. Most frequently it is continuous. It 
is rarely described merely as pain. The pa- 
tient characteristically uses somewhat com- 
plex symbols: “It is like a heavy pressure,” 


“I have a frightening feeling down here,” 
“Tt starts here and goes higher and higher,” 
“I feel all swollen up,” and “It is a feeling 
as if somebody had kicked me.” 

The paraesthesias consisted either of those 
of the peripheral nerves (short attacks of 
pins and needles in the distal parts of the 
extremities) or of the special senses (bitter 
taste in mouth, sounds in the ears). It is 
interesting to note that complaints referable 
to the heart (pain in the cardiac area, palpi- 
tations) occurred in only 4 cases (8%). 

Emotional pattern—Forty-one patients 
(82%) complained of being depressed. It 
is impossible to give a quantitative index of 
the depressive reaction but suffice it to say 
that it varied in intensity irom a vague 
complaint of feeling “blue” to serious de- 
grees with complete inability to work, severe 
insomnia and a sense of utter hopelessness. 
A rough index of the severity can be ob- 
tained from the fact that in 23 cases the mood 
disturbances were the predominating symp- 
toms, so that at one time or another the 
gynecologist or internist called in the psy- 
chiatrist before the present study was made 
a routine procedure, or irrespective of it. 
The depression had several characteristic 
features. Firstly, it was frequently poor in 
content. “I worry about nothing.” “T could 
cry day and night,” “I cry about nothing,” 
“I am all nerves.” Where there was a con- 
tent present it consisted of understandable 
causes from the patient’s past or present 
situation, causes of which the patient was 
conscious. A woman with a bad marital 
background said: “I have little interest in 
anything. Life is flat. I keep on thinking; 
I am worried, worried, worried.” Thus, the 
factor which, in the opinion of relatives, 
social workers and examiners, predisposed 
the patient towards her depressive reaction, 
at the same time formed the main con- 
scious pre-occupation. Table I gives a 
survey of these causes. 

Secondly, in all cases but one, guilt feel- 
ings or tendencies towards self-accusation 
were completely absent. Even in the par- 
ticular case ideas of guilt were not of central 
importance, came out only at a certain point 
of the history, and lacked the incongruity 
which is often so characteristic of such ideas 
in functional affective disturbances. Thus 
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woman had performed an artificial abortion 
after having had one child. “After I had done 
it I could not iorgive myself, it was like 
murder.” She described vividly the embryo 
(“It was like a chick, a bird”) and she said 
that her maternal feelings were very much 
upset. 

Something resembling ideas of reference 
occurred only in one case. This woman said 
that for some time during her condition she 
did not want to go out because she thought 
that people were talking about her. In this 
particular case there were marked language 
difficulties so that this remark could not be 
evaluated any further. 

Thirdly, the flow of thought was as a 
whole not disturbed. Even the severely de- 
pressed patients were not agitated; only in 
one case was there a suggestion of retarda- 
tion. The depression was in most cases con- 


TABLE 1 


SES CF DEPRESSION IN THE SO-CALLED 
PST URBED GROUP 


No of 

Cause patients 
Marital maladjustment........... 17 
Financial backslide.........e2.0.0> I 
Loss- of children- ¢3243.645055208%:5 2 
No ‘obvious Cause .......nr.ssa. 3 


tinuous. Five patients described it in terms 
of short “blue spells” interspersed with nor- 
mal periods. In some cases this fluctuation 
was also apparent during the interview when 
the patient cried explosively. 
_ Anxiety did not occur as a spontaneous 
complaint. However, 16 patients complained 
of a feelmg of psychic tension expressed 
in characteristic symbols: “J have an inner 
trembling,” “I have a frightening feeling 
here (pelvic area).” 

The depression was combined with irrita- 
bility, particularly with oversensitiveness to 
“people and noises.” In 6 cases this irrita- 
bility was so marked that it formed the pre- 
dominating spontaneous complaint. It was 
_ charecteristically combined with the experi- 
ence of inner tension mentioned above. 


Examples.—E. ‘L., age 50. “I am oversensitive 
to noise. It is not so much human voices but noises 
such as the closing of doors, the steps of neigh- 
bours, etc. They do not necessarily have to be 
loud noises but they seem to make me feel tense. 


Mrs. R. A. H., age 47. “I get into a peculiar 
tension. People take very easily to me and tell me 
about their particular problems. And when they do 
so, particularly in the office, after they go on talk- 
ing for a certain while I have to hold on to the 
table because I feel like screaming.” _ 

Heredity.—Positive hereditary history 
was present in 6 cases. There was a history 
of heredity in 2 out of 23 cases with out- 
spoken depression. 

“Nervous child’’—Nine patients de- 
scribed themselves as “nervous children,” 
giving such criteria as enuresis (2), un- 
due fears, temper tantrums and nail biting. 
Four belonged to the group with marked 
depression. 

Childhood milieu—Fifteen patients de- 
scribed their childhood as unhappy. Nine of 
these were patients with marked depression 
(43% of this group). 

“Causes” of depressive reaction.—The fol- 
lowing is a list of chief causes contributing 
to the patients depressive reaction. These 
“causes” are listed according to whatever 
physicians, social workers, relatives and 
frequently the patient herself, regarded as 
the main precipitating factor. It seems char- 
acteristic of the social and constitutional 


group examined that many of these “causes” 


are very crude, obvious and understandable. 


Husband alcoholic, cruel; separation. 

Husband cruel; separation. 

Alcoholism of husband, cruelty. 

Alcoholism of husband, early impotence. 

Husband impotent since beginning of marriage 

30 years ago. 
Bigamy with fear of discovery; both husbands 
died in mental hospitals. 

7. Husband alcoholic and gambler; no sex rela- 
tions for several years. 

8. Lost two out of three children of school age. 

9. Simple adult maladjustment (“bad stepmother” 
situation). 

10. Marital maladjustment. 

11. Economic and social backslide. 

12, Husband impotent for I9 years (after three 
years’ marriage). 

13. Marital maladjustment. 

14. Marital maladjustment with cruelty. 

15. Husband’s alcoholism; cruelty; separation. 

16. Husband’s alcoholism; cruelty; separation. 

17. Simple adult maladjustment. 

18. One son died, other severely wounded on D- 
Day. 

19. Marital maladjustment. 

20. Marital maladjustment. 

21. Husband alcoholic, cruelty; separation. 

22. Marital maladjustment. , 

23. Simple adult maladjustment. 


A abe px 
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Artificial menopause and emotional dis- 
turbance—The incidence of artificial meno- 
pause among our patients is indicated by 
Table 2. In 11 out of these 14 cases there 
existed severe marital maladjustment before 
the artificial menopause was carried out. 

Relation between emotional pattern and 
physical symptoms.— 

(a) Vasomotor symptoms. The intensity 
of hot flushes in the untreated patient was 
graded according to the general experience 
of the endocrinological outpatient department 
into three groups: “mild” equals less than 
one hot flush within 24 hours, “moderate” 
equals up to three hot flushes within 24 
hours, “severe” equals four or more hot 
flushes within 24 hours. As has been 
pointed out above, the patients had been 
grouped, according to features quoted above, 
into those suffering from menopausal de- 
pression in the strict sense and those in 
whom the emotional concomitants were less 


TABLE 2 
Disturbed Mild 
Toti. secarse PREK 27 
Artificial menopause .. 14 (61%) 9 (33%) 


predominating. When tabulating our patients 
in this way it became obvious that no cor- 
relation existed between the intensity of 
the vasomotor symptoms and ‘that of the 
emotional disturbances. In fact, there 
seemed almost an inverted relationship. (See 
Graph 2.) 

(b) Headache and lower back pain. There 
was no correlation between the incidence 
of headaches and lower back pain on one 
hand and the depressive reaction on the 
other. 

(c) Pelvic discomfart. The relation be- 
tween pelvic discomfort of any type and 
emotional disturbance was rather marked; 
13 of the “disturbed” patients (56%) and 
7 of the “mild” cases (26%) complained of 
lower abdominal pain. (From a statistical 
analysis it is found that a difference as large 
as this between the groups could occur by 
chance in 4 cases out of 100). This was 
the more remarkable since there was no 
correlation whatsoever between the incidence 
of operations and the lower abdominal 
discomfort. 
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Arterial hypertension—Eight patients suf- 

fered from arterial hypertension; of these 
4 belonged to the “‘disturted,” 4 to the 
“mild” group. 

Relation between emotional reactton anc 
estrogenic level—The estrogenic deficiency 
was gauged by vaginal smears. Thus far 
this has been carried out in anly 13 patients 
and in view of the smallness of the group 
no definite conclusions can be drawn. From 


_ “DISTURBED” “MILD” 
MILD MODERATE SEVERE MILD MODERATE SEVERE 
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GRAPH 2.—Intensity of vasomctor symptoms (hct 
flushes) in relation to the emotional disturbances. 
(Explanation see text.) 


TABLE 3 
Diis- l 
turbed Mild Tota 
Nona soprsrerronpi eer 4 13 17 
Frigidity for the greater part 
of married life........... 4 2 6 
Frigidity and dyspareunia..... o 2 2 
Originally frigid, now normal. 2 I 3 
Originally normal, now frigid. 7 6 13 
Complaint of lack of satisfac- 
HOM 202 iniraneccsweensues 3 o 3 
No Gatavesoess naeeus EEEE 3 3 6 


the few cases so far seen, however, at least 
at the time the patients were examined psr- 
chiatrically, no direct correlation between tke 
degree of estrogenic deficiency and the emo- 
tional reaction is apparent. If, as some 
authors do, one regards the intensity of hot 
flushes as an indicator of estrcgenic defi- 
ciency, this impression is reinforced by the 
data quoted above. 

Sexual adjustment.—Data were obtained 
in 44 cases. They can best be evaluated 
from Table 3. 
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Previous breakdowns.—There was a his- 
tory of previous breakdowns in 3 cases. 
One woman of 55 had suffered from a 
reactive depression at the age of 38, fol- 
lowing the death of a son. One (age 54) 
had at thz age of 33 a history of “nervous 
prostration” lasting six months. This was 
a reaction to her sisters moving to Van- 
couver (patient described a “very bad step- 
mother situation”). One patient (age 45) 
had at the age of 34 a “nervous breakdown 
with insomnia, due to overwork” (“in this 
case there was a very bad marital setting 
which had led to separation when she was 
23; et the time of the nervous breakdown 


she was living in common law marriage. 


TABLE 4 

Total Disturbed Mild 
Trait 50 23 27 
Under active ...... O o O 
Sec Usivl sig nseecs 3 2 I 
AAKIOUS exes see es 5 2 3 
Very religious .... 1 I O 
Shiftless ...... Ser a O o 
Autistic assessore. 0 o o 
Pedantic: -iccaeenss O O O 
Prudish: exci cee 5 I 4 
Aggress:ve ....... 6 3 3 
Tolerant Shus-ctu ons 46 23 23 
Stubborn sssri 4 2 2 
Sociable: ok caeves ` 33 I7 16 

TING: sorretta ss 12 4 Bo 
Pisasanl acsmessces 48 24 24 
Hypochcndriacal... 2 I I 
Sensitive ....... ro, Oe 6 3 


with a man who is now her husband ). At 
that time she spent 2 monis in a general 
hospital. 

Premorbid TE F view of the 
fact that ore of the purposes of the present 
investigation was to delineate as clearly as 
possible the emotional concomitants of the 
menopause from other breakdowns charac- 


teristic of the involutional period, we pur-. 


posely adopted the traits as formulated by 
previous investigators, particularly Malamud 
et al. (1941) and Ay, (1936), only 
slightly modified. 

Rorschach results.—The Rorschach find- 
ings will be discussed in full detail in a 
separate study. Graph 3 shows a compound 
psychogram of all the patients. Character- 
istic of this psychogram is the general im- 
poverishment. The average total number of 


responses is 14. Apart from this there are 
two features quite marked, i.e., “coarctation” 
and a characteristic manner of approach. 
Coarctation is indicative of an “inhibitory, 
inert and relatively colourless type of psy- 
chiatric symptomatology which, however, 
may occasionally have violent flare-ups” 
(Rapaport 1946). Thirty of 45 patients 
showed signs of coarctation as evaluated by 
Rapaport (1946). The manner of approach 
was indicative of a basic insecurity with a 
tendency to evasive generalities and a fear 
of committing oneself. Only 14 cases showed 
responses to small details, and these never 
exceeded 4 in number. In 25 cases the 
emphasis was on W (W>D). 
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GRAPH 3—Compound picture of psychograms of 
45 cases. 


The form percentage was more than 50 
in 22 of 45 cases. 

Thirty-three out of 45 cases showed s5 
or more of the so-called “neurotic” signs of 
Miale and Harrower (1940). 

In the evaluation of these features one 
has to be careful because the patients all 
belonged to a definite social group. How- 
ever, the combination of high form per- 
centage, coarctation and the high incidence of 
the so-called “neurotic” signs are consistent 
with the assumption of a reactive depression 
on the basis of pre-existing maladjustment. 


DISCUSSION 


The clinical picture encountered in our 
cases is surprisingly uniform. The overt 


’ psychiatric disturbance is one of a reactive 


depression which has its roots in a malad- 
justment usually preceding the menopause. 
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It is obvious from the data given above 
that the majority of women coming for 
more than one medical or gynzcological 


consultation on account of the “menopausal” 


syndrome show signs of such maladjust- 
ment. The line which was drawn between 
“disturbed” and “mild” cases had to be 
somewhat arbitrary. What cannot be shown 
by a merely quantitative analysis is the fact 
that the cases with severe depressive reaction 
presented only an exaggeration, in degree, 
of what was present in most patients. 

From the pattern of the emotional dis- 
turbance the difference is quite apparent 
between this reaction and what is commonly 
designated as involutional melancholia. We 
saw that a tendency to self-accusation or to 
paranoid trends was practically absent in 
these cases, and that- the stream of mental 
activity was unchanged. It is remarkable 
that Farrar and Franks (1931) found among 
psychoses associated with the menopause that 
in about one-third of the cases the picture 
was one of reactive depression, “reactions 
to outside causes in which the mental! state 
might be‘regarded as appropriate to the situ- 
ation except for its morbid exaggeration.” 
It is not apparent from that .paper how far 
these depressions differ in time relation and 
somatic symptomatology from the other 
groups discussed but it has been emphasized 
that involutional psychoses proper “fre- 
quently develop long after or even before the 
onset of the endocrine changes and seem to 
be much more closely related to other factors 
in life of the patient” (Malamud et al., 1941), 
and the precipitation factors are commonly 
of a sudden, catastrophic nature. 

It has been shown that for an understand- 
ing of the dynamics of involutional break- 
downs the premorbid personality traits are 
significant (Titley, 1936; Palmer and Sher- 
man, 1938; Malamud et al, 1941). The 
last-mentioned authors describe certain con- 
stellations of traits which were frequent 
among the patients studied: “(a) the hard- 
driving, aggressive, conscientious and stub- 
born, (b) the seclusive, autistic, under active 
and prudish, (c) the sensitive, timid and 
hypochondriacal.” These constellations are 
not at all applicable to the type of patient 
seen in this study. The majority of patients 
were women -of considerable emotional 
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warmth with whom rapport was immediately 
established and who seemed glad to be able 
to “open up.” Moreover, there was evidence, 
in their life histories, of pliability and a 
readiness for practical compromise. 

“Menopausal depression,” therefore, is a 
characteristic disturbance, different from 
other breakdowns occurring during the cli- 
macteric period. It corresponds to what 
Farrar and Franks (1931) described as 
“reactive depressions” among their patients 
and probably to the “simple form” of dis- 
turbances which Merson (1876) had dis- 
tinguished much earlier. ‘What then, apart 
from the time relation, makes these reac- 
tions specifically “menopausal” ? 

We have seen that the causes for the pa- 
tients emotional reaction were chiefly as- 
sociated with marriage and reproduction. 
Furthermore, we saw that there was ap- 
parently no parallel between the intensity 
of emotional disturbance on one hand, and 
the degree of hot flushes and estrogenic 
deficiency on the other.' In going over the 
list of symptoms there seemed, however, a 
parallel between the intensity of emotional 
disturbance and subjective complaints ref- 
erable to the pelvic area. At first sight 
these facts suggest that the association be- 
tween emotional background and meno- 
pausal symptoms comes close żo being on an 
ideational and symbolic rather than physio- 
logical ‘level. However, a glance through 
our case material shows that this is not the 
whole explanation. Our observations on this 
point have to be taken only as exploratory, 
and have yet to be substantiated by control 
material, Nevertheless, the following case 
examples illustrate the nature of the disturb- 
ing factor on one hand, and the symptom 
and sign on the other, and the time relation 
between the two. 


H. F., age 42.. Irregularity of menses and moder- 
ate hot flushes for 6 months. 

A woman of dark complexion, middle height, 
pyknic body build. She has a sad expression on 
her face, and when depressing facts are mentioned, 
she stops talking and her eyes fill with tears. 
However, during the latter part cf the interview 
she also responds to an occasional joke with a 
smile. 

Apart from the signs mentioned above she de- 
scribes her complaints with almost endless details. 
At various occasions when the examiner looks 
up from his notes she interrupts herself, saying, 
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“This is not all,’ and carries on with a minute 
description of her aches and pains. She suffers 
from intense pelvic discomfort, backache and head- 
ache; frequently she feels cold. “I cannot go on 
with my duties when I go shopping and come home 
with parcels. I cannot go on and I have to lie 
down.” 

She describes her childhood history and her 
marriage as happy, but dwells at length on the his- 
tory of hez three children. Two years after marri- 
age they had a girl who, however, died at the age 
of 4 of meningitis. Six years after the birth of that 
girl a boy was born, now io years old, and seems 
to be, from her description, just a normal child. 
Three yeers after this she had another girl who 
was quite strong and healthy at first but her “bile 
was blocked.” She had to be operated at the age of 
two months and died. When asked how she re- 
acted to the children’s deaths at the time she says 
that she felt little. “Of course I cried.” “Now 
I am sick and I don’t want to remember.” When 
asked whether, when awake, she thinks of the past 
more than of the future, she says, “I think more 
of my body because I have so much pain.” The 
following remark seems to be very characteristic. 
She and her husband sleep in the same room with 
their boy of ten and with reference to ordinary 
colds which the boy has, she says, “The moment 
he coughs I get pains down here „—it is not that I 
get frightened but I get pains.” 


_ This case is characteristic of conversion 
symptoms with a rather primitive obvious 
significance. 


M. B., age 54. Unmarried schoolteacher. 

Artificial menopause by radium 10 years ago. Hot 
flushes dzy and night. Her “legs give way”; over- 
whelming fatigue and a feeling of listlessness and 
despondency. Severe pains in arms and legs ever 
since her menstruation stopped. 

Patient describes her mother as “very pretty,” 
“a lovely figure,” “beautiful.” She died at the age 
of 33 during her pregnancy, when the patient was 
only 4 years old. There were 2 daughters out of 
this marriage. Two years later, when the patient 
was 6, the father married again. There is an end- 
less story of her “very jealous” stepmother. 

The following points from the history are note- 
worthy. At the age of 17, after the first “show- 
down” with the stepmother, the patient had loss 
of weignt and amenorrhoea for one year, but no 
emotional concomitants which she can remember 
now. When she was 33 her only sister (all the 
others were stepbrothers or stepsisters to whom 
she was less emotionally attached) moved to Van- 
couver; following this the patient developed severe 
pains in all her limbs which were regarded at 
the time as a sign of “nervous collapse. ” She was 
hospitalized and nothing organic could be found. 
These pains were of the same type as those- she 
developed later during her menopause. When she 
wes 44 her father died. While he was dying there 
were very dramatic scenes with the stepmother. 
During one of these she developed suddenly a 
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severe metrorrhagia. She remembers that she had 
to receive ergot to be able to attend the father’s 
funeral. Two months after the father’s death she 
had another severe metrorrhagia which prompted 


her physician to produce artificial menopause by 


radium. 


The time relations in this case -suggest — 


conversion symptoms. Contrary to the pre- 
ceding case, however, there was always a 
tendency to react to emotional stress with 
objective uterine dysfunction. 


R. S. age 45. Married, no children. 

Pyknic. Hysterectomy at the age of 30. She 
complains of depression, “nervousness,” “heart is 
beating all the time,” headache, backache, hot 
fiushes for five years. i 

Patient describes her childhood as happy. She 
resembles her mother. “I am like my mother, every- 
body says so. I feel like my mother. She had a 
poisoned toe, I have the same thing.” Patient is 
the third of five children. 

Her first period at the age of 13 upset her 
terribly, and she cried a lot. She says that 
she was “passionate” before marriage but “did 
not do anything.” Marriage at the age of 28 to 
a man who was one year older. The husband 
suffered from premature ejaculation, which soon 
developed into’ impotence. It was also found that 
he was sterile. Soon after marriage she developed 
severe dysmenorrhoea with metrorrhagia, and two 
years afterwards a hysterectomy was performed. 
It is noteworthy that while the family history was 
taken the patient interrupted herself and volun- 
teered the following statement: “For that I am 
suffering .... because I have no children. I saw 
my mother was all right and my sister who had ten 
children is all right too.” 


The dysmenorrhcea and hypermenorrheea 
which led to hysterectomy began after she 
had discovered that her husband was im- 
potent and sterile. The fact that she has 
no children now presents the main content 
of her depression. In this case we were 
unable to find out what anatomical diag- 
nosis had indicated a hysterectomy. 

There are 10 more among our 22 cases 
of artificial, menopause in which the hys- 
terectomy was preceded by a period of very 
serious marital stress. However, as pointed 
out above, our observations on this point 


are not well enough controlled to allow any: 


definite conclusions. This problem is of 
sufficient practical importance to warrant 
another study. Suffice it to say that a de- 
scriptive study of single cases suggests very 
strongly that the “conversion” mechanism 
in these cases refers not only to subjective 
pelvic complaints but to uterine dysfunction. 


al 
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Thus we see that the reactive depression 
which -we call “menopausal” is only an ac- 
centuation of a maladjustment which has 
been present before. The “menopausal” part 
of it t.e., those signs and symptoms which 
make the patient primarily consult a phy- 
sician or gynecologist rather than a psychia- 
trist, is due to complex mechanism of con- 
version which are partly ideational-symbolic, 
partly physiological. The ideational-sym- 
bolic component is easily understood. The 
patient with a tragic marital situation feels 
either “hurt” (“It is a feeling down here as 
if somebody had kicked me”) or “endan- 
gered” (“I have a frightening feeling down 
here”) in the area of the reproductive organs. 
The physiological component is much more 
obscure. Little is known so far about the 
central-nervous pathways concerned with the 
cestrous cycle. _ 

Our cases showed many features which 
suggest that an intensive qualitative study 
of single cases, rather than an extensive 
quantitative one, would have yielded mate- 
rial very significant for the genesis of this 
reaction. In several of the cases, for instance, 
with violently injurious marital setup, we 
obtained the impression that something in 
the patient’s own psychosexual development 
had brought her into this situation. 

After surveying our case material we 
agree with Buxton (1944) that so-called 
menopausal patients are “in need of psychia- 
tric care and socio-economic adjustment.” 
We also agree with Hoskins (1944) and 
Deutsch (1945) that the true aim of a ra- 
tional psychotherapy would be sublimation. 
Many of the patients, however, lack the 
inner resources required for the attainment 
of this goal. Therefore in most cases the 
therapy has to remain symptomatic, and the 
prognostic outlook is not favourable. 


SUMMARY AND CONCLUSIONS 


Fifty patients who attended a medical or 
gynecological outdoor department with the 
diagnosis of “menopausal syndrome” were 
examined psychiatrically with interviews, 
social histories and, in all but 5 cases, Ror- 
schach tests. 

In 23 cases the emotional disturbances 
were the chief spontaneous complaint so 
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that a psychiatrist had been called in as con- 
sultant. The remaining 27 cases would not 
have been seen by a psychiatrist, had it not 
been for this study. 

_ “Menopausal depression” is a uniform 
clinical picture; it is a reactive depression 
which presents only an accentuation of a 
previously existing maladjustmen:. It is 
clearly distinguishable from other so-called 
involutional disorders. The “causes” of this 
depression in the group examined are most 
frequently crude and obviocs. They are 
almost exclusively associated with marriage 
and reproduction. 

The patients premorbid personality dif- 
fers essentially irom that described by pre- 
vious authors as characteristic of involutional 
psychoses. 

There is no correlation bezween the in- 
tensity of hot flushes on one hand and the 
severity of the emotional disturbance on 
the other. There does not appear to be any 
correlation between estrogenic deficiency 
and the severity of the emotional disturbance. 
Among complaints, pelvic pain 1s most in- 
timately associated with the more severe 
forms of maladjustment. 

Considerably more of the cases of artifi- 
cial menopause were found among the se- 
verely maladjusted women. In the majority 
of these cases, however, the injurious life 
situation preceded the artificial menopause. 
A qualitative descriptive study of these cases 
suggests that the patients reacted to psy- 
chological traumas with uterine dysfunction. 

From this it appears that the “meno- 
pausal” character of these depressive re- 
actions is due to an additional conversion 
mechanism. An attempt is being made to 
explain this mechanism on the basis of our 
case studies. 
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PSYCHIATRIC FACTORS IN MEDICAL STUDENTS WHO FAIL? 
R. W. WAGGONER, M.D. ann THORNTON WOODWARD ZEIGLER, Pu. D. 
Ann Arbor, Mich. 


The need for some adequate means of 
selection of students for medical school 
has long been apparent. Some years ago 
the Moss Aptitude Test was developed and 
is still being used. This test does not ap- 
pear to be a satisfactory screen at the Uni- 
versity of Michigan. Some students with 
high aptitude ratings fail and some with low 
ratings succeed. Beginning in the spring of 
1939 at the University of Michigan Medical 
School, a small group of failing students was 
examined in the department of psychiatry in 
an attempt to determine the cause of failure. 
The discovery of the psychological diffi- 
culties, emotional maladjustment, poor study 
habits and poor reading habits among these 
students led to an attempt to set up a useful 
battery of tests, which, with the psychiatric 
examination, might serve to determine which 
failing ‘students could be salvaged. It was 
hoped that these procedures ultimately might 
be extended to serve as an admission filter. 
The results of these students as well as the 
various tests tried and later rejected will be 
discussed. 

Shortly after the study was begun in 1939, 
the promotion board of the medical school 
began using the results of these examina- 
tions to determine whether a student should 
stay in school or be dropped. Similarly, the 
deanand theadmissions committee sent many 
students for examination as part of the ad- 
mission procedures. The recommendation 
from the psychological findings was based 
on a type of analysis of psychometric results 
similar to that described by Rappaport as 
“Diagnostic Testing.” This type of analysis 
is less concerned with the actual numerical 
scores earned by the examinees than with 
= other findings of such factors as difficulty 
with abstract thinking, extreme emotional 
tension during the examination or mental 
confusion. The results of these studies were 


1 Read at the one hundred and second annual 
meeting of The American Psvchiatric Association, 
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then coordinated with the psychiatric ex- 
amination and a final report was made to 
the dean of the medical school. 

Certain tests were tried and later dis- 
carded. The Grace Arthur Performance 
Test was soon dropped because usually the 
scores earned by our subjects fell beyond the 
published norms. The Traxler High School 
Reading Test which was used for reading 
rates was later dropped when it was shown 
to have no constant correlation with accurate 
retention of or comprehension of written 
materials with our subjects. The Progressive 
Achievement Tests, Advanced Battery, was 
used for reading comprehension and vocab- 
ulary but was dropped when routine group 
testing was started as it required more time 
to administer and was harder to score than 
the Nelson-Denny Reading Test. The 
Strong Vocation Interest Inventory was 
tried and dropped as almost without excep- 
tion the students earned high scores in 
medical interests. Several personality in- 
ventories, among them the Bernreuter and 
the Humm-Wadsworth were likewise disap- 
pointing. Through this series of tests we 
were made increasingly aware of the rela-’ 
tively important rôle played by emotional 
stability, good situational adjustment and 
motivation. Among students with even very 
high I.Q.’s-a relatively minor maladjust- 
ment occasionally resulted in academic dif- 
ficulties. They could usually be remedied by 
brief psychotherapy. On the other hand, 
it appeared thet strong motivation and good 
adjustment could often compensate for an 
I,Q. which under average circumstances 
would be considered inadequate. 

In addition to this preliminary study which 
embraced a total of 135 failing students or 
applicants for admission, we were able to 
study the 10 sophomores who hed the highest 
freshman class average in June, 1940. Their 
Binet I. Q.’s ranged from 128 to 149, their 


Grace Arthur Performance I. Q.’s from 112 


Their reading vocabulary scores 
359 


to I50. 
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were uniformly good as measured by the 
Progressive Achievement Test and were all 
above the goth percentile for college fresh- 
men. Reading comprehension on the same 
test varied from the 55th to the ogth per- 
ceatiles. The most important finding was that 
with two exceptions they showed no emo- 
tional breakdown on the tests and were able 
to work at full capacity during the proce- 
dure. These 2 men were beginning to have 
some difficulty with sophomore: subjects. 
One of them had a Binet I. Q. of 148 and an 
Arthur I. Q. of 122; the other had a Binet 
I. Q. of 128 and an Arthur I. Q. of 150. Both 
of these men ultimately were graduated with 
their class. Of the remaining 8, one trans- 
ferred =o the Harvard Medical School and 
7 were graduated with distinction. 

In the spring of 1943, funds became avail- 
able with which it was possible to employ an 
acditional psychologist so that routine test- 
ing of the 148 freshmen then in the medical 
school could be undertaken. The tests chosen 
for the battery and the reason for their 
choice were as follows: 

Revised Stanford Binet Form T —This 
test yields an I. Q. which is readily inter- 
preted by most persons interested in this type 
of problem. 

The Wechsler-Bellevue Adult and Ado- 
lescent Scale.—Here we have the advantage 
of additional material, especially the perform- 
ance test, the Wechsler system of equated 
weighted scores, and adult standardization. 

The California Test of Mental Maturity. — 
This test was not too well known, hence 
probably would be new to the subjects, and 
had the advantages of group presentation 
and of individual standardization of sub- 
tests which would yield a scatter pattern, 

The Nelson-Denny Reading Test for High 
School and College Students-—Its advan- 
tages vere ease of administration and scor- 
ing, and we felt that reading was an impor- 
tant tool for medical students. Results of 
this test were discussed with the students 
and suggestions offered where needed. 

The Wrenn Study Habits Inventory.— 
This easily administered and scored test 
forced the student’s attention to his study 
habits, yielded a numerical score and could 
be used as a basis for advising the student. 
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Shipley-Hartford Retreat Test for Mental 
Deterioration—We felt that as most of our 
failures were associated with psychological 
difficulties this test might yield useful in- 
formation. 


Rorschach Examination—This procedure 


was chosen as being the best possible, fairly 
well standardized, method of studying the 
personality of the student. 

‘Out of the original experimental group of 
148 students, only 8 were dropped from the 
medical school for academic failure, although 
47 percent incurred one or more grades of D. 
An additional 9 withdrew or dropped back 
one year for reasons of finance, health, and in 
one case poor grades. The figures are ar- 
ranged as follows: Data for each test were 
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Fic. I.—-Revised Stanford-Binet I. Q.’s. 


tabulated in such a fashion that the column 


graphs show over-all heights equal to the 
total number of students falling within the 
class limits given at the bottom of the graph. 
The height of the checkered portion of the 
column represents the failing’ students, the 
white those with one or more D’s, and the 
black those with clear records. 

_ Fig. 1 shows the distribution of Binet I. Q. 
for the dropped, the “D,” and the clear 


` record groups. The failing students -fall in 


the middle I. Q. range. There are but few 
students whose I. Q.’s fall below 132 (in all 
29, or 20 percent). The number of students 
earning D’s is more nearly related to the 
number of students in each class interval 
than to the I. Q. range itself. The extremely 
high I, Q. range, 149-152, however, is rela- 
tively free from D grades. 
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Fic. 2.—Wechsler-Bellevue full scale weighted 
scores. 
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LQ. Again there are no advantages in 
using the language or the non-language 


‘scales separately. While there may be some 


relation between scores and success it is 
certainly not sufficient to use in predicting 
success, 

Fig. 4 gives the distribution of vocabulary 
scores on the Nelson-Denny Eeading Tests. 

Fig. 5 shows similar results for Nelson- 
Denny Paragraph Meaning and Interpreta- 
tion ‘Scores. 

Fig. 6 presents the Wrenn Study Habits 
Inventory Scores. 

‘Fig. 7 gives the Shipley-Hartford Retreat 
Test for Mental Deterioration scores in 
terms of conceptual quotients. 
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Fre. 3.—California Test of Mental Maturity, full scale I. Q.’s. 


Fig. 2 shows the Wechsler-Bellevue re- 
sults expressed in total. weighted scores 
rather than in the less spread out I. Q.’s. 
Separate graphs of the verbal and of the’ 
performance scale were made but similar 
distributions were found. In general, the 
results yielded by the Wechsler, either whole 
or part scorés, agree well with the Binet 
findings. 

Fig. 3 presents the results of the full 
scale of the California Test of Mental Matu- 
rity. The class intervals are in terms of the 


Fig. 8. gives the results. of the Moss 
Medical Aptitude Tests in terms of percen- 
tiles as reported to the medical school for 
the 78 students who had taken the test. 

In the case of 2 students, eae ex- 
aminations uncovered conflict as the result 
of a desire to study medicine and a sense of 
duty with respect to military service. Two 
students were simply following out the 
family tradition of medicine and their med- 
ical school difficulty reflected a parental 
conflict. Adequate motivation was lacking 
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Fic. 4.—Nelson-Denny Reading Test, vocabulary percentiles (college senior norms). 
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FIG. 5.—Nelson- Denny Reading Test, paragraph meaning and interpretation percentiles 
(college senior norms). 
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Fic. 6—Wrenn Study Habits Inventory, algebraic sum of scores. 
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in. nese as Sadi as other cases. os were 
involved in serious sexual conflict. Two 
were unable to discuss their problems with 
the examiner; one. of these was blocked 
and showed flattened affect. One, aged 35, 
was successful in public health education 
and entered medical school because he felt 
that a medical degree would make it pos- 
sible to go farther in his profession. His 
age led to problems of adjustment with 
students and faculty in the medical school. 

From the above it is obvious that the 
outstanding problems in these failing stu- 
dents would not be brought out in any one 
type of tests nor by any numerical scoring 
system. Emotional maladjustment, lack of 
sufficient motivation, lack of ability, or a 
combination of two or more of these were 
the causes of failure. 

From the foregoing figures, it is appa- 
rent that no one of the tests reported yields 
scores which can be trusted to predict aca- 
demic success at the University of Michigan 
Medica! School: It is felt that brief sumt 
maries of the records of the successful stu- 
dents with low Binet.I. Q. as well as those of 
the faileé students would be of interest. 

The students with low I.Q., who were 
successful, showed good approach to the 
_ test situetion. They were attentive, worked 
hard and were not disorganized by failure 
on one or more test items. Their ability for 
“abstract” thinking while not high was com- 
mensurae with their intellectual level. They 
showed good ability to memorize connected 
material. 

On Rorschach examination there was evi- 
dence of striving, constricted personality as 
well as some degree of immaturity and 
anxiety. None of these factors was asso- 
ciated with impairment of intellectual ef- 
ficiency and in general the Rorschach pat- 
terns were similar to those of the whole 
medical class. Of this low I.Q. group, 2 
were apparently of superior intelligence but, 
because of their foreign language background, 
their intelligence scores were deceptively 
‘low. | 

Of the 8 failing students, Rorschach ex- 
aminaticn showed definite disturbance in 
the 7 cases in which it was available. All 
showed some evidence of immaturity, and 
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5 were - definitely prone to impulsive re- 
sponse under environmental emotional im- 
pact. Two showed a rather severe tendency 
to. withdraw from reality. The pattern of 
extreme striving was obvious throughout 
the group as well. All but one showed evi- 
dence of immaturity. In the psychologist’s 
write-up references to emotional disturbance 
and questionable difficulty with abstract prob- 
lems abound, showing that the patient’s per- 
formance on psychological testing was un- 
even although the final I. Q. s were within 
a satisfactory range. 

» This study was first set up in an attempt 
to determine some of the factors which 
caused students to fail in the medical school 
at the University of Michigan. It seemed 


‘likely that an adequate psychological and 


psychiatric study would bring to the surface 
some of the reasons for failure. Psycho- 
metric studies sometimes gave evidence of 
intellectual incapacity. In other cases the 
psychological studies showed evidence of 
adequate intellectual ability but there was 
still academic failure. In most of these in- 
stances, information indicating conflictual 
situations of one sort or another was obtained 
by psychiatric interview. Rorschach studies 
frequently gave information’ of value or re- 
sulted in leads which would indicate the trend 
to be taken by the psychiatric interview. | 
The consistent correlation between the 
Rorschach studies and the psychiatric inter- 
view was significant. We believe that a 
proper correlation of the psychological tests 
with the Rorschach and the final correla- 
tion of these with the psychiatric interview 
enabled us to make a fairly accurate prog- 
nosis of the individual’s ability to succeed 
in medical school work. In a number of 
instances in' which. the student was doing . 
failing work and in which the studies in- 
dicated problems likely to be amenable to 
treatment, the student was retained in. med- 
ical school at our request in spite of the 
fact that his record was such as to indicate 
that he ought to be dropped. In only one of 
of these cases, in which we sincerely felt 
that by therapy the individual would be able 
to make a satisfactory medical school ad- 
justment, were we}wrong. In a number of 


£ 


1946] 


instances, students who were doing failing 
work in the medical school improved suf- 
ficiently after therapy to graduate with good 
records. 
In several instances where we recom- 
mended that the student be dropped because 
of some serious personality defect, later de- 
velopments proved that our recommendations 
were correct. One boy who was beginning 
to have some difficulty, although his record 
in the main was good, was referred to us for 
study. The Rorschach demonstrated evi- 
dence of strong schizoid trends. The psy- 
chiatric examination suggested that these 
trends were of sufficiently serious nature 
to warrant the boy’s removal from the 
medical school. Somewhat more than a year 
later, we had a request for information from 
an institution in the East where he had 


‘become a patient with a well-developed 


schizophrenia. 

Factors which seemed important in order 
that a satisfactory medical school record be 
made seemed to be divided roughly into three 
parts: (1) psychological factors such as in- 
telligence, ability to read rapidly and well, 
and vocabulary; (2) a pérsonality structure 
which enables the student to’ sustain the 


emotional stresses associated with medical: 


school work; and (3) a relative freedom, at 
least in most instances, from situational 
stresses which produce conflict and so reduce 
the student’s efficiency of work that he is 
unable to acquire satisfactorily the material 


necessary to meet the level of accomplish- 


ment established by the medical school. 

It has been determined by these studies 
and by our experience that in numerous in- 
stances these latter factors can be so influ- 
enced by therapy that the individual can go 
on and do satisfactory work. Obviously, we 
do not know what kind of physicians such 
individuals will make. I have in mind one 
student who was given some therapy, was 
able to complete his medical school work 
satisfactorily, but has since been’ doing badly 
in his hospital adjustment. He had strong 
schizoid trends and his environmental ex- 
periences had been such as to more or less 
continuously disturb his emotional adjust- 
ment. It is our opinion that he did not have 
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sufficient therapy. to reorient himself prop- 
erly and that this may account for his 
poor medical adjustment. The question is 
still open as to whether or not these men | 
ought to be continued in medical school, 
even though they are able to make a: satis- 
factory record. It is important to remember 
that we select students for medical school 
not only on the basis of ability to make a 
satisfactory academic record but for the in- 
tellectual and personality characteristics 
which will make them good physicians as 
well. 

The dean of our medical school and the 
promotion board have been sufficiently im- 
pressed by the results of these studies to 
routinely refer students who have any diffi- 
culty whatever in the medical school to us 
for study, if on interview in the dean’s 
office there appears to be any question, either 
academic or of personality, which indicates 
the need for such a series of studies. Almost 
invariably, the recommendation of our de- ` 
partment based on these studies is accepted. 
We believe the relatively low percentage of 
actual failure in the class reported was re- 
lated to the fact that failure in one or more 
courses automatically resulted in adequate 
psychiatric examination with psychotherapy 
where indicated. In most instances this was 
successful in salvaging the worth-while 
student. 

In conclusion, it is obvious that one can- 
not by the use of any one test predict medical 
school success. We believe it is advanta- 
geous to set an I. Q. limit of 130 on the Binet 
simply because that is the dividing line be- 
tween our lower 20 and upper 80 percent. 
We believe that for students with I. Q.'s be- - 
low 130 the competition will be severe both 
in medical school and after graduation. It is 
probable that where a number of different 
tests are given a low score on one test may 
be compensated for by a high score on 
another, i.e., a poor reading ability may not 
be crippling when it is associated with high 
intelligence, or a not too intelligent but highly 
motivated, well-adjusted boy may be suc- 
cessful. The one test most needed in this 
field is one for motivation. We have used a 
crude test of this sort. In certain instances 
during the psychiatric interview, it is indi- 
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cated to the student that our report will be 
unfavorable. The student’s reaction to this 
is noted. If his findings are borderline but 
his reaction to this situation indicates a 
strong healthy motivation, we then make a 
favorable recommendation. 


Our results suggest that an adequate psy- 
chiatric interview coordinated with a Ror- 
schach examination and certain selected psy- 
chological studies properly interpreted will 
yield information from which-an adequate 
selection of medical students can be made. 


ra 


A PSYCHIATRIC SCREENING AID FOR PRE-COMBAT TROOPS 
LT. COL. OSCAR B. MARKEY, M. C., ano FIRST LT. MILES M. ZISSON, A.G. D. 


After a group has been trained technically 
and physically for combat, one must answer 
the question: Is it ready to face the surprise 
and exhaustion attendant with actual com- 
bat? Or does that particular group include 
too many inadequate people who will affect 
the group adversely and therefore reduce the 
chances for success of the operation? Al- 
though much attention has been given to 
screening out all possible psychiatric casual- 
ties on the induction, reception center and re- 
placement center levels, relatively little has 
been reported on the study of groups as such, 
for the determination of group stability and 
balance. This is all the more important when 
a group has been finally integrated for a 
combat experience. Unit commanders and 
medical officers charged with the care and 
disposition of soldiers have frequently com- 
plained that too many unstable men are being 
sent into combat and combat support units. 
The psychiatrist should be on continual 
watch for such men for the purpose of rec- 
ommending their reassignment to military 
occupations which are less apt to produce 
acute or prolonged emotional strain. True 
enough, these men will remain a challenge 
in more protected zones also, but they are 
more likely to adjust satisfactorily away 
from the zone of operations. A device which 
could reveal group capacity for strain, ten- 
sion, surprise and exhaustion, would be a 
valuable aid in planning for an operation. 


SELECTION AND ADMINISTRATION OF TEST 


Consideration was given to several well- 
known group tests, including the Minnesota 
multi-phasic, The Cornell selectee index, and 
the Harrower-Erickson modification of the 
Rorschach test(1). The Rorschach has long 
proved its usefulness in the study of indi- 
viduals and has the advantage of offering un- 
conventionalized images which challenge ex- 
pression rooted in the deepest layers of the 
personality. The group Rorschach has the 
advantages of briefness, ease of administra- 
tion, and a considerable background of use- 


fulness in civilian and military situations(2). 
Harrower-Erickson’s modification(3) is 
based on the fundamental idea that so-called 
normal individuals will “see” normal images 


in the series of ten symmetrical ink blots, 


while ill-balanced individuals will “see” 
bizarre or unusual images. Whereas, in the 
individual test, spontaneous selections are 
made by the subject, in the group test, ten 
(10) suggested selections are offered for 
each card. No effort has been made in this 
report to discuss the particular advantages or 
shortcomings of this method or the selections 
suggested, nor were second choices evalu- 
ated. The aim was not experimental, but 
utilitarian; therefore Harrower-Erickson’s 
method was followed carefully without any 
significant changes. There was no time for 
the development of a new or modified psy- 
chological tool. 

Nine hundred thirty-three (933) soldiers 
were studied. They constituted a closely- 
knit army unit being readied fcr an operation 
and had been assigned to a wide variety of 
military occupations on an administrative 
level. The test was given to groups of about 
225 each, in a movie auditorium, Purposes 
were explained to the men in such a way as 
to enlist their cooperation. They were ap- 
parently pleased with the opportunity to act 
as an experimental group. Mounted slides 
were not available at the time. but the orig- 
inal Rorschach cards were satisfactorily 
projected on the screen(4). Proof of the 
soldiers’ acceptance of their role lay in the 
fact that only one paper in the entire group 
had to be discarded. Harrower-Erickson’s 
conditions of administering the test were fol- 
lowed closely. The written directions were 
read aloud by the examiner aiter each card 
was projected on the screen and an adequate 
number of proctors was available for super- 
vision and help. 


EVALUATION AND STANDARDIZATION 


The proctors checked the papers under 
supervision. Their responsibility was to 
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check the number of “adequate” and “poor” 
responses. The examiner determined ‘that 
the zotal protocol in a given case was “ade- 
quate,” “doubtful,” or “poor.” No. effort 
was made to classify the responses by specific 


diagnosis because (a) the individual test is. 


far more reliable in this respect and (b) the 


nature of the individual disorder was con-’ 


sidered less important than the general emo- 
tional inadequacy that it suggested. 

In a previous study made by one of these 
examiners (OBM) in a replacement train- 
ing center + covering groups totalling about 
4000 men, the group Rorschach was found 
to be unsatisfactory because too many men 
were revealed to be emotionally unstable. It 
was thought that the difficulty may have been 
primarily due to too high a set of standards, 
The assumption is made that any established 
group can carry only so many inadequates. 
To define group stability is scientifically im- 
possible, inasmuch as there is no fixed factor 
in persorality evaluation, either of the indi- 
vidual or the group. The individual is com- 
pared with himself and the group, the group 
with itself and other groups, with changes in 
the individual and the group personality pat- 
tern: a continual possibility. Where the 
highest: cegree of group unity is necessary, 


as in a battle situation, the percentage of ` 


inadequates must be reduced to a true mini- 
mum. Where the group is split up into small 


units and occupations less dependent on 


unity, a higher percentage of emotional in- 
adequates can be absorbed. Experience sug- 
gests that perhaps 85% of “normals” can 
carry 15% of “inadequates.” Six can operate 
reasonably with one inadequate, but a group 
of 5 is likely to waver, In Harrower-Erick- 
son’s new book, 5 lower standards have been 
experimented with. If these are followed, a 
“cutting point” of 5 poor selections ‘is’ likely 
to reveal that about 85% of a “normal” 
group: will be shown to be adequate. On this 
assumption, it was 

making : l ; 


8, 9, 10 pcor responses had, poor emotional stability. 

6 or 7 Door, Tesponses had doubtful emotional. sta- 
` bility" 

5 or.fewer.poor responses had adequate. emotional 

i stability. 


* Camp Fannin, Taa 1044; unpublished. 


decided that | those 


RESULTS or STUDY 


On the basis of the above standards it was 
found that: 
7.5% had poor cased 
11.25% had doubtful emotional, stability. 
81.25%. had.adequate emotional stability. 
There were 26 subsections, the largest 
(designated as “A” Company) being com- 
posed of 237 men. It is reasonable to expect 
that such a large subsection, originally 


selected substantially along the same qualifi- 
cation standards as the entire group, will cor- 


POOR 
OR 
DOUBTFUL | 


ADEQUATE 





TOTAL HEADQUARTERS 
(933) 
18.75% 
POOR 


81.25% - 
ADEQUATE 


Frc. 1. 


relate well with the total group. This is defi- 
nitely borne out, as follows: 


Total group, 81.25% “adequate”; 18.75% ‘“doubt- 


. ful” or “poor.” ie ae 
“A” Company. 81 4496 “adequate” ; 18.56% “doubt- 

_ ful”. or “poor.” 

“B” Company, composed of I 59.men, had 
been: activated for less specialized occupa- 
tions and was known to be inferior to the 
general group. in intelligence, performance 
and general balance. The Rorschach findings 


. bore this out, as follows: 


Total ` group, 8r 25% “adequate” : - 18.75% “doubt- 
ful” -or “poor.” 
“p” Company, 70. 44970 indequate” ; ; 29.56% “doubt- 


¢ 
ful” or “poor.” | , 
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CLINICAL CONTROLS UsED 


ify. men were chiosen for “pling” psy- 


chiatric interviews, done about equally by 
two examiners. Half had “adequate” and 
half had “poor” ratings. The ‘interviews, 
though telativély brief, were compr ehensive 
enough. An explanation was given, to each 
man to relieve his anxiety arid to obtain -his 
active cooperation.': The ‘correlation was 
found to be exceedingly high and well, be- 
yond the element of chance. u a diag- 


noses (“adequate,” “poor”, or “doubtful” 
POOR 
OR 
ADEQUATE DOUBTFUL 





—— TOTAL GROUP = MEN) 
--— “A” COMPANY (237 MEN) 


Fic. 2. 


emotional balance) confirmed the test pic- 
tures. Two diagnoses were doubtful and 
might have been called confirmatory. 

Chiefs of section were then interviewed 
for two purposes: (a) to compare the group 
configuration, as, revealed by the test, wit 
opinions formed by the interested officers, 
and (b) to discuss the findings in selected in- 
dividual: cases (especially those showing I0 
poor selections). There were no major dis- 
crepancies between the opinions expressed 
and the test results, as far as the group pat- 
tern was concerned, even in subsections con- 
taining as few as 20 men. This did not hold 
in the individual cases, however, confirming 
the belief that the group Rorschach as admin- 
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istered to a group is not a PA aid to 
individual diagnosis. 


COMMENTS AND CONCLUSIONS ` 


1. The, group Rorschach (Harrower- 
Erickson modification) was applied as a de- 
vice for screening out unstable men in a 
group being, readied for an operation. The 
results suggest it is a reliable auxiliary to a 
psychiatric program and that it may be safe 
as a substitute where time is limited. 


POOR 


OR 
Pacis) len poai i 


i6 
j4 
12 


—— TOTAL GROUP = MEN) 
--— “B” COMPANY (159 MEN) 
FIG. 3. 
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2. The main advantage lies in the elicita- 
tion of the degree of group stability in terms 
of percentage “of poor risks, Where an arbi- 
trary pattern is previously agreed on by line 
officers, medical officers and psychiatrist, the 
test results will indicate favorable or unfa- 
vorable deviation from the pattern. ‘“Doubt-. - 
ful” or “poor” men can then be given full 
psychiatric study and proper disposition. 
The group’ test, as given to a group, is not a 
reliable aid to individual diagnosis, as com- 
pared with the original, individually admin- 
istered Rorschach. 

3. Secondary advantages ere pronounced, 
partly because the nature of the test is quite 
intriguing to officers. As in all tests, the re- 
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sults and reports accented attention on all 
the men, especially those who gave poor re- 
sponses. 

4. It is contemplated that the device will 
be applied to a resting division. One bat- 
talion mzy be screened without the test aid 
and prognosis on the frequency of psychiat- 
‘ric disorder incident to battle will be com- 
pared with that offered in a related bat- 
talion screened by the Harrower-Erickson 
Rorschach method. If the results are favor- 
able, the device. will have passed an 
trial by usefulness. 


A PSYCHIATRIC SCREENING AID FOR PRE-COMBAT TROOPS 


[ Nov. 


BIBLIOGRAPHY 


1. Harrower-Erickson, M. R, and Steiner, M. E.: 
Large scale Rorschach technique: A manual for 
the group Rorschach and multiple choice test. 
Springfield, Ill. Charles C. Thomas, 1945. 

2, Harrower-Erickson, M. R. and Steiner, M. E.: 
Modification of the Rorschach method for use as a 
group test. J. Genetic Psychol., 62: 119-133, 1943. 

3. Harrower-Erickson, M. R.: Directions for 
administration of the Rorschach group test. J. 
Genetic Psychol., 62: 105-117, 1943. 

4. Harrower-Erickson, M. R.: A multiple choice 
test for screening purposes (for use with the 
Rorschach cards or slides). Psychosomatic Medi- 
cine, Vol. 5, No. 4. 


» 


PROCEEDINGS OF SOCIETIES 


‘THE AMERICAN PSYCHIATRIC ASSOCIATION 


PROCEEDINGS OF ONE HUNDRED AND SECOND ANNUAL MEETING 
PALMER HOUSE, CHICAGO, ILL. 
May 27-30, 1946 


Monpay MORNING SESSION 
May 27, 1946 


The One Hundred and Second Annual 
Meeting of The American Psychiatric Asso- 
ciation convened in the Grand Ballroom, 
Palmer House, Chicago, at ten o'clock, 
President Karl M. Bowman presiding. 


CHAIRMAN Bowman.—I will call the meeting to 
order, and we will have the invocation by Rabbi 
Mann. 


Rassi Louis L. Mann.—Our Heavenly Father, 
we thank Thee for Thy manifold blessings which 
Thou hast bestowed upon us day by day. We thank 
Thee for the blessings of home and love and friend- 
ship, for all of the influences that enter our lives 
and mould our characters, and strengthen our wills. 
aa us to live the life that Thou would have us 
ive. 

We thank Thee for the blessings of this, our 
native land, and we pray Thee in these critical days 
for vision and understanding, and as we thank Thee 
for having won the war, so we pray unto Thee for 
strength to win the peace. We appeal to Thee for 
understanding, for vision, for the cooperation of all 
men everywhere for good, that countries every- 
where might ultimately be united, that human 
beings everywhere may unite and live a normal, 
complete and wholesome life. 

We thank Thee for the psychiatrists who devote 
their lives to the alleviation of human suffering and 
the prolongation of human life. We thank Thee 
for every influence that makes for the good and 
the true of the future. We thank Thee that we 
have eyes that are not greedy as the less fortunate 
reach toward us, and that we have not turned a 
deaf ear toward their distress, that our hearts have 
not been callous. l 

May the words of our lips, the meditations of 
our hearts, be exemplified in the deeds of our lives, 
and be acceptable to Thee, oh, God, our Saint and 
our Redeemer. Amen. 


CHAIRMAN BowMan.—We will have the Ad- 
dresses of Welcome. First, I will ask Dr. Raymond 
B. Allen, Executive Dean of the Chicago College, 
University of Illinois, and Dean of the College of 
Medicine, to speak. 


Dean ALLEN.—It is an honor to join my col- 
leagues Drs. Miller and Irons in welcoming you to 


Chicago and to the State of Illinois on the occasion 
of your ro2znd Annual Meeting. I bring you' the 
cordial greetings and best wishes of the University 
of Illinois which for many years kas recognized the 
field of psychiatry as an important and rapidly ex- 
panding discipline of the medical sciences. This rec- 
ognition embraces, of course, neurophysiology, neu- 
ropathology, psychology, and psychiatric aspects of 
social medicine. As your knowledge cf men has 
grown and as your skill in the treatment and pre- 
vention of mental illness has imoroved, it is evi- 
dent that psychiatry has moved akreast of the older 
clinical specialties in its contributions to the health 
and the general welfare of mankind. Indeed, it 
may soon pass them. Modern psychiatry uses all 
the tools of precision investigation, including 
chemistry, biophysics, electrophysiology, together 
with methods af psychology, psyzhosomatic medi- 
cine, and certain aspects of social medicine. By 
social medicine, I mean the interaction of the social 
environment with the personality and organism of 
the individual. These are the tools, or so it seems 
to me, by which we shall accelerate our advance 
toward full understanding of the whole life process. 
Psychiatry has learned much about the human 
mind and human personality through the use of 
words and other symbols, chiefly by subjective 
methods. 

Now you are bringing the objective experimental 
methods of the natural, biological, and social 
sciences to bear on the most fundamental problems 
in all of medicine and of the life process itself. You 
are searching ‘out the sources and the controls 
of the energy system of nervous tissue. In doing 


this you will learn some of nature’s most tena- 


ciously held biological secrets. I am confident 
that this broad approach will inevitably lead tc 
a clearer understanding of the function of nervous 
tissue and, therefore, give information which will 
be of great value in the prevention and treatment 
of mental disease. This is what I would conceive 
to be your research mission in the second one 
hundred years of the existence oi the Association. 

Your educational mission, of course, is obvious, 
and you are already well along the road toward 
its fulfillment. It is to provide for the widely 
disseminated teaching of the principles and skills of 
psychiatry throughout all departments of the under- 
graduate medicai school; this is in order tc 
inculcate the idea that the human being’ ir 
health and disease must be understood as a whole 
and not merely as a collection of organs, parts anc 
systems. I understand that you are also taking 


381 


382 
steps in your graduate training program to produce 
specialists who will conceive of themselves as 
something more than just psychiatrists serving 
individual patients. We need a new kind of 


clinician, ‘a social clinician who recognizes that 
no person lives to himself alone, but that he 


functions in a social system which is continuously . 


molding his actions. and reactions and which he 
himself tries to mold to his desires. Justice Holmes 
once remarked, “Man, whether he realizes it or 
not, is always fighting for the kind of world 
he wants.” This-struggle for gratification of per- 
sonal desires and ambitions, in the environment 
of the group and subject to its discipline, makes 
us what we are within the framework of our 
inherent capacity. In this struggle few achieve 
perfect balance and complete happiness. I take 
it that it is the mission of any physician, as 
well as the psychiatrist, to aid those who need 
help in adjusting themselves to the great com- 
plexities of life in this industrial age. Your mission 


in educaticn will be incomplete, until you have’ 


helped mien in practice to understand the place of 
psychiatry in the doctor’s medicine kit. You have 
a special responsibility toward general practi- 
tioners and family doctors in this regard. This 
will call for the kind of aggressive planning which 
the Association and the National Council on Men- 
tal Hygiene and other organizations -have insti- 
tuted in recent years. It should be emphasized 
that this program, while stimulated in large degree 
by the. adjustment problems of veterans of World 
War II, must be equally concerned with “opera- 
tional fatigue” among civilians. Mental casualties 
on the civilan front have been with us always. All 
the skills cf the medical profession are needed to 
combat maladjustment and mental breakdown ‘in 
every walk of American life. Without integrity 
of personality and mind in the individual, we 
cannct hop2 for integrity and unity as a nation 
and as members of one world. 

Now may I give you a few questions which 
should concern every thinking American. The first 
is whether man has sufficient wisdom, humility, 
and social consciousness to use his newly-found 
material pcwers for the constructive purposes of 
all mankind. Free men have proved that democ- 
. racy, and our republican system of self-government 
particularly, has the inherent strength to be vic- 
torious in a world at war; we have yet to prove 
that we can win a durable peace. Never before 
has the intellectual, spiritual and moral life of 
man faced a test of such a portent for good or 
evil. Medicine with its age-old concern for the 
sick, the poor as well as the rich, the weak as 
well as the strong, has been an influence for good 
surpassed cnly by the moral precepts of religion. 
The services of medicine, like those of religion, 
have been largely personal. There will always be 
need for personal services, but medicine of the 
future, if it is to progress as a social as well 
as a biological science, must broaden its outlook 
and adjust its educational program accordingly. 
Medicine is coming of age as a social science. 
‘Thinking and planning for democracy must be 
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bold and dynamic, drawing not only upon the 
talents of individuals, but also upon the social dis- 


‘cipline of the group. At times, unfortunately, our 


system falters. We have great difficulty in dis- 
tributing eyenly the goods and services, including 
medical services, that our expanding technology 
pours forth in ever greater abundance. Our social 
process lacks stability which, perhaps, is but a 
sign of growth and change. This should not be 
too alarming. But, when our system becomes so 
unstable that it upsets our relations with our 
neighbors and when we lack the self-discipline and 
social controls to resolve our differences rationally 
and peaceably, then just to this. extent have we 
failed at one of our primary tasks. 

College graduates generally fail to take an in- 
terest in legislation, state or federal, even when it 
intimately affects their own fields of business or 
professional activity. We have always maintained 
that training for leadership is a major function 
of education. If this is true, then we are failing 
in our purpose when education does not develop 
in the individual a social and political conscious- 
ness to the same degree that it trains him for 
professional and vocational proficiency. If this is 
true, may it not also be that here is a significant 
reason for disharmony between government, that is, 
social controls within the framework of law, and 
the citizen who still believes that “that government 
is best which governs least”? Is our educational 
system, at all levels, sufficiently conscious of its ` 
obligation to educate for responsible citizenship? 
This, I believe, is a question we must resolve if 
our Republic is to survive in the critical years 
through which we are passing. 

But there is a larger question, one that concerns 
every American, whether he is a professional man 
or not. It is: What has happened to our greatest 
national asset, the native American spirit; the 
selfless, Christian spirit that founded this great 
nation, that unified and preserved it from internal 
division, that industrialized a continent and that, 
twice in this century, joined with and led the peace- 
loving peoples of the earth in conquering tyranny 
and preserving our right to live as free men? To 
live for what? For the good life for all men every- 
where? Or for the giddy life of getting and 
spending in which human values are overwhelmed 
and smothered by the petty value of material 
things? If the latter is our answer to a starved 
and war-torn world, if we demand an island of 
selfish American plenty within a world of want, 
then we are a dying nation with no hope of 
realizing our true inheritance of greatness. We are 
left, it seems to me, with only one choice; we 
must elect to bring the machine under social con- 
we must decide that economics should be 
made -to serve the good life for everyone rather 
than merely that of a favored few; we must 
recognize that it takes a man, not an adding 
machine, to understand a man. 

Time is short and apparently getting rapidly 
shorter. We must join hands with enlightened 
men everywhere, in the church, in business, 
industry, and labor, in the professions and in - 
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statecraft, to strive for the realization of our 
native American spirit: and for greatness in the 
“brave new world” in which we live. 

As a great profession we must meet our obliga- 
tions to the society from which we derive our right 
to exist. Today we are meeting this obligation 
in one way.by adjusting our educational programs 
to emphasize, in equal measure, the development 
of social and political consciousness and training 
for proficiency in professional and technical skills. 
As medicine assumes its full stature as a social 
science, we may confidently expect the physician 
of the future to take his accustomed seat in the 
councils of community and state as a responsible 
and constructive citizen. To him the people may 
rightly look for leadership. 

Medicine, like the peace, is indivisible. Its 
only concern is to advance its understanding of 
man, in health and disease, wherever on the face 
of this tortured planet he happens to live and to 
bring him as much relief from pain and disease as 
the knowledge and skills of the physician make 
possible. I look to psychiatry to help lead medicine 
in the nation’s quest for social synthesis and world 
unity. With your vital contributions to medical 
science and medical education the doctor of the 
future will become a social clinician and medicine 
will add to itself the useful attributes of a social 
science, l 


CHAIRMAN BOWMAN.—We will next hear from ` 


Dr. J. Roscoe Miller, Dean, PNOELAWESEEED Medical 
School. 


Dean Miutter.—Mr, President, Ladies and Gen- 
tlemen: I want to reiterate what my colleague, 
Dean Allen, said, about welcoming you to Chicago. 
It is an extreme pleasure to have this body honor 
us with this, their ro2nd meeting. I am sure every- 
one is aware of the importance of this gathering. 
The conflict just ended has tocused, as never before, 
the attention of public and profession alike: on the 
importance of psychiatry in the medical picture. 
Those not connected with psychiatry are apt to 
consider it a newcomer on the scene. Of course, 
nothing could be farther from the truth. It has an 
unrivaled tradition of antiquity. Even in the United 
States, no less a medical personage than Benjamin 
Rush served as midwife to the specialty. Illinois 
is proud of having played a significant part in 
development of psychiatry in this country. The 
first law establishing a juvenile court was enacted 
in Illinois in 1899. The Institute for Juvenile 
Research was established in 1909 and was among 
the first, if not the first such institution in this 
country. The Illinois Society for Mental Hygiene 
was organized in 1909 with Henry. Favill as 
President. The State of Connecticut had the first 
Society in 1908 and Illinois and the National 
Committee followed by one year. In 1888, Hill 
called attention to the fact that the Illinois State 
Board of Health was the only organized body at- 
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tempting to introduce psychiatry into the medical 
curriculum. 

Yet despite this long history, ' as recently as 
1939 the Council on Medical Education and Hos- 
pitals of the American Medical Association stated 
that psychiatry had not yet found itsel in the 
teaching program. 

It is my humble opinion that say has 
suffered as the result of medical isolation. The 
concept of mental illness as part of the whole 
was thwarted by deflection of patients to insti- 
tutions removed from medical centers. More often 
than not, tax-supported institutions for the mentally 
sick were built and located according to political 
pork barrels, rather than scientific dictates. The 
result has been that the teaching of psychiatry 
has suffered through the lack of clinical material, 
the patient has suffered because o: separation from 
the best medical science has to offer, and research 
has been stultified. The importance cf research 
in all branches of science, anc particularly in 
medicine, has been emphasized during the war. It 
is to be hoped that psychiatry will reap its share 
of the well deserved harvest which is anticipated. 
There can be little but a political excuse for the 
establishment of an insane asylum far from the 
doctor, the laboratory, the library and, above all, 
the source of patients. One of the most hopeful 
developments in American Medicine tc occur for 
a long time, is the program of the Veterans Ad- 
ministration. If they are successful in building 
their hospitals and out-patients near establishec 
medical centers, the results are inevitable. Improvec 
care of the Veteran, training of medical person- 
nel and promotion of research must follow. I 
express the fervent hope that psychiatry will be ar 
integral part of this program. As one vitali 
interested in its development, I beseech this poter 
organization to lend its support and aid to those 
responsible for its attainment. 

In closing, and without prompting by the Chambe- 
of Commerce, may I express tne hope that our 
salubrious climate, the environment of scientific 
medicine and medical education, plus mid-westerm 
good fellowship will add to your pleasure as well 
as serve as a stimulus during your weight- 
deliberations. 


CHAIRMAN BowMan.—Thank you, Dr. Miller. 
We will next hear from Dr.. Ernest E. Irons, 
Presiderit, Institute of Medicine, Chicago. 


WELCOMING ADDRESS BY ERNEstT E. Irons, M. D. 
PRESIDENT INSTITUTE OF MEDICINE, 
CHICAGO, ILL. 


On the occasion of this meeting of the Americar 
Psychiatric Association early in its second century 
of existence with its 3,300 members, I have ite 
honor on behalf of the Institute of Medicine el 
Chicago to welcome you. Here in Chicago in 18-7 
was chartered a medical schocl, which took tke 
name of Rush Medical College, in memory ard 
in honor of Benjamin Rush whose name has been 
revered by your Association as the ‘patron f 
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American psychiatry. The first students entered 
Rush in 1843. In 1844 the forerunner of The 
American Psychiatric Association was organized, 
and in the same year the American Journal of 
Insanity began publication. Three years later in 
1847 the American Medical Association was organ- 
ized. We in Chicago are thus alive as are you 
to the accomplishments of organizations begun by 
men of foresight a century ago. In this period many 
men have contributed to the growth of psychiatry 
and in due course have passed on. Their accom- 
plishments have been recorded in your important 
and attraczive memorial volume of 1944. 

I must pause to pay tribute to a member of the 
old Rush faculty, and a valued member of your as- 
sociation, Dr. Peter Bassoe whose passing has 
deprived you of a wise counsellor, and us of a 
beloved friend. 

“A multicude of psychic problems beset the pa- 
tients who come to the internist for supposed phy- 
sical ailments. They require the same careful ex- 
ploration as do the mere serious cases of psychic 
disturbances which come to the psychiatrist. Cur- 
rently the relation of distress of psychic to distress 
of physical origin has been emphasized under the 
modern title of psychosomatic medicine. This em- 
phasis is, praiseworthy and desirable, but the pro- 
cedure is not new. Wise physicians have employed 
this approach for centuries. Listen to the advice of 
Thécphile Bonet, 17th century physician and author 
of the Sepulchretum, forerunner of Morgagni’s 
Seats and Causes of Disease. 

In the Fractical Physician, Bonet offers advice 
drawn from the experience of previous centuries, 
and from his own practice, as to the conduct and 
methods of a physician. After discussing the means 
of detection of simulation of disease and of maling- 
ering. he says: 

“Many take wrong Advice of Physicians coun- 
terfeiting the Headache, Burning in the night, 
when their is no such thing. Some burn with 
Lust; Others with Anger; Secret Fear grieves 
some; A silent Care others: All which things are 
the fountains and causes of Diseases, unknown to 
a Physician unless they be told him—For the 
Physician will abstain from many things and 
prefer others when he finds an afflicted mind which 
he would not do, were he content only with what 
of the Disease he finds apparent.” 

In the war now concluded psychiatry has ren- 
dered services of inestimable value in the healing 
of the mental wounds of war in the Army, Navy, 
and Merchant Marine. Practically the entire mem- 
bership of this association was engaged in one or 
another war activity, and in meeting the problems 
of civilians. And then there were not enough. 
Impraved methods cf combatting at an early stage 
the psychic effects of the tension of hardship and 
the shock of war, were devised by members of 
` this association with resulting decrease in chronic 
and permanent disability. 

Now with the coming of peace there are pre- 
sented the problems of the development of humani- 
tarian disciplines. These problems go so deep 
that as Dr. Stecher well points out, the survival 
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of our democracy is seriously imperiled. We have 
on the one hand to avoid the callousness of those 
who would continue here the law of the jungle, 
and on the other an emotional type of thinking 
in which the attempt to remedy the misfortunes of 
some, leads to generalizations destructive of the 
welfare of the majority. 

Deep sympathy for the distress of that unfortunate 
who in one way or another has been temporarily 
deprived of his livelihood should not lead to the 
establishment of practices which tend to produce 
and accentuate economic delinquency. We have 
already more than enough people who- do not 
want to work. 

In forming our judgments of principles and plans 
for social betterment we are influenced too much 
by apparent immediate exigencies and seek what 
seems to be an easy way out, instead of being 
guided by a review of the events of the history 
of nations of the past. There we can find the 
same problems which we face today, and more 
important, can see how the solutions adopted then, 
affected those national welfares. 

Nor do we need to go back beyond our own 
history, from the founding of this nation, in which 
we can review the same kinds of conflicts of 
interests, the same attempts to array class against 
class, the same utilization of just complaints to the 
purposes of chicanery and-political advantage. 

The fallacies in some of our modern repetitions 
of Roman, French and early American schemes, 
such as the creation of an economy of scarcity, 
the plowing under of cotton and food stuffs, the 
destruction of little pigs, the manipulation of 
prices to secure political preferment from one class 
to defeat another, are now clearly evident. Spend- 
ing ourselves rich seems in a fair way to be 
discredited. All of these and similar attempts at 
economic control depend on some form of managed 
economy, which in the past has always developed 
dictatorships, then revolution, and ultimately has 
brought nations to ruin. 

We have become more or less accustomed to 
the regulation of our economic lives in the success- 
ful prosecution of total war, which fortunately for 
us did not require the severe sacrifices of liberty 
demanded of some of our allies. In the transition 
period from total war to what we hope will be 
total peace, some care is necessary in the relaxa- 
tions of previously necessary regulatory measures, 
but unless we wish to travel further down the 
road to total managed economy, we must stop 
tampering with the exercise of free enterprise. 
Within the year we have witnessed the delay in 
economic recovery, caused by the desire of little 
men in big jobs to prolong their brief period of 
authority, and by selfish leaders of deluded minority 
groups, who have been allowed to paralyze eco- 
nomic recovery, and to impose unrecoverable eco- 
nomic losses on their own constituents. A managed 
economy is incompatible with democracy. 

At present the medical profession is confronted 
with an attack on its freedom of practice. It is. 
proposed to establish a managed economy of 
medicine which would destroy the patient-physi- 
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cian relationship, the fundamental importance of 
which is nowhere more evident than in psychiatry. 
The psychiatrist is of necessity an individualist 
and his work cannot conform to the limitations of 
a panel. It is true that the work of the psychia- 


` trist is carried on to a considerable extent in institu- 


tions, many of which are maintained by the state. 
The quality of.service in the mental hospitals is 
conditioned largely by the degree of freedom from 
political interference. The entrance of political pre- 
ferment into a group of previously well managed 
hospitals is at once destructive of standards already 
attained and is a constant threat against the main- 
tenance of institutional morale and competency of 
service. It is difficult enough to maintain such 
freedom of practice as we now have, with resultant 
varying degrees of excellence in our state hospitals. 
Under national centralization of medical cortrol, 
even state mental hospitais would feel further 
the limitations of freedom of practice, as wel as 
a deterioration in quality of younger men who 
would enter the institutional practice of psychiatry. 

The regimentation of medical practice is but 
one more step in the attempt to change our gov- 
ernment from one of free enterprise to one of a 
managed economy with government by blocs, and 
an eventual dictatorship. 

If we prize our freedom and the opportunity for 
individual effort, and the chance to continue the 
advances in medicine which will add to the im- 
provement of standards of human service insiead 
of destroying them, we shall endeavor to maintain 
the freedom of medicine as free citizens in a 
democracy. 

Again Mr. Chairman, may I welcome you to 
Chicago and wish you a pleasant stay and a 
profitable meeting. 


CHAIRMAN BowMAN.—Thank you, Dr. Irons. 
I will now call upon Dr. Samuel W. Hamilton, 
President-elect, to give the response. 


RESPONSE BY SAMUEL W. HamItton, M.D., 
PRESIDENT-ELECT 


The American Psychiatric Association is happy 
to: come back to Chicago for its 102nd annual 
meeting. Probably we would have profited by 
meeting here oftener. We seem to have come first 
in 1893, the year of the World’s Fair, again in 
1918, and again seven years ago. On that last 
occasion we remember gratefully how you enabled 
us to have a very satisfactory meeting. 

There is much about psychiatric accomplishment 
in Illinois for which we are grateful. The State 
has always supplied men of weight and influence 
to the membership of this Association. To mention 
only a few: Dr. Andrew McFarlane, Superin- 
tendent at Jacksonville from 1854 to 1870 was 
very highly thought of by his colleagues. Richard 
Dewey, the first superintendent at Kankakee, was 
one of our leaders. Dr. Zeller, an outspoken and 
persistent advocate of some important things in 
the care of the mentally ill was a product of your 
state ‘service. Dr. Wilgus at Elgin was a friend 
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of mine, a most competent clinician and executive. 
Dr. Singer at the time of his death was about tc 
be President of both this Associaticn and the 
American Neurological Association. To our deer 
sorrow the list of those who have gone on must 
now include Charles F. Read, for a long time your 
outstanding hospital head. Many other names of 
men who have devoted themselves wholeheartedly 
to the needs of the mentally ill of this state might 
be added before the category would Pe nearly 
exhausted. 

We come, then, with pleasure becaus2 a agree- 
able relationships in the present, with reverence 
for our predecessors who served their fellowmen 
well. Now you tell us of your presen: activities, 
your needs and your ambitions for us. We ap- 
preciate your frankness in all this. The world 
is certainly in a period of trouble. Millions have 
been slaughtered and other millions will starve 
before stability is attained. In our own field, hos- 
pitals all over the country have been bereft of 
needed personnel and sometimes have been unable 
to get needed supplies. Standards of care have 
suffered. Unfortunately standarcs of care were 
already poor in too many places. Enterprising 
publicists have brought home some of these de- 
ficiencies in vivid form and with shattering effect. 
Now is the time when we must strenuously strive 
to repair the damages brought about by the 
competition of financial expansion, and must push 
ahead until we do for our patients all those things 
we know should be done and mcre than most of 
us have ever done before. We are grateful that 
Illinois is to be active in this program as in so 
many others. 

Both inside and outside the hospitals we are all in. 
debt to Illinois because your men’ have seized on 
one and another important practice, have developed 
and made it vivid and got us all to use it. The 
cottage system of hospital construction was de- 
veloped at Kankakee. The use cf the prolonged 
bath for lessening excitement was brought here 
from New York and expanded. Dz. Favill had the 
inspiration of making handwork available to many 
patients who could not be employed in hospital 
industry, out of which grew cur occupational 
therapy. Physical education was drawn upon. first, 
so far as I know, at the Chicago State Hospital for 
the benefit of many patients. The magnificent re- 
creational programs of Jacksonville and Lincoln, 
perhaps due more to Dr. Drake and Dr. Waters 
than any other, were too tardily edopted in other 
states. Bringing psychiatry to tne problems of 
children in. a definite, organized feshion was done 
here by Healy and later by Adler and Schroeder. 
One of your hospital men, Dr. Clevenger, was the 
first to supply a laboratory to a ycung Swiss phy- 
sician, Dr. Adolf Meyer, now the dean of Ameri- 
can psychiatrists. These things we mention with 
gratitude. 

This period of fiscal prosperity has taxen away 
physicians who were doing out-patient work, and 
patients who do not need to be ir a hospital but 
sorely needing help have not always been able to 
find it. Teaching cf psychiatry in medicel schools 
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has been cone under a handicap. The hours have 
been too few and the pupils too many. These dam- 
ages happily are being repaired faster than those in 
our hospitals. We hear that your teaching organiza- 
tions are fast building up, and that your out- 
patient clirics and your private practices are ex- 
panding. Im these fields, too, we must repair the 
damage dene by the war period, and must go 
on te broader and better practice than ever before. 

We thank Dr. Allen, Dr. Miller, and Dr. Irons 
for their cordial welcome, and the clergy who have 
askec the Almightly to sit in with us. Never was 
there a time when we more needed Superior wisdom 
than in this year 1946. We hope that many of our 
colleagues in other types of medical work will sit 
in our sessions and contribute from their experi- 
ence and wisdom to our deliberations. Your agree- 
able sentiments, gentlemen, are deeply appreciated. 


CHAIRMAN BowMAN,-——Thank you, Dr. Hamilton. 
I will now ask Bishcp Randall to give the bene- 
diction. 


Tue Ricar Rev. Epwin J. RANDALL.—~AlImighty 
God, Giver of all good things, grant us in our work 
to mankind that we may both receive and know the 
things which You want us to do, and grant us the 
grac2 and power to fulfill the same. In His name 
I give you that age-old benediction, The Lord bless 
‘you and xeep you, the Lord make his face to 
shine upor. you and be gracious unto you, the Lord 
lift his ccuntenance unto you and give us peace 
both now and ever more. Amen. 


CaairMAN BowMAN.—We will have a short 
usiness session, before the scientific sessions. 

We.-will now have the report of the Committee 
on Arrangements, Dr. Neymann. 


Dre. Crarence A. NeyMann.—Mr. President, 
members of the Association: The Committee on 
Arrangements wishes to apologize to the Associa- 
_tion, for everything will not be just as it should 
be. You must remember we have been in the throes 
of a railroad strike, and last Friday and Saturday, 
we were, “Off again, On again, Gone again, Finne- 
gan.” because we did not know how many of the 
meribers would be here. In the final analysis, some 
of cur attempts to bring you fun and pleasure have 
been rather condensed. 


Announcement of social affairs by Dr- 
Neymann. 


CHAIRMAN BowMAN —Thank you, Dr. EER 
I am sure that there are quite a few here who 
realize there was a railroad strike. I had several 
long distance calls from various members scattered 
over different parts ef.the country, who got part 
way here, and who wanted to be sure that the 
meeting was going on before they started to find 
ways of making the final lap. I am kappy to say 
that most of those I have already seen in the audi- 
ence, 

As you know, this same railroad difficulty ‘has 
imposed many difficulties on our scientific division 
of the program, because certain persons are unable 
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to get here, and it will force changes which may 
have to'be made at the last minute, and without 
previous warning. 

I will now call on Dr. Malamud to give the report 
of the Program Committee. 


Dr. WILLIAM Maramun.—Dr. Bowen, Ladies 
and Gentlemen: Dr. Bowman has already told you 
that we have had a great deal of anxiety about 
whether we can have the program as it has been 
arranged. I still do not know just how many 
changes will have to be made. 

There is one important help I would like to get 
from you, those who have to read papers should 
meet me as soon as possible after this session. 


CHAIRMAN BowMan.—Thank you, Dr. Malamud. 
I will now call upon the Secretary-Treasurer for 
his report. 


Dr. WINFRED OverHoLser.—Mr. President, Fel- 
low Members and Guests: It has been two years 
since this Association has met, and consequently the 
figures cover different periods from what they 
normally would. 

There have been several changes in committees 
since our last meeting, including the creation of 
several new committees, and you will find the 
revised list of the members of the various com- 
mittees in our program. 

` At the present time, including the group of mem- 

bers and Fellows who were elected a year ago, and 
who presumably will be confirmed by your vote 
Wednesday morning, our membership is as follows: 
Honorary, 19; Corresponding, 16; life members, 98; 
Fellows, 910; Members, 2211; Associate members, 
370, a grand total of 3633, or a gain of 521 over 
April 1, 1944, not including a list of several hundred 
which will be proposed for election Wednesday 
morning. 

The member ship directory was not issued during 
the past year. Addresses were changing very rap- 
idly with the return of our members from the 
services. The printing situation was extremely diffi- 
cult, and it would have been so late in coming out, 
and would have been so relatively useless on ac- 
count of the changes in address, that it was thought 
better to wait and get it out early this fall, probably 
by September, so we hope we shall have a directory 
for you within a few months. 

Our income during the year was $30,582, and the 
expenditures $27,076, leaving a surplus for the year 
of $3456. 


It may interest you to know that we have 5692 


paid subscriptions to the JournaL—a very substan- 
tial number, I think you will agree, and it will also 


interest you to know that for almost the first time, 


the JourRNAL is actually making a slight Pan in- 
stead of running at a loss. 

The financial report will be given later on. It 
has not been gone over by the auditors. of the 
Association. 

. There is one letter. which I should Glee to. reid 
+ the members, presenting one of the problems of 
the war. It was forwarded. through the office of 
the President of the. Philippines, and comes from 
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the Department of Agriculture and Commerce of 
the. Commonwealth of the Philippines. 


Letter read by Dr. Overholser. : 


On Wednesday morning, I shall report on the 
activities of the meetings of the Council which have 
been held up to that time during this meeting. 

There will be a meeting of the Council in the 
Crystal Room on the floor below at 12 noon today. 
That will be a luncheon meeting. 

I could not pass this opportunity without men- 
tioning the extremely valuable and efficient service 
that Has been rendered during the year by Mr. 
Austin Davies, Executive Assistant, and his assis- 
tants, Miss Rubenstein and Miss Borduk. It is due 
almost entirely to them that the affairs of the Asso- 
ciation have rolled along with relatively little check- 
ing in the business office. 


CHAIRMAN BowMANn.—We come to the appoint- 
ment of a committee on resolutions, and I will ap- 
point on that committee Dr. John Whitehorn as 
Chairman, Dr. Glenn Myers and Dr. D. E. Cam- 
eron. We will ask that they meet and consider the 


preparation of their report at the end of the ses- 


sion, 

We will now have the Memorial for the de- 
ceased members, and I will ask the Secretary to 
read the list, and ask that you stand in respect. 


The list of deceased: members was read by 
the Secretary, Dr. Overholser, and the as- 
sembly stood for a moment. 


William A. Sim, Quincy, Ill, died Apr. 21, 1943. 
Serge Androp, Talmage, Calif., died Nov. 8, 1943. 
Gilbert V. Hamilton, Santa Barbara, Calif., died 


Dec. 16, 1943. 

James L. McAuskan, N. Grafton, Mass., died 
Mar. 22, 1944. 

Mark H. Wentworth, Gorod Mass., died May 
15, 1944. 


August E. Witzel, Newark, N. Y. died May 15, 
1944. 


George S. Adams, Yankton, S. D., died J uly 22, ` 


1944. 
Isaac J. Silverman, Washington, D. C., died Aug. 
7, 1944. 

Ned R. Smith, Tulsa, Okla., died Aug. 18, 1044. 

Walter M. Kraus, New York, N. Y. died Aug. 
17, 1944. 

Henry M. Swift, Cape Cottage, Me., 
18, 1944. > 

James T. Arwine, Santa Rosa, Calif., died Aug. 
24, 1944. 

Samuel T. Armstrong, Katonah, N. Y., died Aug. 
31, 1944. 
_ Edward M. Steger, Dallas, Tex., “died Sept. I, 


died Aug. 


1944. 

Wilbur M. Judd, Greystone Park, N. J „ died 
Sept. I, 1944. 

Gustav’ Aschaffenburg, 
Sept. 2, 1944. 

Ts M. Rogers, Chillicothe, Ohio, died Sept. 7, 
1944. l l 


Baltimore, Md., died 
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Edward Green, Harrisburg, Pa., died Sept. 30, 
1944. 
J. Moorhead Murdoch, Pittsburgh, Pa., died 
Oct. 10, 1944. 

‘Harold E. Hoyt, Astoria, N. Y., died Oct. 12, 


1944. 
Frederick R. Sims, Forestdale, Mass., died Oct. 


26, 1944. 

Wiliam W. Wright, Utica, N. Y. died Oct. 28, 
1944. 

Graeme M. Hammond, New York, N. Y., died 
Oct. 30, 1944. 

John McCampbell, Morganton, N. C., died Nov. 
5, 1944. 


William A. Bryan, Norwich, Conn., died Nov. 
7, 1944. 

H. Wilbur Smith, Worcester, Mass., died Nov. 
25, 1944 

O. B. Darden, Richmond, Va., dizd Dec. 10, 1944. 
* William H. Mathews, Rochester, N. Y., died 


Jan. 4, 1945. 

William H. McCarty, Marion, Va., died Jan. 6, 
1945. 

Lloyd H. Ziegler, Wauwatosa, Wis., died Jan. 8, 
1945. 


George F. Roeling, New Orleans, La., died Jan. 
12, 1945. 

Byron M. Caples, Waukesha, Wis., died Jan. 18, 
1945. 
Bernard T. McGhie, Toronto, Canada, died Jan. 
20, 1945. 

Oscar H. Bleicher, Lawrence, Mass., died Jan. 
23, 1945. 

Henry C. Werner, Fond du Lac, Wis., died Feb. 
7, 1945. 

Merton O. Blakeslee, Lapeer, Wis., died Feb. 
12, 1945. 

Joseph Smith, Brooklyn, N. Y., died Feb. 26, 
1945. 

r I. Klopp, Allentown, Pa, died Mar. 7, 
19 

Rebekah Wright, Danvers, Mass., died Mar. 29, 
1945. 

Harry H. McClellan, Dayton, Okio, died May 1, 
1945. 

Robert G. Stone, Atlanta, Ga., died May 4, 1945. 

Arthur C. Delacroix, Basking ‘Ridge, N. J., died 
May 7, 1945. | 

Walter C. Haviland, Mansfield Depot, . Conn., 
died May 14, 1945. 

Marvin A. McDowell, Logansport, Ind., died 
May 21, 1945. 

George E. McPherson, Amherst,’ Mass., 
June 16, 1945. 

Beverly R. Tucker, Richmond, Va., died June 
19, 1945. 

Henry R. .Craig, 


died 


Eloise, Mich., died June 22, 
1945. 
Lewis A. Golden, New Orleans, La., died nae 


22, 1945. 
William J. Hammond, Weseeaed, Mass., died 


July 4, 1945. 
Alice E. Johnson, Philadelphia, Pa. d? ed July 


19, 1945. 


* Killed in action. 
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Fletcher Van Meter, Talmage, Calif., died Aug. 
4, 1045. 

Glenn S. Weaver, Big Springs, Tex., died Sept. 
5, 1045. 

WwW. W. Young, Atlanta, Ga., died Sept. 7, 1945. 

Elizabeth L. Martin, Blairstown, N. J., died 
Sept. 9, 1¢45. 

Smith Ely Jelliffe, New York, N. Y. died Sept. 
25, 1945. 

H, H. Drysdale, Cleveland, Ohio, died Oct. 6, 
1945. 

Hugh Carter Henry, Richmond, Va., died Oct. 
I4, 1945. r , 

Robert D. Gillespie, London, Eng., died Oct. 30, 
1945. 

Harold D. Palmer, Philadelphia, Pa., died Nov. 
20, 1945. ' 

‘Walton Tackett, E. Moline, Ill, died Dec. 14, 
1945. 

Emit L. McCafferty, Mt. Vernon, Ala., died 


Jan. 14, 1946. . 
Charles F. Read, Elgin, Ill, died Mar. 11, 1946. 


CHAIRMAN BowMAN.—This closes the business 
session. There will be an interval of five or ten 
minutes, at which time the section meeting will 
start. As soon as possible, we will carry out the 
program. 


Meeting adjourned at 11 o’clock. 


TUESDAY MORNING SESSION 
May 28, 1946 


The meeting was called to order by the 
President, Dr. Karl M. Bowman, at 9.30 a. m. 


Dr. BowmMan.—The first order of business is the 
report of the Nominating Committee. Dr. Ruggles. 


Dr. Ruccires.—The Nominating Committee pre- 
ser.ts the following report, as printed in the JOURNAL 
for January, 1945. 


President: Dr. Samuel W. Hamilton. 
President-elect: Dr. Winfred Overholser. 
Secretary-treasurer: Dr. Leo H. Bartemeier. 
Councillors for three years: Dr. Karl M. Bow- 
men, Dz. Frederick H. Allen, Dr. Harry C. 
Salomon, Dr. A. E. Bennett. 
Auditer for three years: Dr. George H. Preston. 
Respectfully submitted, 
R. E. BusHone, 
KALL A. MENNINGER, 
‘THEODORE A. WATTERS, 
. GREGORY ZILBOORG, 
ArtHur H. Ruccies, Chairman. 


Dr. BowMAN.—You have heard the report. Are 
there further nominations ? 


Dr. M. R. KaurmMan.—I wish to make another 
neminat:on for the Council. I am certain that many 
of us have felt that perhaps we were guilty of not 
‘being very active in the business administration of 
the Association, and this nomination or series of 
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nominations that will be made has nothing whatso- 
ever to do with the individuals who have been 
nominated. Some of them are my best friends, and 
I would hate to see them elected or hope they will 
not be. Now that I have made the situation moder- 
ately clear, I should like to make a nomination for 
the Council of a gentleman who is well known to all 
of you, both civilian and military—I nominate Gen- 
eral William C. Menninger. 


Dr. Bowman.—Are there other nominations ? 


Dr. Marton KenworrHy.—I nominate Dr. T. A, 
C. Rennie for Councilor. 


Dr. O. Spurczon Enciisn.—I nominate Dr. 
Kenneth Appel for Councilor. 


Dr. BowMan.—Are there further nominations? I 
hear none, and declare the nominations closed. The 
Chair will entertain a motion to adopt the report of 
the Nominating Committee so far as it concerns 
those names over which there is no contest. 


So moved by Dr. Kaufman, seconded by 
Dr. J. D. Campbell. 


Dr. Hamitton.—The retiring President becomes 
automatically a member of the Council; his name is 
not in contest. 


Dr. BowMAN.—My election seems to be assured. 
Those in favor will please say aye, those opposed 
no. The ayes have it, and I declare Drs. Hamilton, 
Overholser, Bartemeier, Bowman and Preston 
elected as nominated. 

‘We now proceed to vote for three Councilors. I 
will call your attention to the fact that only Fellows 
and Members aré entitled to vote, in accordance 
with Article Five of the Constitution. Those whose 
election as Member is pending are not entitled to 
voté, as we have not formally voted on their names 
yet. We shall, therefore, use the last official printed 
list of Fellows and Members for the guidance of the 
tellers. I will ask the following to serve as tellers: 
Drs. George Elliott, E. A. Strecker, S. B. Wortis, 
John Whitehorn. The tellers will pass out blank 
papers, and I will ask that you vote for any three 
of the six individuals nominated for Councillor, 
coming forward to deposit your ballot. I will rule 
that the three individuals receiving the highest vote 
will be declared elected. The Nominating Com- 
mittee has ncminated Drs. Allen, Bennett and Solo- 
mon; from tne floor, Drs. K. Appel, W. C. Menn- 
inger and Rennie have been nominated. 


The balloting then proceeded. 


Dr. Bowman.—tThe balloting is now closed, and 
the tellers will count the ballots. Dr. Overholser 
has one or two announcements to make. 


. Dr. OvERHOLSER.—Ladies and Gentlemen, may I 
call your attention to the fact that the Councilors 
enter upon their duties immediately after their 
election. The President, President-elect, Secretary- 
treasurer erter upon theirs at the close of the 
Annual Meeting. Council will meet at 5 o'clock 
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today in the Crystal Room on the floor below. Dr. 
Ackerly, Chairman of the Membership Committee 
has an amendment to the Constitution for your in- 
formation. It will be posted in writing at the Regis- 
tration Desk, and will be published in the JOURNAL 
at lezst 60 days before the next Annual Meeting. 
This is the proposed change in regard to members: 
Article 3, Section 5——‘‘Members hereafter shall be 
chosen from physicians who have specialized in the 
practice of psychiatry for at least 3 years and have 
fulfilled the requirements for Associate Membership. 
Members shall be chosen to Fellowship as it be- 
comes apparent they deserve this recognition.” Sec- 
tion 6 to read as follows: “Associate Physicians 
shall be physicians who have at least one year’s 
practice in a mental hospital or its equivalent.” 


Dr. BowmMaAn.—<As soon as the vote is announced, 
the section will start in this hall. Also, may I 
remind the newly elected members of Council that 
they are to appear in the next Council meeting and 
that they take office at that time. The tellers inform 
me that 192 votes were cast, and that a majority 
were cast for the following: Drs. Appel, Menninger 
and Rennie. I therefore declare them elected as 
Councilors for a term of three years. 


WEDNESDAY MORNING SESSION 
May 29, 1946 


The One Hundred and Second Annual 
Meeting of The American Psychiatric Asso- 
ciation convened at nine forty-five o’clock in 
the Grand Ballroom of the Palmer House, 
Chicago, Illinois. Karl M. Bowman, M. D., 
President, presiding. 


Presipent BowMAN.—The first item of business 
is the election of members. You will all find a 
mimeographed sheet before you which has on it the 
list of members. This list was approved by the 
Council last night. There should also be a vote of 
approval for the list of names which was published 
in the Journat and which the members were all 


asked to confirm. You will remember that a year 


ago, we were unable to have a meeting. The Mem- 
bership Committee reported a list of new members. 
The only way that we could deal with this situation 
was by publishing the list and asking if there were 
any objections to these members and asking the 
members to write us tf they had such objection. 
There has been no objection to any member on 
that list. We notified everyone on the list that 
they were tentatively admitted to the Association 
and we put them on the subscription list for the 
JourNAL and we billed them for the regular dues, 
so that their membership would be retroactive to a 
year ago. 

The Council, also at its meeting last night, ap- 
proved two names which are not on the list, Dr. 
Mogens Elberman of Copenhagen as a correspond- 
ing member and Surgeon-General Thomas Parran 
as an Honorary member. Does anyone wish to 
make a motion with regard to the list and the 
names that I have mentioned. 
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The motion was made and seconded to 
approve the list of members with the two 
additional names. 


ASSOCIATE MEBERSHIP, May 1926 


Abrahams, Joseph, 2810 Foster Ave., Brooklyn, 
e's 

Bassan, Morton E. Winter Gen. Hosp., Topeka, 
Kan. 

Bellak, Leopold, St. Elizabeths Hospital, Wash- 
ington, D. C. 

Berger, Irving L., Henry Phipps Clinic, Baltimore, 
Md 


Bill, Robert O., 
Ind. 

Blaustein, Milton J., 1915 78th St., Brooklyn, N. Y. 

Bleiweiss, Irwin M., Capt., M.C., 190 Bennett Ave., 
New York, N. X 

Boyd, Clarence E., Capt, M.C., Box 8 Regional 
Hospital, Ft. Knox, Ky. l 

Brunner, Richard A., Butler Hosp, Providence, 
R. I. 

oe Pasquale A., 538 Lafayette Ave., Brooklyn, 


1938 N. Talbot A~e., Indianapolis, 


Church, Athol 
Canada. 

Coates, Thomas F., Jr., 932 Park Ave., Richmond, 
Va. 


C., 2 Surrey Place. Toronto, Ont., 


€. P. H. S. Hos- 
pital, Fort Worth, Tex. 
Coodley, Alfred E., Capt, M.C., 3369 W. 8th St., 
Los Angeles, Calif. 
Dorr, Thomas O., Winter Gen. Hosp., Topeka, 
Kan. 
Doubrava, Joseph F., Cleveland State Hospital, 
Cleveland, Ohio. 
Dribben, Irving S., Capt, 
No. 2, Ft. Bragg. N. C. 
Eastman, Charles W., Maj., M.C., 
Livermore Falls, Maine. 
Feinberg, Philip, Winter Gen. 
Kan. 
Frank, Frederick W., 3340 Clay St.. San Francisco, 
Cal. 
Frankel, Kalman, Capt., M.C., Bushnell General 
Hospital, Brigham City, Utah. 
Friedlander, Joseph W., 3269 W. Maypole Ave. 
Chicago, II]. 
Galvin, James A. V., 5 King St.,. Waterford, N. Y. 
Garber, Miles D., Jr., Winter Gen. Hosp., Topeka, 
Kan. 
Garvin, William J.. rst Lt, M.C., Moore General 
Hospital, Swannanoa, N. C. 
Gerchick, Elias H., 225 W. 86th St. 
N. Y. - , 
Gilbert, Freeman J., Capt, M.C, N. D. Baker 
General Hospital, Martinsburg, W. Va. 
Goforth, Eugene G., 905 S. Main St, Bloomington, 
Ill. 
Goodman, Nelson, Regional Hospital, Ft. Warren, 
Wyo. 
Gosliner, Bertram J., Bellevue Hosp tal, Ne ew Fonk 
< N. Y. 


M.C., Regional Hosp. 
15 Millett St, 


Hosp., Topeka, 


New York, 
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Graves, Max D., State Hospital, Cherokee, Iowa. 

Hamilton, James A., Capt., M.C., Regional Hos- 
pital, Ft. Belvoir, Va. 

Hammerman, Steven, Capt., M.C., 251 S. 46th St., 
Philadeiphia, Pa. 

Harper, Thomas S., U. S. Naval Hospital, Norman, 
Okla. 

Headlee, Charles R., Regional Station Hospital, 
Ft. Belvoir, Va. | 

Hok, Herbert, 403 West 46th St., New York, N. Y. 

Horrocks, Jack B., Separation Center 49, Camp 
Grant, IL. 

Huvelle, Camille H. 1st Lt, M.C., Percy Jones 
Gen. Hospital, Battle Creek, Mich. 

Joseph, Edward D., Veterans Admin. Hospital, 
Bedford, Mass. 

Joseph, Earry, 179 81st St., Brooklyn, N. Y. 

Joseph, Monte L., Ontario Hospital, Whitby, One 
Canada. 

Kartus, Irving, 2045 White St., Alexandria, La. 

Kennison, Warren S., 4214 King St., Denver, Colc. 

Kenyon, Jack M., Toronto Psychiatric Hospital, 
Toronto, Ont., Canada. 

Kerman, Willard Z., Percy Jones Hospital Center, 
“Camp Custer, Mich. 

Kessler, Franklin L., 
N. Y. 

Kowert, Edward H., Capt., M.C., Bushnell General 
Hospital, Brigham, Utah. 

Lawrence, Homer E., Capt, M.C., Mason General 
Hospital, Brentwood, IAT: Y. 

Leznder, Richard B., US. N., U. S. Public Health 
Service, Ft. Worth, Tex. 

Lerner, Samuel H., Fitzsimmons General Hospital, 
Denver, Colo. 

Leuzzi, Anthony P., Capt., 
Ave., Yonkers, N. Y. 

Levine, Lena, 15 West 11th St, New York, N. Y. 

Little, Paul F., 5674 York Blvd. Los Angeles, 
Calif. 

Ludin, Albert P., rst Lt., M.C., Veterans Admin. 
Hospital, Minneapolis, Minn. 

Maker, Louis E., Topeka State Hospital, Topeka, 
Kan, 

Mancusi-Ungaro, Harold R., Capt., M.C., 25 Oak- 
land Terrace, Newark, N. 7. 

Marcus, Irwin M., Capt., M.C., Beaumont General 
Hospital, El Paso, Tex. 

Mayer, Stephan K., Veterans Admin. Hesdial 
Northampton, Mass. 

McDevitt, John B., Capt., M.C., Station ‘Hospital, 
Ft. Leonard Wood, Mo. 

. Mercuris, Pasqual io 117 Avenue U, Brooklyn, 
N. Y. 

Merker, Frank F., 4207 Smithdeal Ave., Richmond, 
Va. oo 

Mihelich. Lewis, Naval Air Station, St. Louis, Mo. 

Moses, Edward, 632 Main 'St., Malden, Mass. ` 

Murphy, Thornäs W., U. S; Naval Hospital, Ports- 
mouth, Va. «> ` 

Need, Louis Te Us Naval Hospital, Newport, 
R. I. 

O’Brien, William R., Fizemos General Hos- 
pital, Denver, Colo. 

O'Donnell, John W., U. S. P. H. S. Hospital, Ft. 
Worth, Tex: 


rror Main St., Peekskill, 


M.C., 434 Park Hil 


t 
f 
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Oppenheimer, Hans, 245 Fort ER Ave, 

New York, N. Y. 

Palmer, Harri s H., rst Lt, M.C., Brooke General 

Hospital, Ft. Sani Houston, Tex. 

Pestillo, Mario’ P., Syracuse Memorial Hospital, 

Syracuse, N. Y. 

Ist Lt, M.C., Camp Upton: 
Gedy Ns Y: a 
Pinsky, Abe, 883 Park Place, Brooklyn, N. Y. 
Poniatowski, Jerome F., 3052 Cheltenham Place, 

Chicago 49, Ill. 

Prugh, Dane G., Capt., M. C, ASF Convalescent 

Hospital, Camp Upton, N. Y. 

Quinn, Philip, ist Lt., M.C., 310th General Hos- 
pital, Camp Blanding, Fla. 

Raisbeck, Alden, 111 Park Ave., New York, N. Y. 

Rasor, Robert W., National Training School for 

Boys, Washington 18, D. C.. 

Renneker, Richard E. University . of Chicago 

Clinics, Chicago, Ill. 

Robinson, Joseph, Ist Lt., M.C., Wakeman General 

Hospital, Camp Atterbury, Ind. 

Rosen, John R.,-875 Fifth Ave. New York, N. Y. 

Sarnoff, Irving, 17 State St., Ossining, N. y, 

Schneer, Henry I., Capt., M. C., Regional Hos- 
pital, Camp Polk, La. 

Schwartz, Abraham, Ist Lt, M.C., c/o Mrs. Con- 
stantini, 140 Riverside Dr., New York, N. Y. 
Shiell, Jerome A., Bellevue Psychiatric Hospital, 

New York 16, N. Ye 
Shuey Jay T., 11r North 49th St., Philadelphia, 

a 
Skolnick, Alec, “McCloskey General Hospital, Tem- 

: ple; Tex. oo ers 
Smith, Howard B., 6637 Blakemore St., 
i delphia, Pa. 

Vetter, John J., 341 East 34th St., New York, N. 

Wagenheim, Bany H., 1401 N. Spring St., Penit 

. cola, Fla. 

Wermuth, William on 
delphia, Pa. ` 

Wessel, Morris A.; Capt., M.C., , 722 Williams St., 

New London, Conn. 

Wilson, Earle E., Capt., M.C., Sa S. Maple Ave., 

Oak Park, Ill. 

- (92) 


Phila- 


11 North 49th St., Phila- 


REINSTATEMENT AS AN. ASSOCIATE MEMBER, 
. May 1946 p3 


Caprio, Frank S., Columbia Medical Bldg., Wasi 
ington, D. C.. 
Hill, Owen L., 915 South. Cda Tulsa, Okla. 
Woodruff, Paden E., Veterans Admin. noe 
VATOR Ind. er an : 
@) : 


| MEMBERSHIP, May: 1946 `. 


Abbott, John A., 20 Cominonwealth ae. "Boston; 
Mass. ` 

Adamson, Gilbert. E The Western Trust. Co, 
. Winnipeg, Canada. - 

Aldendorff, Herbert, oo West . End- hee: 
York 23, N. Y. 


New 


if, 


fe: 


» 
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Allan; Blandford M. E. 
Toronto 5, Ont., Canada. 

Anderson, Samuel E; Milledgeville State Hos- 
pital, Milledgeville, Ga. 

Argent, Albert H., Veterans Admin. Facility, 
Marion, Ind. ~ 

Aronson, Abraham, 3341 W. Douglas Blvd., Chi- 
cago 2, Ill 

Ascher, Abraham H. 
N. Y. 


48 Rowanwood Ave. 


125 Lenox Road, Brooklyn, 


Ball, Erna D., 157 West 7oth St, New York, N. Y. 


Beck, . Charles, 2065 Grand Concourse, Bronx, 
N. Y. l 
Bell, Jobn P., 1814 Hopper Court, Hopkinsville, 


= Ky. 
Benbow, John T., Florida State Hespital, Chatta- 


hoochee, Fla. 

Bennett, Robert E. New Jersey State Hospital, 
. Trenton, N. J. 

Beshara, Edmund, Massillon State Hospital, Mas- 

. sillon, Ohio. 

2 i Edward J., 4054 Third Ave., Jessup, 

a. 

Binder, Morris, V. A. H., Roanoke, Va. 

Bird, Brian, 111 St. George St. 
Canada. 

Blair, James P., Jr., 
Tex. 

Blass, Gustaf, Stamford Hall, Stamford, Conn. 

Bleckwenn, William J., Sr., 3441 Crestwood Dr. 
Madison, Wisc. 

E Inge A. 27 West 86th 5t. 
aXe . 

ra Ernest R., Institute of Living, Hartford, 

onn. - 

Bowser, Lawrence P., Walter E. Fernald State 
School, Waverly, Mass. 

Brain, R. Gordon, 509 Nationa! Bldg., Flint, Mich. 

Brawner, James N., Jr, Brawrer’s Sanitarium, 
Smyrna, Ga. 

Brener, Zidella S., 1215 Walker St., Houston, Tex. 

Brenner, Jacob, 8 Oliver St, N. Boston, Mass. 

Breslin, Reuben H., 107 First Ave. N. W., Mandan, 
N. Dak. 

Briden, Vayle S., Lt. Comdr., M.C., U. S. Naval 
TAD Center, Camp Elliott, Sen Diego, Calif. 
Brown, William, 206 W. 13th St, New York, N. Y. 
Brown, Dewitt W. Logansport State STORD, 

Logansport, Ind. 
Broggi, Frank-S., Lt. Comdr., 
` Hospital, Astoria, Ore. 
Brodman, Keeve, 145 East 4oth St. 
N. Y. 
Buckman, ‘Charles, Capt., M.C., A.G.S.F. Redistri- 
bution Station, Santa Barhara, Calif. 
Burdick, Charles H., Veterans Admin. Facility, 
_ Minneapolis, Minn. 


New York, 


M.C., U. S. Naval 
New York, 


Caunt, Thomas G. B., Provincial Mental Hospital, . 


Essondale, B. C., Canada. } 

Chambers, Rawley E., Fitzsimmons General Hos- 
pital, Denyer, Colo. 

Chandler; Arthur L., 2240 Cahuenga Blvd., Holly- 

. wood, Cal. : 

Chaplin, Michael, 40 Washington ere S., New 
York, N. Y.. 
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Toronto, Ont., 


Psychiatric Hosp., Galveston, 


391 


Chelnek, Irving, V.A.H., Mendota, Wis. 

Chisholm, G. Brock, World Health Organization, 
2 East r0o3rd St., New York 29, N. Y. 

Clark, R. Stanley, V.A.H., Los Angeles, Cal. 

Cook, Frederick M., Veterans Admin. Facility, 
Wadsworth, Kans. 

Crevello, Albert J., 6302 Sherwood Rd., Phila. 31, 
P 


2. l 

Critchfield, Charles L., Orient State Schcol, Orient, 
Ohio. 

Crowley, Francis L., Patton State Hospital, Patton, 
Calif, 

Danziger, Lewis, Milwaukee Sanitariam,, Wau- 
watosa, Wisc. 

Davidson, Allen E., Provincial Hospital, Essondale, 
B. C., Canada. 

Davis, Kathleen O’Brien, 133 East 58ta St., 
York, N. Y. 

Davis, Ralph E., Veterans Admin. Facility, Boise. 
Idaho. 

Dean, Stanley R. 322 Main St, Stamford, Conn. 

Demuth, Edwin L, 5 Old Mamaroneck Rd., White 
Plains, N. Y. 

Dengrove, Edward, 314 Grassmere Ave., Interlaker, 


New 


Depner, Rudolph J., Laconia State School, Laconia, 
N. H. 


Deutsch, Albert L., Capt., M.C., 130 Lenox Road, 
Brooklyn, N. Y. 

Dieter, William J., Central State Hospital, Indian- 
apolis, Ind. 

Dillon, Lowell O., Lima State Hospital, Lima, Ohio. 

Draper, Russell T., Induction Center, Ft. Benning, 
Ga. 

Drobnes, Sidney, 71 Main St, Norwich, Conn. 

Due, Floyd O., Li M.C., 1419 Grand St., Alemeda, 
Calif. 

Duncan, Herbert A., Las Encinas Sanitarium, 
Pasadena, Calif. . 

Ells, Elizabeth S., Allentown State Hospital, Allea- 
town, Pa. 

Epstein, Samuel I., Bangor State Hospital, Bangor, 
Maine. 

Everts, William H., 421 
Rochelle, N. Y. 

Fabing, Howard D. J., Veterans Administration, 
Washington, D. C. 

Faguet, Benjamin B., Capt., M.C., 378 Golden Gate 
Ave., San Francisco, Calif. 

Fergus, Andrew, Lt, M.C., 4 Mendelssohn St. 
Binghamton, N. Y. 

Ferris, Charles, Sheppard & Enoch Pratt Hospital, 
Towson 4, Md. 

Fisher, Albert M., State Hospital, Jamestown, N. 
Dak. . 

Fogel, Ernest J., Harrisburg State Hospital, Har- 
risburg, Pa. 

Ford, Harolc V., Veterans Admin. Hospital, Wads- 
worth, Kans. 

Fox, Thomas H., Veterans Admin. peti Ft. 
Meade, S. Dak. 

Frazier, Robert L., Orient State. School, ‘Orient, 
Ohio. 

Friedman, M. D. 7016 Euclid Ave, Cleveland, 
Ohio. . 


Huguerot St, New 
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Friedman, Paul, 20 Fifth Ave, New York, N. Y. 

Fromm, Rose, 907 S. Wolcott St., Chicago, IH, 

Gallinek, Alfred, 1165 Fifth Ave, New York, 
N. Y. 

Gansloser, Wilbert M., 3963 Floral P1. 
10, Mo. 

Gaskill, Herbert S., 
delphia, Pa. 

Gendel, Edward, Pilgrim State Hospital, Brent- 
wood, L. IL, N. ¥. 

Gerhart, Lewis W., Capt, M.C., Bruns General 
Hospital, Santa Fe, New Mexico, 

Goldbach, Martin M., Marcy State Hospital, Marcy, 
N. Y. 

Goldberg, Bernard R., 31 Lincoln Park, Newark, 
N 


St. Louis 


111 North goth St, Phila- 


et 
Gorfinkel, Arthur, Harlem Valley State Hospital, 
Wingdale, N. Y. 
as Manfred L., 669 Elizabeth Ave., Newark, 
eid 
Gove, Roger M., Capt, M.C, A. A. A. Regional 
Hospital, Drew Field, Fla. 
Grant, Harry, Veterans Admin. Hospital, Lexing- 
ton, Ky. 
Green, Teadcre. 636 Beacon St., Boston, Mass. 
Greenhall, Armand L., Maj., M. C., 1125 Park Ave., 
New York, N. Y. 


Grinstein, Alexander, 904 Kales Bldg., Detroit, 
Mich. 

Gruenthal, Max, 25 West 81st St, New York, 
N. Y 


Haertig, Elmer W., Capt., M.C., Station Hospital, 
A. A. B., Stockton, Calif. 

Hale, Frank A., rst Lt, M.C., General Dispensary, 
39 Whitehall St, New York, N. Y. 

Hargreaves, Robert P., Corozal Hospital, Diablo 
Hts., Corozal, C. Z. 

Harris, Joseph H., Cemdr., M.C., 325 Serrano Dr., 
San Francisco, Calif. 

Harts, Jerome, 11 E. Chase St., Baltimore, Md. 

Harty, John E., 101 N. Main St, Waterbury, Conn. 

E Edward E; 450 Sutter St., San Francisco, 

alif, 

Head, John J., Lt. Comdr., M.C., U. S. Naval Hos- 
pital, San Leandro, Calif. 

Hellams, Alfred A., Elgin State Hospital, Elgin, Ill. 

Henderson, Joseph L., 450 Sutter St., San Fran- 
cisco, Calif. i 

Herman, Louis, Capt., M.C., Veterans Admin. Hos- 
pital, Camp Custer, Mich. 

Herschfield, Alexander H.; Percy Jones General 
Hospital, Camp Custer, Mich. 

Horst, Elmer L., Veterans Admin. Hospital, Coates- 
ville, Pa. 

Howard, Cluese L., Capt., 
Hospital, Themasville, Ga. 

Howell, Ira L., 400 San Juan, Alamosa, Calif. 


M.C., Finney General 


Howser, John P., State Hospital, Big Springs, 


Tex. 

Hughes, John E., 210 East 68th St, New York, 
N. Y. 

Hurianek, Zdenka A. 4115 N. roth St., Phoenix, 
Ariz. 

Hurley, James E., U. S. P. H. S., Medical Center, 
Springfield, Mo. 
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Hutchins, Wiiliam J., 555 Park Ave., New: York, 
N. Y 


Imhoff, William H. M., 7851 Michener St, Phila- 
delphia, Pa. 

Imwood, Eugene R., Mason General Hospital, 
Brentwood, Eo oe N. Y. 

Jacobs, James S. L., 1300 University, Madison, 
Wisc. 

Jaffe, Edwin, 127 East 81st St., New York, N. Y. 

Jenkins, George E., 40 Craig St. Ottawa, Ont., 
Canada. 

Johnson, Carrol À., Jr. 
Imola, Calif. 

Johnson, Leslie A., Norfolk State Hospital, Nor- 
folk, Va. 

Jones, Ernest 
Marion, Ind. 

Jump, Clarence E., Veterans Admin. Hospital, 
Togue, Maine. 

Kojinsky, Esther E., State Hospital, 
Ohio. 

Karliner, William, 480 Park Ave., 
N. Y. 


Napa State Hospital, 


F., Veterans Admin. Hospital, 


Massillon, 
New York, 


Karpe, Richard, 801 Farmington Ave. Hartford, 
Conn. 

Kasey, Arthur R, Jr., 705 Francis Bldg., Louis- 
ville, Ky. 

Kingma, John G., Christian Sanatorium, Wyckoff, 
N.J. 

Kippen, Ablon A., Warren State Hospital, Warren, 
Pa. 

Kirschenbaum, David, Norwich State Hospital, 
Norwich, Conn. 

Klauber, Bernard S., Capt, M.C., Kennedy General 
Hospital, Memphis, Tenn. 

Knapp, Peter H., Capt., M.C., Deshon General Hos- 
pital, Butler, Pa. 

Knox, Stuart C., Lt, M.C., 2720 Glendower Ave., 
Los Angeles, Calif. 

Kolb, Lawrence C., U. S. Naval Fior pital, Bethesda, 
Md. 

Kransz, Erwin O. 30 N. Michigan Ave., Chicago, 
Til. 


Kuitert, John H., Maj., M.C., Veterans Admin. 
Hospital, St. Cloud, Minn. ` 

Kurth, Clarence J.„ 608 Brown Bldg., Wichita, 
Kans. 

Landman, Louis, Veterans Admin. Hospital, Bronx, 
N. Y. 

Larrabee, Herbert M., 9 Central St, Lowell, Mass. 

Law, Stanley G., Capt, M.C., Naperville, Il. 

Lawson, Frederick S., Lorne Park, Toronto, Ont., 
Canada. 

Lee, William, 447 West Side Ave., Jersey City, 
N. 

Levine: Harold N., Veterans Admin. Hospital, 
Roanoke, Va. 


. Lewis, C. Vaughan, Hudson River State Hospital, 


Poughkeepsie, N. Y. 

Lipscomb, William N., 39 Montello Park, Lexing- 
ton, Ky. 

Loignon, Gaston, 2910 Maplewood Ave., Montreal, 
Que., Canada. 

Lubin, Albert 1 Stanford University Hospital 
San Francisco, Calif, 
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Luwisch, Joachim, 3 East 74th St., 

oo M., Colorado General Hospital, Denver, 

Tran Louis, 722 West 168th St., 

Malinoski, Mitchell V., Veterans Admin. Hospital, 
Perry Point, Md. 


New York, 


New York, 


Maniscaleo, Anthony E., Veterans Admin. Hos- 


pital, Ft. Custer, Mich. 

Marinacci, Alberto A., Capt, M.C., Veterans Ad- 
min. Hospital, Waco, Tex. 

McDaniel, Thomas W., Jr., Capt, M.C., USPHS 
Hospital, Ft. Worth, Texas. 
McElroy, Joseph D., St. Elizabeths Hosp., Wash- 
ington, D. C. 
Merrill, Bruce R., isi Midland Ave., Bronxville, 
N. Y. 

Meyers, S. Benjamin, U. S. Naval Hospital, Unit 
No. 4, San Diego, Calif. 

Miller, James G., Veterans Administration, Box 
2605, Washington, D. C. 

Miller, Robert E, USPHS Hospital, 
ton, Ky. 

Miracolo, Charles C., Veterans Admin. Hospital, 
Augusta, Ga. 

Moir, Hugh E, 576 Harvie Ave., Toronto, Ont., 
Canada. 

Moore, Donald F., State Hespital, Ypsilanti, Mich. 

Morgan, Jack A., 2415 Michigan Ave. Chicago, 
Tit. 


Lexing- 


Murray, Foster S. 555 Eastlake Ave. Sask, 
Canada. 

Naclerio,, Amedeo C., New Jersey State Hospital, 
Greystone Park, N. J. 

Nathan, Werner, 471 Park Ave., 
N. Y. 

Needleman, Max, 1809 Albemarle Rd., Brooklyn, 
N. Y. 


New York 22, 


Nelson, Oscar L., Veterans Admin. Hospital, Min- 
neapolis, Minn.“ 

Novak, Russell C., Provincial Mental Hospital, 
Essondale, B. C., ‘Canada. 

Novey, Samuel, 114 Medical Arts Bldg., Balti- 
more, Md. 

Odenwald, Robert P., 53 Park Place, Suffern, N. Y. 

O'Gorman, ‘William D., 124 W. Norwood Court, 
San Antonio, Tex. 

Olsen, Albert L., Veterans Admin. Hospital, Ft. 
Custer, Mich. 


O’Malley, Andrew W. Clarks Summit State Hos- 


pital, Clarks Summit, Pa. 
Orr, Eli H., Veterans Admin. Hospital, Camp 
Custer, Mich. 


Pacella, Emilio R., Pilgrim State Hospital, Brent- 


wood, L. I., N. Y 

Paine, Emory M., State Hospital, Traverse City, 
Mich. 

Painter, Thomas E., Westbrook Sanitarium, Rich- 

_ mond, Va. 

Palmer, Dwight M., 463 E. Town St, Columbus, 
Ohio. 

Palmer, John C., Maj., M.C., Hq. A. G. F., R. D. 
No. 1, Camp Pickett, Va. 


Panet-Raymond, Jean, 64 Nelson Ave., Outremont 


8, Canada. 
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Peak, Ira F., 406 Medical Arts Bldg., one 
Tex. 

Peck, Robert E., 722 Doctors Blig., Atlanta; Ga. 

Pelléns, Mildred, 1278 E. Main St., Bridgeport, 
Conn. 

Petritzer, Bedel K., 307 East rotk St., New York, 
N. Y. 


| Philbrock, Anna L., 108 Pleasant St., Concord, 
N.H. 
Pike, Wiliam W. Rockland State Boca 


Orangeburg, N. Y. 

Pillersdorf, Louis, Osborn Bldg., Cleveland, Ohio. 

Pilon, Alcide, 3816 Parc La Fostaine, Montreal, 
Que., Canada. 

Place, Beneni A., Montana State Hospital, Warm 
Springs, Mont. 

Polan, Charles G., 1125 Medical A-ts Bléeg., Seattle, 
Wash. 

Policoff, Leonard D., Capt, M.C, Mason General 
Hospital, Brentwood, L. I, N. Y. 

aa Samuel L., 730 Prospect St., Maplewood, 


Posey, Henry T., Capt, M.C., Base Hospital, 
Morrison Field, W. Palm Beech, Fla. 

Post, Edwards S., Veterans Admin. Hospital, 
Marion, Ind. 

Prager, Helmut, Springfield State Hospital, Sykes- 
ville, Md. 

Priest, Eda L., 130 East 39th St., New York, N. Y.. 

Pringle, John A., Veterans Adrrin. Hospital, St. 
Cloud, Minn. 

Ranson, Stephen W., Capt, M.C, 6001 Winthrop 
Ave., Chicago, Hl. 

Raphael, Chester M., New Jerse? State Hospital, 
Marlboro, N. J. 

Reese, William G., Capt., 
Cape Girardeau, Mo. 

Ralph, Isabella S. R, Ontario Hospital, Brockville, 
Ont., Canada. 

Revitch, Eugene, Capt. M.C, U S. Discip. Bar- 
racks, Ft. Missoula, Mont. 

Rian, Irville S, Mt. Vernon Stete Hospital, Mt. 
Vernon, Ohio. 

Ribner, Harold, 928 Lafayette St., 
Conn. 

Risser, Mark G., Allentown State Hospital, Allen- 
town, Pa. 

Roadruck, Roscoe D., Capt., M.C., Veterans Admin. 
Hospital, Batavia, N. Y. 

Roberts, George R., Ohio Hospi-al for Epileptics 
Gallipolis, Ohio. 

Roberts, Howard E., Capt., M. C., zor Fillmore St. 
Topeka, Kans. 

Roley, Willard C. Capt., M.C. Station Hospital 
A. A. FE, Venice, Fila. 

Rosenthal, Morris M., 3831 Kerstone Ave., Chi- 
cago, Ul. 

Rossman, William B., 603 Atlas Blidg., Charleston. 
W. Va. 

Roudenbush, Marion E. 105 S. rith St., Nobles- 
ville, Ind. 

Rucker, Norman H., Capt, M.C., Regional Hos- 
pital, Camp Swift,.Tex. 

Runkle, Stuart C., 278 Wistar Rd., Oakland, Calif 

Rushton, Joseph G., Mayo Clinic, Rochester, Minn 


M.C., 428 Themis St., 


Bridgeport. 
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Salan, Irving, Rockland State Hospital, Orange- 
burg, N. Y. l 

Sarlin, Charles N. 123 S. Stone Ave., Tucson, 
Ariz. 


Schaffer, Dora, 114 East 54th St, New York, N. Y. 

Schegloiff, Ber M., Judge Baker Foundation, - 38 
-Beacon St., Boston, Mass. 

Schmidt, ` Zdward C; Mayo Clinic, Rochester, Minn. 

Schneider., Wilmont F., 2275 Woodmere Drive, 

-~ Cleveland Heights, Ohio. 

Schneidman, Louis, Capt., 
Ft. Oglethorpe, Ga. 

Schroeder-Sloman, Sophie W., 907 S. Wolcott Ave., 
Chicage, Ili. 

Seeiey, Leslie J., State Hospital, Norwalk, Calif. 

Segal, Lester, Hudson River State Hospital, Pough- 
keepsie, N. Y. 

Seganreich, Harry M., 225 Sheridan Rd., Winnetka, 
Hi. 

Selby, Nathaniel E., 133 East 58th St, New York 
22, N. ¥ 

Sen:els, Sidien Brooklyn State Hospital, Brook- 
lyn, N. Y. 

Sewall, Leo G., Veterans Admin. Hospital, Lyons, 


M.C, Station Hospital, 


N. J. 

Shea, James E., 550 Park Ave., New York, N. Y. 

Shelley, Mildred H., Institute of Living, Hartford, 
Conn. 

Shelton, Henry Z., Ist Lt, M.C., Station Hospital, 
Ft. Lawton, Wash. 

Shields, Marshall F., 11 Country Club Sann, 
Wallingford, Pa. 

Silbermana, Isidor, 29 West o6th St, New York, 
N. Y. 

Silbermana, Maximilian, 893 Park Ave., New York, 
N. Y 


Simson, Clyde B., 217 Pratt St., Kalamazoo, Mich. 

Sitter, Stephen C., Vaughan General Hospital, 
Hines, HI. 

Slaf, Florence, 18 W. 7oth St, New York, N. Y. 

Smith, Gerald W., Capt, M.C, U. S. Naval 
Hospital, Mare Island, Calif. 

Smith, Milton P., Tiffin State Hospital, Tiffin, Ohio, 

Southard, Curtis G., U.-S. P. H. S. Hospital, Ft. 
Worth, Tex. 

Spivak, Louis J., 416 Medical Arts Bldg., Houston, 

, Tex. 
Sprague, David W., City Hospital, 3305 Scranton 
Rd., Cleveland, Ohio. 

Steckler, Philip P., Veterans Admin. Hospital, 
Perry Point, Md. 

Stein, Martin B. 1212 Fifth Ave., New York, N. Y. 

Stell, Barnard a 315 Moodbridge Ave., Buffalo, 
N. Y. 


Stern, Morton M., 24 Girard PI, Newark 8, N. J. 


Slerabick Abrahami 2070 Grand Goncourse. Bronx, . 


N. Y. 

Stevens, Rutherford B., 2821 12th St, N. E., Wash- 
ington, D. C, 

Stewart, Robert J., 4036 East 18th Ave., Dever 
Colo. 

Stratton, Henry G, 43 Elmwood Ave., 
. Ont., Canada. 

Strauss, Erwin W., Peny Phipps Clinic, Baki- 
mcre, Mad.. 


London, 
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Sult, Charles W., Jr, 710 Professional Bldg. 
Phoenix, Ariz. 

Sutch, Gabriel C., State Hospital for Mental Dis- 
eases, Howard, R. I. 

Sutherland, George F., Crile Cen Hospital, 
Cleveland 9, Ohio. 

Taylor, Lois E., Belchertown State School, Belcher- 
town, Mass. 

1801 Eutaw Place, Balti- 


more, Md. 

Teitelbaum, Irving, 4309 57th Ave., Long Island 
City, N. Y. 

Thomas, Preston W., Mayview State Hospital, 
Mayview, Pa. 


Tice, William A., Lt, M.C, 
Jacksonville, Fla. 

Tock, Elizabeth W., Stockton State Hanel 
Stockton, Calif. 

Toy, Charles M., Norwich State Hospital, Norwich, 
Conn. 

Trapp, Fritz C., Gowanda State Homeopathic Hos- 
pital, Helmuth, N. Y. 

Tucker, Hyman, Norwalk State Hospital, Norwalk, 
Calif. 

Unger, Arthur A, Milwaukee Co. Hospital for 
Mental Diseases, "Wauwatosa, Wise. 

Vallee, Clarence A., Willard State Hospital, Wil- 
lard, N. Y. l 

Villara, Joseph J., U. S. P. H. S., Lexington, Ky. 

Wade, Chester, 1111: N. Astor St, Milwaukee, 
Wisc. 


1104 Cumberland Rd., 


| Wall, David R., 640 S. Kingshighway, St. Louis, 


Mo. 

Wanner, Albert L., 58 Sixteenth St., Wheeling, 
W. Va. 

Wassell, Benjamin, 60 N. -Arbington Ave, East 
Orange, N. J. 

Weickhardt, George D., St Elizabeths Hospital, 
Washington, D. C., 

Weisman, Avery D., 829 Beacon St., Boston, Mass. 

Weissman, Max, 262 Central Park West, New 
York, N. Y, 

Wetzler, Robert A., Mendovi, Washington. 

Wheeler, David H., Michael ‘Reese Hospital, Chi- 
cago, HL 

Whitsell, Leon J., 2423 29th Ave. San BAANOECD, 
Calif. 

Whitworth, James N., Turney Road, Cleveland, 
Ohio. 

Wiesel, Carl, 306 Citizens Bank Bldg., Lexington, 


Ky. 
Wigton, Robert S., 1436 Medical Arts Bldg., 
Omaha, Nebr. 


Wilder, Joseph, 1211 Madison Ave., New York 28, 
N. Y. 

Wilkin, Mabel G„ 9 Pee Road, Woodhaven, 
Bethesda, Md. 
Willner, Herman, Capt., M.C., c/o Dr. F. S. Will- 
ner, State Hospital, Central Islip, Ny Ys i 
Wiren, Lennard W., 960 Fisher Bidg, Detroit 2, 
Mich. l 

Woods, Lon C., Veterans Admin. Hospital, Knox- 
. ville, Ia. 

Worthington, Richard V. 357 Union Ave., Fram- 
ingham, Mass. 


<4 
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Wright, David. G, 305 Blackstone Blvd., Provi- 
dence, R. I. 

Wright, Leonard D., 194 Lake Drive, Ripley, Tenn. 

Yessin, George, 243 Riverside Drive, New York, 
N.Y 


Young,. Nicholas, Manhattan State Hospital, Wards 
Island, N. Y. 

Zaphiropatlos, Miltiades L., Rockland State Hos- 
pital, Orangeburg, N. Y. 
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Alpers, Jacob J. 336 East State St., Columbus 15, 
Ohio. 

Garrett, Franklin. H., State Hospital, Camarillo, 
Calif, 

Kilpatrick, Oswald, Willard State Hospital, Wil- 
lard, N. Y 

Lewis, Clarence H., Dept. of Health, Parliament 

* Bldgs., Toronto, Ont., Canada. 

Smith, Beverley E., Lt. Col, M.C., Valley Forge 
General Hospital, Phoenixville, Pa. 

Wood, Lorin F, Jr, Veterans Admin. Hospital, 
Downey, Il. 

(6) 


TRANSFER FROM ASSOCIATE MEMBER TO MEMBER, 
May 1946 


Adelman, Solomon, Capt., M.C., Veterans Center, 
‘Roanoke; Va 

Altman, Leon L., 277 West End Ave., New York 
23, N. Y. l 

Arlow, Jacob A., 1125 Park Ave., New York, N. Y. 

Babcock, Charlotte G., 8 So. Michigan Ave., Chi- 
cago 3, Ill. 

Baker, William Y., 3617 E. Union St., Seattle 22, 
Wash. 

Berlien, Ivan C., 
Mich. 

Busse, Ewald W., Colorado Psychopathic Hospital, 
Denver, Colo. >- 
Caldwell, John M., Jr., Col., 
N. W., Washington, D. C. 
Calvin, Danicl W. Maj., M.C. 423 Pike St., SE 
Wash. 

Carpenter, Lorne H., 170 St. George St., Toronto 5, 
Ont., Canada. 

Cromwell, James O., Veterans Admin. Hospital, 
Los Angeles, Calif. 

Dell Cort, Americo P., Maj, M.C., 32 Buffalo St., 
Canandaigua, N. Y. 

Eisenstein, Victor W., 1212 Fifth Ave, New York 

- 29, N. Y. 

Farmer, Joseph A., Duke University Hospital, Dur- 
ham, N. C. 

Gancher, Ralph, Veterans Admin. Hospital, Au- 
gusta, Ga. 

Gronner, .Robert, 55 East Wastiincton, Chicago 2, 
Ill. 

Halle, Louis, Capt, M.C., Vecs Admin. Hos- 
pital, Chillicothe, .Ohio. ; 


rooo E. Jefferson Ave., Detroit, 


M.C., 1818 H St, 


Hamia Harold J. 20 Kik Are New Toei 
N.Y. > 2 | 
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Held, Albert Comdr.; M.C., 500 3rd St, Hunting- 
burg, Ind. ` 

Hymowttz, Abraham, Capt., M.C., Veterans Admin. 
Hospital, Perry Point, Md. 

Jones, Robert O., 212 Robie St, Halifax, N. S; 
Canada. 


Katz, Chales J., Elgin State Hospital, Elgin, Ill. 


Kent, Emma M. Gowanda State Hospital, Hel- 
muth, N. Y. 

Kneppef, Orcena F., Eastern State Hospital, Lex- 
ington, Ky. 

Lang, Leonard C., Maj., M.C., 340 ‘Windermere 
Bivd., Buffalo, N. x. 

Linn, Louis, 70 E., 83rd St., New York, N. Y. 

Marshall, Joseph H., 6 King St., Charleston, S. C. 

M ‘Albert N. 132 East 73rd St, New York, 


Morgan, David W., Capt, M.C., Utah Medical 
School, Salt Lake City, Utah. 

Myers, Henry J., Capt, M.C., 84 Hutchings St, 
Boston, Mass. 

Parsons, Vollie E. Jr, Lt, M.C., U. S. Naval 
Hospital, Treasure Island, Calif. 

Pasamanick, Benjamin, Neuropsychiatric Institute, 
Ann Arbor, Mich. 

Poucher, George E.„ Capt, M.C., Station Hospital, 
Camp Patrick Henry, Va. 

Rangell, Leo, Capt., M.C., AAF Regionzl Hospital, 
Maxwell Field, Ala. 

Raugh, Albert E, Rockland State Hospital, Orange- 
burg, N. Y. 

Sandler, Nathaniel, 903 Kales Bldg., Detroit, Mich. 

Sandritter, Gilbert A Norfolk State Hospital, Nor- 
folk, Nebr. 

Schultz, John D., Jr., Institute of Living, Hartford, 
Conn. | 

Secunda, Lazarus, 144 Commonwealth Ave, Bos- 
ton, Mass. 

tare John L., 15 East 7sth St, New York 21, 
N. Y 

Sion, Alfred H., 500 West Montgomery Ave, 

Rockville, Md. 


Steliner, Howard A, Caii M.C., 1617 East soth 


St.; Indianapolis 5, Ind.. 

stern, Maurice L., 30 N. Michigan. Ave 
HL 

Sugars, Thomas W., 3707 Hoyt Ave, Everett, 
Wash. 


Tucker, Walter L, 19832 Roslyn Dr., Rocky River, 
Ohio. 


Vicary, William H., Veterans Admin. Facility, 
Augusta, Ga. 

Villamena Pigeni; 242 East 72nd St, New York, 
N. Y. 


Wilson, John L., U. S. P. H. S., Washington 14, 
D. C. i 


X Chicago, 


_ Winick, William, Veterans Admin. Hospital, Gulf- 


port, Miss. 
(49) 


TRANSFER FROM MEMBER TO FeLLow, MAY roa 


' Allentuck, Samuel, 150 West 55th St, New York. 
N. Y. S N 
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Arkin, Frances S., 572 Park Ave., New York, N. Y. 

Bluemel, Charles S., 550 Metropolitan Bidg., Den- 
ver 2, Colo, 

Brinegar, Willard C., 
N. H. 

Brosin, Henry W., Col, 
mand, Baltimore 2, Md. 

Caveny, Elmer L., Comdr., M.C., School of Avia- 
tion Medicine, Pensacola, Fla. 

Cleckley, Hervey M., University Hospital, Augusta, 
Ga. 

Cruvant, 3ernard A., Welch Convalescent Homa 
Tiaytona Beach, Fla. 

Davis, David B., 403 Medical Arts Bidg., Grand 
Rapids, Mich. 

Dershimer, Frederick W., 
mingtor, Del. 

Diamond, Murray A., U. S. Marine Hospital, New 
Orleans, La. 

Dickerson, Willard W., Caro State Hospital, Caro, 
Mich. 

Fisher, Walter J., Provincial Hospital, St. John, 
N. B., Canada. 

Flicker, David J., 82 Clinton Ave., Newark, N. J. 

Garner, Hyman H., 4053 W. Wilcox Ave., Chicago, 
lll. 

Haynes, Elmer, 1836 Parkwood, Toledo, Ohio. 

Herman, Morris, 30 East goth St, New York, 
N. Y. 

Hofman, Jay L., Maj. M.C, St. Elizabeths Hos- 
pital, Washington, D. C. 

Kalinowsky, Lother B., 2 East 86th St., New York 
28, N. ¥. 

Kaufman, S. Harvard, 320 Smith Tower, Seattle 4, 
Wash. 

Kelman, Harold, r230 Park Ave, New York 28, 
N. Y. 


105 Pleasant St, Concord, 


M.C., 3rd Service Com- 


roor Orange St, Wil- 


King, Marion R., Bureau of Prisons, Washington 
25, D. C. 

Klein, Henriette R., 131 East 92nd St., New York, 
N. Y. 

Kubanek, Joseph L., Wayne Co. General Hospital, 
Elbise, Mich. 

Lemere, Frederick, 629 Medical Dental Bidg., 
Seattle 1, Wash. 

Lion. Ernest, 490 Post St., San Francisco, Calif. 

Metcalfe, Grant E., 104 So. Main St., South Bend 


8, Ind. 

Moore, Kenneth G, Rt. r, Box 574, Ft. Worth,- 
Tex. 

Moore, Matthew T., 1813 Delancey St., Philadel- 
phia 3, Pa. 


Moreno, J. L., 

Morse, Robert T., 
D. C 

Neale, Claude L., Medical College of Virginia Hos- 
pital, Richmond, Va. 

Nielsen, Johannes M., 727 W. 7th St, Los Angeles 
14, Calit 

Perry, Herbert A., Eastern State Hospital, Medical 
Lake, Wash. 

Pollack, Saul K., 208 E. Wisconsin Ave., Mil- 
waukee, Wisc. (2) 

Proctor, Lorne D., 
Ont., Carada. 


ror Park Ave., New York, N. Y. 
3106 N. St, N. W., Washington, 


170 St. George St, Toronto, 
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Richie, Richard F., Veterans Administration Bldg., 
Washington, D. C. ° 

Riley, John B., 330 Cobb Bidg., Seattle, Wash.. 

Rosenblum; Marcus B., Maj., M.C., General Hos- 
pital, Camp Butner, N. C. 

Saunders, John R., Westbrook Sanatorium, Rich- 
mond 22, Va. 

Schonfeld, William A., 211 West 106th St., New 
York, N. Y. 

Shapiro, Louis B., Maj., M.C., 315 Elmhurst Ave., 
San Antonio, Tex. 

Shaskan, Donald A., 25 West 54th St, New York, 
N. Y. 

Siegel, Lester, Capt., M.C., 645 Bergen Ave., Jersey 
City, N. J. 

Teitelbaum, Michael H., Neurological Institute, 
New York, N. Y. 

Thompson, George N. 
Angeles 14, Calif. 

Urbaitis, John C., Warren State Hospital, Warren, 
Pa: 

Wortis, Joseph, 152 Hicks St., Brooklyn 2, N. Y. 

Yarbrough, Young H., State Hospital, Milledge- 
ville, Ga. 

Young, Richard H, 
Omaha 2, Nebr. 


1136 West 6th St, Los 


1436 Medical Arts Bldg:, 
(50) 
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Burrier, Walter P., Veterans Admin. Hospital, Bed- 
ford, Mass. 
Campbell, Myron M., 501 Medical Dental Bldg., 
Seattle, Wash. 
(2) 


CoRRESPONDING MEMBER 


Ellermann, Mogens, M.D., St. Hans Hospital, 
Roskilde, Denmark. 


Honorary MEMBER 


Parran, Thomas, Surg. Gen., USPHS, Washing- 
ton 25, D. C. 


PRESIDENT BowMAN.—It has been moved and 
seconded. Is there any discussion? If not, all those. 
in favor of accepting the names on the published - 
list in the Journa and the two names I have read 
make known by saying “Aye”; opposed “No.” 
Carried. These members are all elected. 

Next in the order of business is the report of the 
Council. Dr. Overholser, Secretary. 


Dr. OverRHOLSER.—Mr. President and Members 
and Guests: I have a few announcements to make 
as well. The film, “Let There Be Light,” which is 
a production of the Army Neuro-Psychiatric Divi- 
sion will be shown on Thursday, tomorrow at two 
o'clock in the theater in Exhibition Hall. 

The National Association of Private Psychiatric 
Hospitals will meet in Room 963 today. 

Up to last night we had a registration of 1171 
members, 798 non-members, a total of 1969, which 
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some of us are inclined to think is remarkably good 
considering the disordered state of transportation. 

We have among our corresponding members, Dr. 
Gonzalo Lafora, formerly of Madrid and more 
recently of Mexico City. We have Dr. Samuel 
Ramirez Moreno. We have Dr. Flores of Mexico 
City and we have our newly elected member. Dr. 
Mogens Ellermann of Copenhagen. We have from 
Barcelona, Spain, Dr. -Antonio Subirona. From 
Paris, France, we have Drs. Fouquet and Pelage 
of the Department of Hospitals of the French 
Republic. 

During the present sessions, the Council has held 
three meetings, totalling eleven and cne-half hours. 
The Council has heard reports of numerous com- 
mittees and has attempted at least to take appro- 
priate action on their recommendations. They have 
also transacted other business which is now re- 
ported for the consideration of the Association. 
Reports of the committees will be printed in the 
September issue of the JourNat. Meetings were 
attended by a quorum of Councillors and also by 
representatives of the various affiliated societies. 

The affiliated societies, by vote of the Council 
now for the past two years at least, have been re- 
quested to send representatives to the meetings of 
the Council. They have the privilege of the floor 
and have all the privileges, indeed, except that of 
vote. There are also in attendance various chairmen 
of the committees and various past Presidents and 
the President as well. _ 

The Council first of all voted to recommend that 
the 1947 meeting be held in New York City from 
May 19 to 23. 

At the request of the Special Committee on Psy- 
chiatry in the Armed Forces, that committee was 
discharged with thanks and it wes voted to establish 
in its place really, both a Section on Military Psy- 
chiatry and a standing Committee.on Military Psy- 
chiatry. 

At the request of the Royal Medico-Psychologi- 
cal Association of Great Britain, it was voted to 
designate Dr. C. C. Burlingame as delegate to the 
annual meeting held in Edinburgh in July, 1946, 
without expense to the Association. 

The Council voted to express its sense of grati- 
tude to Dr. Clarence Neymann and his Committee 
on Arrangements, including the ladies of that Com- 
mittee on Arrangements, and to the Illinois Psy- 
chiatric Society and the Chicago Neurological Soci- 
ety for their hospitality during the meeting. 

It was voted that the Council favors establishing 
the JouRNAL on a monthly basis as soon as that 
becomes feasible. There may be some delays both 
clerical and due to the paper shortage. 

It was voted to authorize the Committee on Psy-. 
chiatric Nursing to resume their requirements éx- 
panded during the war of three months for affilia- 
tion instead of two months in psychiatry. 

The report was received from Dr. Whitehorn as 
a representative of The American Psychiatric Asso- 
ciation on the American Board of Psychiatry and 
Neurology, that new officers have been elected and 
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that certain changes in policy have been laid down. 
Perhaps I may be pardoned, Mr. President, if I 
read briefly from ore or two of the changes which 
may be of interest to the membership. 

First of all, there will be no certification on 
record after January 1, 1947. All certifications after 
that time will be by examiriation. Candidates seek- 
ing certification in both neurology and psychiatry, 
or supplementary certification in one after being 
certified in the other, must-submit evidence satis- 
factory to the Board of an additional two years of 
full time basic training in the supplementary spe- 


cialty. 


There is one section which would be of interest 
to those training in the armed forces. Credit will 
be granted for one year of basic training in the 
psychiatric or neurological service of the Army, 
Navy or Public Health Service and Veterans Ad- 
ministration. Further credit for basic training will 
be granted only if the training has been received 
in an institution recognized by the Council on Medi- 
cal Education of the American Medical Association 
and approved by the Board. 

Time beyond one year spent in an approved psy- 
chiatric or neurological department of the above 
government agencies may be credited to experience 
providing the candidate has been regulary assigned 
to a service in neurology or psychiatry. 

The report of the Placement Service was consid- 
ered of such interest to the membership that some- 
time ago the Council requested that it be prepared 
in time so that it might be mimeographed for dis- 
tribution. You will find copies at your seats. 

The report of the Psychiatric Foundation was 
given to the Council and that will be announced in 
detail later on. 

Four societies were recognized as aÑliates, as 
follows: The Neuro-Psychiatric Society of North 
Carolina, The Neuro-Psychiatric Society of Vir- 
ginia, The Colorado Neuro-Psychiatric Society, and 
The New Jersey Neuro-Psychiatric Society. 

It was voted to accept the report of the Council 
on Standards and Policies, and I should like to 


‘read a brief extract from their recommendations. 


“It is the opinion of this committee that the 
Association should take immediate and vigorous 
action as follows: 

“(1) To set forth the actual status of mental 
hospital care of patients throughout the country. 

“(2) To state the reasons why deficiencies have 
existed and have been aggravated by war condi- 
tions. 

“The committee urges the Council machinery as 
funds become available to activate inspection and 
rating of all mental hospitals and bring to the 
attention of the state authorities deficiencies requir- 
ing correction.’ 

“The committee is also of the opinion that by sup- 
porting wholeheartedly the Psychiatric Foundation, 
the aims of psychiatry as outlined will be advanced 
by the collaboration of lay and professional groups. 

“Finally, the committee recommends that the . 
Association urge general medical and surgical hos- 
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pitals to include in their plans for development a 
psychiatric in-patient service. Professional publi- 
cations, such as.“The Modern Hospital” should be 
requested to carry editorials on this matter. 

“It is ferther resolved that the Council of The 
American Psychiatric Association take the initiative 
in gaining the cooperation of the American Medi- 
cal Association and the American Hospital Associa- 
tion in joint support of this recommendation.” . 

It was voted to nominate Dr. Kenneth Appel as 
a member of the American Board on behalf of The 
American Psychiatric Association, succeeding Dr. 
Karl Bowman, whose term has expired. This is 
merely a nomination to the Board. The Board 
technically elects own members. 

It was voted to authorize additional clerical help 
and additional office space for the New York office 
on account of the increasing amount of work that 
has to be done there. 

It was voted to recommend the list of members as 
mimzographed and add the names of Dr. Thomas 
Parran as Honorary ard Dr. Mogens Ellermann of 
Copenhagen as corresponding member. You have 
alreedy acted on that recommendation. 

It was voted to authorize the Committee on Pub- 
lic Education to distribute psychiatric films pre- 
paret by the army as requested by the Surgeon 
General of the Army. “Let There Be Light,” 
which I announced will be shown at two o'clock 
tomorrow, is one of those films. 

It was voted to confirm the appointment of Dr. 
William H. Dunn as a member of the Committee 
on Membership. That appointment is the one ap- 
_ pointment to any committee which has to be con- 
firmed by the Council. 

It was voted to elect Drs. Strecker and Rennie 
as members of the Executive Committee. 

It was voted to establish a Committee on Pre- 
ventive Psychiatry and also to establish a special 
committee to prepare another biographical volume 
whea business conditions merit. 

I announced on Monday that I would have the 
report of the Certified Public Accountant relative 
to the funds of the Association. That report is here 
and is accessible for examination by any member 
of the Association who desires to see it. Briefly, 
in the general account the receipts were $28,315.97 
and the expenditures were $534.42 more than that. 
However, it should be borne in mind that among 
thos2 expenditures is one item of $3,225.00 which 
was the amount turned over during the period 
audited to the National Committee ior the Joint 
Placement Service. That was an extraordinary ex~ 
penciture. On the JOURNAL account, the receipts 
were $20,£87.85 with an excess of receipts over ex- 
penditures of $1,899.¢9. Somebody should have 
chipped in a penny! There is a total excess of in- 
come for the year, counting both accounts together, 
therefore of $1,365.47 which is not a large surplus. 
However, the total surplus account, counting all 
securities, savings: account and checking accounts, 
is $45,420.76. 
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STATEMENT OF INCOME AND EXPENSES 


FOR PERIOD APRIL I, 1945, TO MARCH 3I, 1946 


Income 


Income——General Account: 
Membership Dues 


1947-1948 , 
Fellowship Certificates .... 
Membership Certificates, .. 
Biographical Directory ... 
Rent—-Committee Psychiat- 

ric Nursing 
Foundation os 4 hues aes eee 
Interest—Savings Account 

and Canadian Bonds.... 
Insurance Refunds 


Total Income—General 
Account 


Income-—-AMERICAN JOURNAL 
OF PSYCHIATRY: 
Subscriptions 
Advertising ......0....0... 
Back Numbers 
Miscellaneous 


eae pm eRanpeerwe 


=t e ete tPeecseeaes 


Total Income—-JouRNAL 
Account 


*ee @ eo eB eeees 


Expenses 


Expenses—General Account: 
Salary—Executive Assis- 
. tant 
Clerical Salaries 
Printing 
Committee Expenses 
(Schedule Attached) ... 
Committee on Mental Hy- 
giene 
Annual Meeting—-Subsidy. 
Telephone and Telegrams.. 
Electricity 
Rent 
Postage 
Insurance and Annuities... 
Check Tax 
Travelling Expenses— . 
Austin M. Davies....... 
Foundation Expense 
Office Supplies 
Old Age Benefit Tax..... 
Income Tax—Withholding 
Auditing 
Gift 
Blanket Bond 
Miscellaneous 


CEE E r E E S SE etre ee verte E r 
a ee ee 


EEE SE E E E E E E E E E E ee E E E 


seo ete ae wme eee peewee 
ee eeseeetrte new veeneremaevee 
* 


(EE E SE SE SE E SE SE E er Feo E E 


ae crass 


ao © & = ea wie ee 


(EE r E peau tema ne ee ee 
**# @eeacasreeee ee ete te era ee 
zee + E E E e 


ew owe wea EE EE ano e 


Total Expenses—-General 
Account 


eevpanev ma eaatceens 


pa 


$28,315.97 


20,887.85 


$49,203.82 


——aan ee 


$28,850.30 
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Expenses—AMERICAN Ki OUR- 
_ NAL OF PSYCHIATRY: 
Printing JournaL (Vol. 

ror, Nos. 5-6; Vol. 102, 

Nos. 1-2-3-4) ..eeeeeee $14,628. 69 
Other Printing ........... 
Editorial Assistance (Vol. 

101r, Nos. 4-5-6; Vol. 102, 

Nos. 1-2-3-4) 
PRONE 3 tee nie. apiece acu 
Medical Publication Bureau 

Advertising 

Commission . $2,104.54 
Printing, Pro- 
motional and 
Mailing ..... 2,192.10 
Telephone 
POSta@e. A be earn tt oe he oe 
Check Tax -eiigs sete dads 
Miscellaneous (In- 
’ cluding mailing 
Back Numbers.. 


ee 


3 10.97 
327.36 
5.90 


$100.59 120.35 


Total Expenses—JourNAL 


Account $18,987.96 


$47,838.35 


eee nvwmeerkeebrebeae 
. 


Total E E PEE 


Excess of Income Transferred 


to Surplus ...... aeeai $1,365.47 


SaaS 


SCHEDULE oF CASH AND RESOURCES 
MARCH 31, 1046 





Book No: Balance 
Chase National Bank......... l $2,200.12 
Union Dime Savings Bank.... 1,115,778 4,462.54 
Emigrant Industrial Savings 
Bank cerdo cat teh ateeecmaen es 137,048 4,478.56 
Bowery Savings Bank........ 258,266 4,866.41 
. Manhattan Savings Bank..... 3:557 4,851.90 
. Total Cash Balances..... $20,850.53 
Net Resources 
American Psychiatric Association (as i 
above) ee ne E E ee ee $20,859.53 
U. 5. Government Defense Bonds...... 15,000.00 
Canadian Government Bonds........ '.. 3,057.00 
AMERICAN JOURNAL oF PsyCHIATRY— 
Chase National Bank..............-. 6,472.88 
Meeting Account—As per statement as 
per July 15, 1044...csescccccened ee 31.35 
Net Resources Available. D v.. $45,420.76 
Reconciliation of Surplus Account 
Surplus, April 1, 1945........ceeeeeaee $44,055.20 
Excess of Income for Year Ended 
Marth 31, TOAG 64.23 ed ceases twat 1,365.47 


Surplus April 1, 1946............ ae : +... $45,420.76 
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May I request at this time that the chairmen o- 
the secretaries of the Sections, the various Sections, 
there now being five: Psychoanalysis, Convulsive 
Disorders, Psychopathology of Childhood, Forensi- 
Psychiatry, and Military Psychiatry, should turn im 
to me today the names of the officers elected fo- 
the coming year in order that I may make prope- 
announcement of them tomorrow. 

I move you, sir, the approval of this report ož 
the Council, 


PUEDEN BowMAN.—You have heard the mo- 
tion. Is there a second? 


The motion was severally seconded. 


PRESIDENT BowMAN.—Is there any disctssion’ 
If not, those in favor make known by saving “Aye”; 
opposed “No.” It is carried. 

It will be of interest to the members, I am sure, 
to hear of the various decorations and citations re- 
ceived by members of this Association. We hav> 
tried to acquire a complete list, but I am doubtful 
whether we have such. I know as regerds the Se- 
lective Service Medal we do not have. We merely 
have the list of names of those given the national 
award in Washington, D. C., and there are a great 
many I am quite certain which were given region- 
ally of which we have no record. 

I will ask that you all stand for a moment for ouz 
one member who was killed in action, Dr. Williara. 
Matthews. 


The assembly observed a moment of 
silence. 


PRESIDENT BowMAN.—We will have the presen- 
tation of Fellowship Certificates. 


Dr. OveRHOLSER—The President has asked m= 
to request those whose names I call to come for- 
ward. 


The presentation of the Fellowship Cer- 
tificates was made by President Bowman. 


PRESIDENT BowMAN.—We will now take a tw3 
or three minute recess and then we will start the 
scientific program of the morning. 


ti 


The meeting recessed for ten minutes. 


PRESIDENT BowMAN.—Will you please come to 
order again. There will be a change in the order 
of the morning program. Professor Shapley has 
apparently been detained and we hope he will t= 
here in time to speak this morning, but since he has 
not yet arrived, we will ask the second speaker 
We will now listen to the “Place 
of Psychiatry in. the Veterans’ Administratioz 
Medical Program.” Major General Paul R. Haw- 
ley, Chief Medical Director of the Veterans Admir- 
istration, Washington, D. C. 


GENERAL HAWLey.—Dr. Bowman, Fellows ari 
Members of The American Psychiatric Associc- 
tion: This reversal of order of papers places me È 
an embarrassing position. I had thought that we 
would all have been. anesthetized by the mentel 


400 ` 


gymnastics of an astronomer to the point where 
I could present my paper in a quiet way and not 
be embarrassed, but I find instead of following the 
mental acrobat, I have to precede him. 

I should like to give you a general summary, a 
sort of aerial photograph of the neuro-psychiatric 
problems facing the Veterans Administration. 


Major General Hawley read his prepared 
manuscript which was turned over to the 
Association. 


PRESIDENT BowMAN.-—Lhank you, General Haw- 
ley, for this very inspiring address regarding the 
program of the Veterans Administration. Those of 
us who have had to do with this know the tre- 
mendous obstacles against which General Hawley 
has had to contend and the tremendous progress 
that is being made, and we know that psychiatry 
is getting the recognition which we feel it deserves 
and we all owe General Hawley a great debt of 
gratitude for the work he is doing. 

Our second speaker this morning is Professor 
Harlow Shapley, Director of the Harvard College 
Observatory, who will speak on the subject, “Plan- 
ets are Predictable.” 


The address by Dr. Shapley, director of 
the Harvard Observatory, on “Planets are 
Predictable’ covered various astronomical 
subjects, including the effects of mocnlight, 
lunar gravitation, and other lunar influences 
on man and other biological phenomena on 
the surface of the earth. 


Presipent BowMAN.—There is no need of my 
telling you, Professor Shapley, how much the audi- 
ence has enjoyed your talk and we are greatly 
obliged to you for coming here. 

This closes the morning session and I will ask 
that you reassemble promptly at two o'clock as we 
have a long program this afternoon. We must close 
at five in order that the banquet may start at its 
appropriate time. 


The meeting recessed for luncheon at 
twelve o'clock. 


WEDNESDAY AFTERNOON SESSION 


May 29, 1946 


The meeting reconvened in the Grand 
Ballroom of the Palmer House at two 
.o’clock. President-Elect S. W. Hamilton, 
presiding. 


Dr. HAmMiILtton.—The meeting will come to order. 


Ladies and Gentlemen, Dr. Karl M. Bowman,’ 


President of The American Psychiatric Association. 


President Karl Bowman presented his pre- 
pared-manuscript. (See page 1, July 1946.) 
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Dr. Hamitton.—Many things might be said aside 
from the applause to express the gratitude of this 
Association. It is, however, our custom to take 
quietly the address of the President and think it 
over and not reply to it at the time. I do take the 
liberty of saying to President Bowman that as I 
watched the intent character of the reception of 
this audience, I can see that he was stating things 
in a way that brought conviction to him and J think 
more than that, brought into words the opinions 
that many of us have not yet formulated. 

- This portion of the session is now ended and 
the President will resume the Chair. 


President Bowman resumed the Chair. 


- PRESIDENT BowMan.—We will now pass over to 
the forum which is open for members only. So 
that for purposes of free discussion, in order that 
we can criticize back and forth freely and without 
restraint without fear of its being misquoted or re- 
worded and given out and appearing as evidence 
of serious dissension, rather than as honest and 
a very worthwhile effort on the part of all of us 
to improve conditions in our Association, we feel 
that this session should be limited only to the mem- 
bers of our organization. We will therefore wait 
a minute or two until the hall is cleared and we 
will start the next session. 


The meeting continued with a Forum with 
Dr: Karl A. Menninger as Chairman. 


Dr. MENNINGER.—You have all received in the - 
mail the report of this committee and you know the 
history of this committee. Council felt that certain 
changes might be made and appointed a committee _ 
to do this. Your committee has worked pretty 
hard on it and spent a good deal of your money 
and incidentally a good many hundreds of dojlars 
of their own money, every one of them. It’s been 
a hard job. l 

We have attempted to get information from 
members of the Association. We feel that we 
weren't able to learn just how most of the mem- 
bers of the Association feel because most of them 
didn’t answer the letter. j 

The committee made several suggestions that 
were considered by the Council and some of these 
were felt to be impractical or at least not possible, 
and it wasn’t wise to try them out until the mem- 
bers of the Association were better informed and 
until the members of the committee were better in- | 
formed as to the wishes of the members of the 
Association, 

Some of the suggestions and some of the com- 
ments we got are included in the booklet which 
you have seen. On the next to the last page of 
that report we said that we recommend that the 
next convention of this Association be devoted to a 
serious, down-to-earth discussion of the practical 
problems of our members, those problems that 
our members meet in the daily work of their prac- 
tice. In the appendix you will see in view of the 
fact that the meeting was called off last year and 
the program committee had arranged the program 
they finally decided that instead of the whole meet- 
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ing -being given to formal speeches and papers this 
afternoon would be spent on this very important 
problem. 

It was also recommended that the next annual 
meeting of this Association be devoted entirely 
to the problems of this Association, in the light of 
the crises that now confront psychiatry. This rec- 
ommendation has not yet been acted upon by the 
Council, nor have the other recommendations of 
this committee. The Council has waited to see the 
reaction of this audience and wishes of these mem- 
bers before it takes action on the recommendation 
of your committee. 

It was felt that the best way we could quickly 
organize an expression of opinion was to take the 
component societies and ask representatives of those 
societies to discuss the content of that report with 
their members and report in not to exceed five 
minutes each today. We shall begin by hearing 
from the representatives who are arranged in 
alphabetical arder according to the names of the 
speakers. 

The first speaker will be Dr. Leo Bartemeier, 
representing the American Psychoanalytic Asso- 
citation. 


Dr. Leo BARTEMEIER—Mr. Chairman, Members 
of the Assoctation: The collaboration of the Pro- 
gram Committee and the Council with the special 
committee in providing this opportunity demon- 
strates their appreciation of the serious import of 
the questions and the decision which is concerning 
us this afternoon. 

If we content ourselves with adding our reac- 
tions to the committee’s report, we are complying 
with what has been requested. If we decide today 
whether we wish our Association to continue to 
function as it has in the past, or to expand its 
activity and become more effective in the future, 
we demonstrate by our action that we are genuinely 
interested in this organization of which each of us 
are integral fractions. 

The special committee has debated seriously and 
repeatedly since January 1945 and if this general 
assembly fails to take action in one way or another, 
we as members of this Association will have done 
no. more than to have obediently complied with 
a simple request. 

Before we adjourn. this afternoon, it behooves 
us to determine our future course. 

Soon after the special committee began to delib- 
erate the question to which it had been assigned, 
it becarne evident that it could function more ade- 
quately with a suitable increase in its personnel; 
its recommendations that it be enlarged was not 
concurred in by the Council of this Association. 
The committee continued to feel the need of addi- 
tional minds in order that its recommendations 
would have the benefit of more careful considera- 
tion. 

This general assembly will do well to express its 
opinion in this connection. It can at least offer its 
suggestions to the Council. 

The Council has seldom had the opportunity to 
know the voice of the membership and I am sure 
it would welcome our suggestions. You will note 
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that the report of the special committee as sub- 
mitted in December 1044 was accepted, but I call 
your attention to the fact that no action has yet 
been taken by the Council regarding the recom- 
mendations of the committee for our next annual 
meeting. | 

It is sincerely hoped that this general assembly 
will pass a resolution expressing itself for or 
against this special recommendation of the com- 
mittee. It has become evident to us all that the 
time has come for our Association to conzern itself 
with the practical problems which our members 
meet in their daily work. 

Ladies and gentlemen, we are the Association and 
we must express our wishes no later than this 
very afternoon whether or no we would like the 
kind of meetings suggested for next year. Each 
of us is faced with problems which we as indi- 
viduals cannot solve, but which we as a body may 
work out to our individual satisfaction. These 
problems are also the problems which affect our 
psychiatric education, the legal aspects of psy- 
chiatry and the hundreds of thousands of patients 
in our state hospitals. The time has come for us 
to see that we can no longer content ourselves with 
our own individual lives. We are part and parcel 
of this Association of the communities in which 
we work, and the country we call our own. 

We learned this lesson in the war and we must 
not fail to profit by this great experience. 


Dr. MENNINGER—We have asked these men to 


talk to us frankly and with the understarding that 


we all want to exchange views. The next speaker 
to do so is Dr. Daniel Blain who represents the 
Veterans Administration. 


Dr. Brain.—Ladies and gentlemen, I am in a 
unique position. I wonder if you know that the 
position I hold in neuro-psychiatry in the Vet- 
erans Administration was nominated by the official 
Committee of Veterans Affairs of the A.P.A. and 
therefore I come to you as your immediate repre- 
sentative. There was no question in General Haw- 
ley’s mind as to my qualifications whatever. He 
merely said, “You have been nominated, will you 
take the job?” ' 

I come to the Association with considerable feel- 
ing that I have a right to tell you what I want to. 
This concerns the 20,000,000 veterans. The rest 
of the population cannot be considered separately. 
One of my efforts is to share the responsibility of 
professional men in medicine. We are getting a 
great deal of help but we want more. I interpret 


‘my position to assist General Hawley in all mat- 


ters pertaining to psychiatry, clinical psychology, 
immediate treatment in hospitals for the preven- 
tion of mental disease and the plan was considered 
for the immediate present and the distant future. 
There are 20,000,000 veterans in the entire coun- 
try and its wisdom will affect the proper ex- 
penditure of a total cost of ten billion dollars. That 
is a very, very conservative figure but I was 
afraid that if I was quoted, I better not get too 
near the borderline of shared responsibility with 
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the Veterans Administration as well as those of you 
to whom J go for help. 

I cannot afford the real responsibility as long 
as I am in this position. Our problems are in part, 
the following: Physical plants which means loca- 
tions, siz2, functional planning, estimation of the 
number, types of beds needed now and in the future, 
the extent of out-patient facilities needed now and 
in the fcture, the rendering of service, sufficient 
doctors properly selected and trained with sufficient 
compensation. We reed nurses, social workers, 
clirical analysts and other professional lay work- 
ers and members of all of the vitally interested 
public. The rendering of proper services means 
the acquiring of new knowledge and the clarifica- 
tion of present knowledge. We need a method of 
` descripticn of such knowledge which will allow 
the transference of information accurately and 
clearly and permit studies and comparisons that 
have sufficient value to make such studies worth- 
while. 

Our urderstanding of the problems of psychiatry 
shculd hslp us to place with reference to other 
specialties in medicine the part that psychiatry 
shculd play in the complexities of national and 
internaticnal life and factors of national and inter- 
national life which influence the extent of mental 
disease, 

The rendering of proper service means the de- 
lineation of functions of various groups of work- 
ers and the specific part each should play and 
the coorcination of their effort. 

These are some of the things which we need. 
I -nenticned many of these factors which need 
to be clearly understood for the proper planning 
and treatment of mental illness. Some of these are 
the proper function of The American Psychiatric 
Association under its present constitution, and many 
are being carried out. Some may be considered as 
proper expansion of function and some. are ob- 
vicusly the proper function of other organizations. 
I join with the President in the idea that The 
American Psychiatric Association should investi- 
gate carefully all of these fields from time to time 
and decije which belongs to itself, and which to 
others and that it must adhere to a broad concept 
of psychiatry in modern life and add to its own 
responsibility a coordination and promotion of the 
same paint of view in other organizations and 
coordinate these with its own functions, thereby 
taking the lead in all matters pertaining to psy- 
chiatry and attaining a position as the permanent 
and paramount leader in the field of mental health. 


Dr. MENNINGER.—Our next speaker, Captain 
Francis Braceland, of the Navy. 


CAPTAIN BRACELAND.—I will take about four 
minutes. A great deal of the heat and some of the 
lightning has been taken out of what I was to say. 
There are two events that have made me happy. 
One is the close of the war, and the other is the 
excellence of the President’s address in which he 
covered point by point many of the things which I 
would tize to have explained. 

Upon going tc Washington, I was assigned to a 
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department before getting into Navy psychiatry, 
the name of which will not now be stated. My 
job was to answer the mail which went to the 
White House and to government departments about 
things medica]. I answered perhaps 30 to 40 let- 
ters a day along with telegrams to the President, 
about half of which were complaining about psy- 
chiatry and psychiatrists. Some of them were 
vitriolic and from some it was plain to be seen 
they were written by people not well and the 
whole thing struck me that considering all the 
types of organizations, the only ones we didn’t hear 
from in government were the bodies that we should 
hear from, the psychiatrists themselves. 

I therefore asked several times what could be 
done about various things and was told this was 
not an administrative body. I felt in my mind there 
should be somehow, somewhere in this organiza- 
tion, an administrative body. We saw in the ser- 
vices many things happen because there was no 
place for us to go. We did appeal to our consultant 
who gave freely of his time at all times and went 
everywhere, The committee was very willing to 
help. In the war committee there seemed to be a 
lack of something; it all probably should have 
been worked out in a much, much bigger way than 
it was. 

We see such things as psychology in an anoma- 
lous position of being moved in this town and 
throughout the country into the hands of counselors 
and so on and the end result of that is that each 
student graduate from Columbia with an A. B. in 
psychology will be doing psycho-therapy when im- 
mediate pronouncement of that as rehabilitation, 
psychological warfare and many other things which 
should be the function of a body which is organized 
to give its opinion as a body with weight of author- 
ity behind it, 

There are several things happening and nobody 
to save them now. I think the President spoke 
about an exposé in the papers and it would have 
been much better for The American Psychiatric 
Association to have said that in public. 

I think that our incoming President is having 
difficulty with his grand old hospital, 90 years old, 
and that difficulty is being caused by a clerk, an 
underling in a department and that hospital is 
being militated against and is being changed and 
I dort know of any great authoritative body which 
has thundered about it and said, “That has been 
going on for 90 years and done an excellent func- 
tion. We don’t want anything to happen to it.” 

This body is powerful enough if organized to 
speak for psychiatry and come to the aid of the 
members when they are in difficulty so that they 
and state hospital superintendents and other people 
who are in the public eye do not have to fight 
this thing alone. Thank you. l 


Dr. MENWINGER.—From our sister country of 
Canada, and we are happy to have a good many 
members in that country, we received a letter signed 
by a considerable number of our colleagues in 
Canada expressing the sentiment they did not wish 
any change in the Association. Since then, many 
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individual Canadian members have told me that was 
not their sentiment. 

Be that as it may, we have asked for two Cana- 
dian representatives, one of whom will speak next, 
Dr. D. Ewen Cameron, Montreal, Canada. 


Dr. D. Ewen Cameron.—Mr. Chairman, Mem- 
bers of the Association: I should like to disasso- 
ciate myself from the letter to which you heard 
reference just made. It was written in another 
city. (See p. 268, September 1946.) 


Dr. Mennincer.—Dr. Anna C. D. Colomb, New 
Orleans Society of Neurology and Psychiatry. 


Dr. ANNA CotomB.—When I received Dr. Men- 
ninger’s request to get the views of the Society of 
New Orleans on the reorganization of the .Asso- 
ciation, my first obstacle was the fact that I was 
met with the answer, “You go ahead and do it.” 
It took a great deal of effort to get even eight 
members of the, possible thirty members of the 
organization in the State of Louisiana to gather for 
a meeting. When we did finally arrive for the dis- 
cussion of the report that had been sent to us, I 
found that only two of the eight members had 
read the report. Finally, it was decided after much 
discussion to again canvass the rest of the mem- 
bers in the state inasmuch as there is no state local 
society, 

We prepared a report of our local meetings in 
detail and submitted a list of questions and again 
canvassed the other twenty-odd members who had 
not attended the meeting, in order to have a better 
representation. Finally, however, we got seven 
more replies, in all exactly 50% of the possible 
interested members in the state. 

We attempted to get in touch with and send 
copies of the committee’s report to the state hos- 
pitals, to the members of the various government 
organization in and around New Orleans. The 
first question that was discussed was as to the 
machinery of the organization. The usual response 
to that was that they knew nothing about it, that 
they were too far away from where the machinery 
usually functions to know what was going on and 


what it was all about and what could be done. 


about it. 

As a result of that, there then developed a re- 
quest that I present to the organization a plea for 
better representation of isolated areas like ours in 
the Deep South, in order that we may learn 
what the organization is doing and what it can 
do for us. 

There developed a good deal of interest, however, 
in subsequent discussions. 

Passing over the fact of the machinery about 
which we felt we didn’t know enough to comment, 
the general trend of the discussion was the need 
for education. Most of the group felt that a 
national organization such as ours was certainly in 
a position to influence other national organizations 
such as the general medical organizations, national 
legal and social organizations and that we should 
publicize educational and other psychiatric influ- 
ences they might have, so that it would penetrate 
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down to the local organizations that we needed 
more mental hygiene emphasis, that we need more 
education particularly of the general medical pro- 
fession, not only through training in schools which 
would take a long time, which has been emphasized 
so much in this meeting, but that we need a speak- 
ers’ bureau that could send speakers to our local 
medical society and bring to them some of the 
modern views. 

Our psychiatric departments in the state hos- 
pitals were particularly articulate about their duties. 
They said they were too busy and did not have the 
funds to attend national meetings or spend a week 
in Chicago or New York or San Francisco. The 
JOURNAL did not add much to their knowledge. 


Dr. MENNINGER.—Our next speaker is Dr. Her- 
man A. Dickel, North Pacific Society of Neurology 
and Psychiatry. 


Dr. Herman Dicxe..—Mr. Chairman, Mem- 
bers of the Association: My Association first 
wished to express a great deal of appreciation to 
the special committee for sending out the report. 
They particularly appreciated an opportunity to 
send a representative to this meeting to express 
their opinions. 

The North Pacific Society of Neurology and 
Psychiatry is a group representing specialists in 
psychiatry and neurosurgery in that part of the 
country, Washington, Oregon, and British Colum- 
bia. It is the only affiliated society that I know of 
that has international makeup and as such, its 
individual viewpoints are great and very broad 
and therefore many conflicting reports came to 
me to bring here today. However, there are cer- 
tain ones I can summarize for discussion. 

The vast majority of members believe whole- 
heartedly in the committee and are back of it all 
the way. They wished me to express to the Asso- 
ciation that as many things be done as possible to 
modernize the Association to take care of the pres- 
ent needs. 

They would like to see the program changed 
somewhat to make arrangements for more clinical 
presentations such as is true in a national program 
for medicine and surgery. They would like to see 
more panel discussion where leaders are chosen 
rather than speakers. They would like to see the 
gradual appearance throughout the country of local 
sections, not to take the place of the national 
organization, but rather to extend the national 
organization so that local meetings might be held. 
They feel that the attitude of the society should 
change from being on the defensive to taking a very 
challenging, aggressive attitude toward their prob- 
lems and meeting them., Most of the men felt, and 
this was particularly true of all of the members who 
are members of The American Psychiatric Associa- 
tion, most of them felt that in some way or other, 
the local societies should have a greater representa- 
tion in the governing of the National society. 
Thank you. 


Dr. Mennincer.—Dr. Robert H. Felix, repre- 
senting our colleagues in the United States Public 
Health Service. 
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Dr. FELIX.-Mr. Chairman, Members of the As- 
sociation: Much of what I was going to say has 
been said and I will try to brief my remarks and 
not repeat. 

Any consideration of the rôle The American 
Psychiatric Association should play in the years 
immediately ahead must be predicated upon the 
needs of American psychiatry. Certainly the time 
is now past when our Association can continue to 
justify its existence on the present bases of the 
annual meeting, the JOURNAL, and reports of 
committees which all too frequently are not fol- 
lowed by definite action. The fact that, with few 
exceptions, all North American psychiatrists are 
members of the Association gives evidence of the 
importance of our organization to psychiatrists 
generally, and indicates our great responsibility by 


stressing the leadership that we must assume. The. 


organization must have ‘a positive, a dynamic 
purpose, 

One does not wish to see a sudden revolutionary 
change in the society for such an occurrence 
might well be disastrous. Many of us, however, 
are anxious to see in this Association some re- 
orientation of emphasis and the development of 
much needed services to our members and to 
society with a rapidity which is consonant with 
the changes in viewpoint that are taking place in 
our field. 

Needed improvements will be considered here 
under the following headings: 


(a) The annual meeting 
(b) The JOURNAL 
(c) Activities 


The Annual Meeting.—This, principal function 


of cur organization, as far as the majority of the 
members are concerned, is a delightful occasion, 
somewhat resembling Homecoming Day at college. 
Although it is not intended to minimize the social 
aspects of our conventions nor the value of in- 
formal discussion of mutual problems, is should 
be obvious that such an attitude is in great measure 
a result of the general character of our meetings. 
We endeavor to include so many presentations in 
our program that it is necessary to run what 
amounts to a three-ring circus, with the result 
that two or three important papers are often 
presented at the same time. Because of the time 
element, it becomes necessary to allow inade- 
quate time to many important papers. To many of 
us there is little that is stimulating or attractive 
in a series of formal presentations the discussion 
of which must be sharply curtailed because of 
. time limitations. One can eventually read such 
papers in the JourNAL with equal profit. 

To this writer, and to others with whom he 
has talked, it seems that too little time is devoted 
to discussion groups and much could be gained 
from clinical conferences. The formal presenta- 
tions should be limited to lectures or papers on 
subjects of great social or medical significance to 
the entire Association and to medicine, and they 
should be scheduled so that no other activity 
would conflict with them, thus making it possible 
for all members to attend. 
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It is suggested that each morning of the annuai 
meeting be devoted to clinical presentations and 
discussions and to technical lectures and demon- 
strations at the various hospitals, clinics and lab- 
oratories throughout the convention city; that the 
afternoons be reserved for the general sessions 
mentioned above; and that two or three evenings 
be devoted to round table discussions. For these 
latter discussions a general topic should be assigned 
for the evening and the various aspects of the 
problem taken up in these discussion groups. Cer- 
tainly such subjects as rehabilitation, industrial 
psychiatry, psychiatric education, psychiatric re- 
search, and group psychotherapy, to name just a 
few subjects, deserve a much more exhaustive 
discussion than they can receive under our pres- 
ent round-table scheme. | l 

The Journal—Because of the great importance 
now attached to psychiatry in the fields of medicine 
and the humanities in general there is a consider- 
able increase of activity in all phases of the sub- 
ject. The results of this activity must eventually . 
be reported to all of us if we are to keep abreast of 
this ever-expanding field. Since the premier re- 
porting organ should be THe AMERICAN JOURNAL 
or PSYCHIATRY, it is felt that it is essential that ` 
the JouRNAL be issued monthly instead of bi- 
monthly as is now the case. 

One of the most irritating aspects of the JOURNAL 
is the tardiness of its issue. This situation should 
be immediately remedied, so that issues are not 
routinely received two months late. A number of 
suggestions could be made regarding the JOURNAL 
if time permitted. One example, however, comes 
immediately to mind. The News and Notes section 
is anything but timely. For instance, the report 
of the Annual Meeting of the National Committee 
for Mental Hygiene, which was held in November, 
1945, and the report of the Annual Meeting of the 
Pennsylvania Psychiatric Society, which was held 
in October, 1945, were contained in the March, 
1946, issue, which was received in the middle of 
May. This was anything but a journalistic scoop. 

Activities —At no time in medical history has 
the need for psychiatric services been so widely 
recognized. There is an increasing demand, not 
only for proper care of mental patients, but for an 
active program of therapy in mental hospitals. 
It is now also generally recognized that extra- 
mural psychiatric services are at least as es- 
sential as work in institutions, since such services 
are in fact that aspect of a properly integrated 
program which concerns itself primarily with pre- 
vention and early treatment. The great source of 
support and stimulation for such a program should 
be this Association. Just as officers of the society, 
speaking in its name, testified at the congressional 
hearings on the National Mental Health Act, so 
should members be designated to give our official 
views when legislation affecting mental health is 
under consideration in any of the states. The 
proper standards to be adopted should be brought to 
the attention of the legislators, together with 
recommendations for writing legislation around 
these standards. This means an active and alert legal 
and legislative research section in our headquarters 
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office. Similarly the Association should stand ready 
to support officially and actively any public mental 
hospital superintendent in his efforts to obtain 
legislative action to improve this institution. 

Every effort should be made to serve the hos- 
pital superintendent or the clinic director upon 
his request. Such individuals should be able to 
obtain full information regarding hospital or clinic 
administration and procedures upon request to our 
headquarters office. A reference, research, and 
consultation service in these fields could be set up 
for which, it is believed, many institutions and 
clinics would gladly subscribe and pay a reasonable 
fee. Without detracting from the importance of 
the needed activity in the institutional field, it must 
be stressed that in psychiatry as in all other 
branches of medicine, an ounce of prevention is 
worth a pound of cure. This Association must 
become more preventive-medicine-minded than it 
has in the past. This means much greater emphasis 
on extramural psychiatry. 

It is felt that the activities in the field of psy- 
chiatry have become too numerous, too widespread 
and too important to permit the Association to play 
an aloof role. Many of us are clamoring for definite 
statements of policy and standards which we badly 
need as our authority in making decisions and 
establishing our own policies. While those stand- 
ards and policies which have been enunciated have 
been, in-general, accepted as final authority, it has 
been necessary in some instances to establish 
standards of our own because none were forth- 
coming from this Association. The establishment 
and dissemination of such standards is a service 
which the Association should consider as a duty 
of first importance, and in so far as it has been 
necessary for this to be done outside of the organi- 
zation, it is to that extent an indication of failure 
of the Association to do its full job. 

-Now that the war is over and our members are 
returning to their peace-time work, this Associa- 
tion should stimulate and sponsor training institutes 
and refresher courses over the country, drafting 
such of.our membership as are qualified to partici- 
pate in the instruction. There should also be official 
sponsorship of regional meetings at various times 
of the year for more frequent exchange of informa- 
tion that that afforded by our annual meeting. 

The activities as set forth here cannot be car- 
ried on successfully by men working part-time. 
There should be full-time personnel to administer 
and direct all the activities carried on by the As- 
‘sociation, such personnel to be responsible to the 
organization through the Council and President. 
It may be that at a not-too-distant future date it 
will be necessary to employ several individuals 
to carry out these tasks, as recommended by the 
special committee, but for the present, at least, 
it is-felt that the appointment of one person 
serving as full-time Medical Director would be 
a very constructive step. He would be authorized 
to express our organization’s views on questions 
with which we are concerned, and it is suggested 
that such views be expressed whenever it is 
thought advisable, whether or not they are solicited. 
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The suggestions made here are intended to place 
The American Psychiatric Association in a position 
to better serve its members and society and to 
take active and aggressive leadership in the field 
of mental health. As all of our members know, 
great developments in our field are afoot. If all 
of us are to coordinate our efforts for the common 
good this Association must take its rightful -posi- 
tion of leadership. As members, we should be able 
to look to it for advice, support, and counsel. In 
order for this to be possible, the Association must 
be willing to take a positive stand on many issues 
and to defend this stand vigorously. The time is 
past when progress can be made by the adoption 
of a middle-of-the-road policy. We must, as an 
organization, press for improvements all along the 
line, ae 

Dr. MENNINGER.—Dr. Earl K. Holt, Massachu- 
setts Psychiatric Society. 


Dr. Hott—Inasmuch as some of th2 material 
and points at issue seemed to have been settled 
by Dr. Colomb’s address, I will omit those. 

These comments of mine are not formal conclu- 
sions on any point reached by a vote of the organi- 
zation which might be considered as compromising 
to the position of any of our members as they 
come up for final action. They are an attempt to 
interpret the attitude of a substantial segment of 
the Society informally secured. I think it would 
be easier if there had been more complete uni- 
formity——easier to come here as an advocate, if we 
had been 100% in favor of one thing, but that 
wasn’t true. There was some difference of opinion 
on the need for reorganization. 

No society has en organization that is so sacred 
it can’t be attacked and changed. This society can 
change its structure, but we have a few differences 
of opinion there. The question of the light grad- 
ually fading from the society has been raised. 

One suggestion was received which I would like 
to offer, that we visualize the duties of a Director 
to be defined as precisely as possible and with a 
view toward establishing these functions, that they 


- be executed by one or possibly two special commit- 


tees, but with ample authority to carry out their 
work and the members of these committees might 
be allowed a reasonable fee. Any committee would 
be required to continue from year to year without 
indication of perpetual membership. There is a 
uniform support or expanded activity of this society 
and there must be no attempt to hold off or wait 
for another year or delay action. 

There was a very strong sentiment in favor of 
the more democratic method of election and as a 
number of suggestions were offered, too numerous 
to justify going into and most of which have been 


heard at other times, I will not go into that. 


They suggested the larger use of general meet- 
ings and less sections in the organization of the 
Society, but there is ample justification for this 
multiplicity of sections and probably that will have 
to continue as far as we can see. 

There is no strong opposition to a moderate 
raising of the dues because of increased expense. 
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There is a suggestion made that the Society could 
establish a membership entrance fee, a substantial 
fee which would raise some money, but none of 
these measures would be means of supporting the 
amplified program of activity as we visualize it 
for the Society. Thank you. 


Dr. MENNINGER.—Dr. William Keller, Kentucky 
Psychiatric Society. 


Dr. KELLeR—-Ov-ut of a total membership of 4o, 
26 cf wnom are members of APA, there is one 
specific purpose which is that of stimulating inter- 
est in things psychiatric. Many of our members 
are satished with the gradual growth of the Asso- 
ciation as it has evolved. Certain members have 
expressed dissatisfaction with particular areas. It 
is my duty to enumerate those opinions. 

From the organizational standpoint, dissatisfac- 
tion is expressed by a definite minority on the policy 
of nomination and the election of officers, sug- 
gesting there be more nomination from the floor. 
We submit that the various committees of The 
American Psychiatric Association do an excellent 
job in their spheres but too many of their recom- 
mendations are filed away without any specific 
action, thus nullifying their time and effort. 

We believe that the membership should be kept 
informed of the overall purpose, aims and achieve- 
ments: cf the Association, perhaps through the 
JOURNAL in the form- of Council notes or presi- 
dential messages. Warning is given that greater 
care should be taken concerning the admission of 
new members. _ 

Most dissatisfaction is expressed over the ap- 
parent schism between the different schools of 
thought. It is suggested that this gap be bridged 
through the development of a liaison for coordina- 


tion so that we may be able to receive a blend of - 


all of the available approaches and be allowed to 
shy away from the “either/or” attitude. This is 
not to discourage the varied interests, but elimi- 
nate the three ring circus motive and bring the 
greatest good to the greatest number. 

In Kentucky we need all the help we can get to 
further publicize what psychiatry can do and can- 
not do. If this purpose can be furthered by the 
publication of bulletins, then we want it. If there 
is an increase in dues necessary to carry on a com- 
mon sense plan of education of doctors and laymen, 
then we are willing to pay for it. 

We would like to see the psychiatric curricula 
expanded in medical schools. We believe there 
is at present an unparalleled amount of informa- 
tion in objectives and results which should under 
no circumstances be allowed to move by the board. 
The hundreds of thousands of carefully worked up 
records of psychiatric casualties available in the 
War and Navy Departments, if not followed up 
immediately, will be forgotten and lost forever. 

Lastly we submit that these are seething times 
in the matter of reorganization of The American 
Psychiatric Association. We would suggest a para- 
phrase. of Kentucky’s own State motto: “United 
we succeed, and divided, we fail.” 


A Ay a a a 
paanan aiie aenn aaaea 


Dr. MENNINGER.—The New England Psychiatric 
Society was wired three times to send a representa- 
tive. Since they have no representative here today, 
we will go on with Dr. R. P. Knight of the 
Kansas Psychiatric Society. 


Dr. Knicut—Mr. President and Members: 
This afternoon we heard a most excellent address 
from our retiring President. Were we to consider 
this speech carefully, we would find it covers almost 
everything that needs to be done in the field of 
psychiatry. It has taken a lot of thought; it demon- 
strates broad vision, it has seen the problems in 
the country today, however, President Bowman, 
this should have been an inaugural speech; not 2 
retiring speech. The new President does not need 
to pay attention to this speech. The new President 
appoints a committee. The speech is published and 
it is read and it is filed away. There is no way 
to get implementation of action unless the com- 
mittee which hears the speech wishes to draw 
something from it and turns Bowman’s recom- 
mendations into action. 

It seems to me that is one of the faults of our 
organization, that we let a retiring president tell 
us what he recommends at the end of his term and 
then do nothing about it. Our committees seem to 
be appointed to study and not to act. The com- 
mittees make reports and the reports are distrib- 


uted and often the committees do not meet. I spoke 


with one member of an important committee this 
afternoon. His committee had not met and we 
had heard nothing from it during the entire year. 
The committee was called to meet with one other 
organization and nothing came about. 

Too many of our committees are or have been 
appointed for honorary reasons and their reports 
do not reach out to the members and the reports 
are not turned into action. I would like to second 
Dr. Cameron’s recommendation especially that the 
two very important committees on education and 
public relations be re-constituted and turned into 
committees that are active and aggressive. 

There is no program in the Association that 
takes care of all of the different types of mem- 
bers. The backbone of the Association as has been 
traditionally developed, is the state hospital which 
composes the largest portion of our membershio. 
These men have had very, very little help in their 
local districts. They have to go to the legislature 
and fight for budgets to take care of their patientis 
and salaries adequate for them and for equipment 
and new buildings. We have standards which they 
are trying to live up to. We criticize them for 
not having adequate facilities for their patients, 
yet the Association does not throw its weight in 
the fight and each local section has to try to get 
these facilities that they are working for. 

We have other members in private practice and 
teachers and all of these men need to have a pro- 
gram that is implemented in some way that the 
Association backs it up and carries it out. 

I would summarize this by saying that we need 
the program that President Bowman put forth and 
these: recommendations must be implemented 
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through committees which work and which turn 
such recommendations into action: 


Dr. MENNINGER.—We have a representative from 
Illinois, Dr. John J. Madden, Illinois Psychiatric 
Society. 


Dr. Mappen—Mr. Chairman, Members: As 
nearly as I have been able to ascertain in informal 
conversation with the members of the Illinois Psy- 
chiatric Society, there is a feeling abroad that our 
Association has remained too aloof and has not 
interested itself as an organization in the many 
problems which confront psychiatry and psychia- 
trists today. 

To name a few of these: Mental health laws, 
obtaining appropriations sufficient for state hos- 
pitals to provide proper care for the mentally ill, 
and the difficulty encountered by privately prac- 
ticing psychiatrists to obtain suitable bed space 
and general hospital room for the care of the 
mentally ill. 

As a possible explanation for the meager re- 
sponse which the committee received to its ques- 
tionnaire, one might remark that many, many mem- 
bers were practically taken aback and rendered 
inarticulate by a request for counsel from our 
Association, since in the past most of the responsi- 
bilities and many of the activities of the organiza- 


tion have been carried on by relatively few of the: 


members. 

As has been remarked, our President in his ex- 
cellent speech this afternoon has covered most of 
the points in’ detail that I have heard mentioned 
by any of our members. Our members feel the 
great need for this committee and it is their feel- 
ing that much of what we desire may be accom- 
plished by devoting an entire annual sessior to a 
consideration of the problems of each organiza- 
tion of The American Psychiatric Association. 


Dr. MENNINGER—The committee received an- 
other group letter signed by a considerable number 
of the colleagues in Pennsylvania protesting against 
any substantial change. The Pennsylvania Society 
was asked to send a delegate and they sent us as 
their representative, Dr. LeRoy M. Maeder. 


Dr. Marper—Mr. Chairman and Members: 
When the special committee asked for a report 
for the consensus of opinion of the Pennsylvania 
Psychiatric Society, we had a meeting in order to 
obtain a sampling of opinion. The Pennsylvania 
Psychiatric Society was founded in 1939 on the 
general plan and organizational merits of this 
Association. We have felt and we do feel that 
The American Psychiatric Association as consti- 
tuted at the present time has many tremendous and 
important. values which should be preserved. As 
Dr. Menninger remarked, from that letter there 
were many Pennsylvanians who were opposed to 
any considerable change. We do want to preserve 
the meetings, the educational program, the clinical 
papers and research. We also feel that the social 
function, that is, the chance here of getting together 
and exchanging our ideas is of tremendous im- 
portance. 
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This, however, is only part of the point of view 
of the Pennsylvania members, We feel that we 
should have much closer, continuous and vital 
integration and effective interrelationship betweer. 
the affiliated societies, the state societies and the 
various local societies and The American Psychi- 
atric Association. 

I believe it was the Pennsylvania Society which 
first asked Council whether we might not have 
a representative at least sit in on the meetings of 
the Council of the APA. That privilege was 
granted several y2ars ago. Prior to the Centennial 
Meeting in 1944, I had the honor to be asked to 
help get together. at least chair a meeting of rep- 
resentatives of afhliated societies at that time. We 
met and had some vital and important discussion 
and the result of this discussion was that we asked 
Council of the APA to appoint a committee on 
Affiliate Societies which might function with the 
Chairman and report at the annual meeting of 
Council. Council saw fit not to follow out that 
suggestion. Pennsylvania’s members, a good many 
of them, feel we are losing a real oppcrtunity for 
effective use of the affiliate society if we do not 
effect an organization whereby we can exchange 
ideas. We can conceive of representation of the 
affiliate society at the annual meeting of the APA 
after their various sections have gotten together 
and exchanged ideas and channeling them to the 
Association, which would be ideas prevalent in the 
membership throughout the country which would 
be a very valuable contribution. In turn, this infor- 
mation can be pooled in Council and then effective 
action taken back through the affiliate societies 
which stand ready to work on various projects that 
come up. 

I need not mention the various vital projects that 
each state hospital has. I will just say we will have 
three existing in each society, namely: Increased 
appropriation; improvement of the mental hospitals, 
personnel and standards; increased use of general 
hospitals, out-patient and in-patient care and also 
the matter of post-graduate education to veterans. 
' I think we car do a lot more than that if we 
have a continuous interchange of ideas, not only 
of ideas, but actual work policy the year through. 
So Pennsylvania does have a very deinite, vital 
integration and coordination of the National Asso- 
ciation with its affiliate society which stands ready 
to cooperate to the fullest extent with the mother 
Association. 


Dr. MEeNNINGER-—Our colleague in the United 
States Army, Brig. General William C. Menninger. 


GENERAL MENNINGER——I want to express in 
quotations, and almost all of my remarks are in 
quotations, a representative opinion of a consid- 
erable number of the 900 members of the Medical 
Corps in the Army. 

The Association was described as “dormant and 
passive, conspicucus by lethargy, detachment from 
reality.” These are the comments of various people. 
“Lagging in the assumption of responsibility to the 
states and world communities.” 

“Tt is dominated by institutional viewpoints.” 
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“Too much politics in our leadership.” 

Some of the men expressed their views a little 
more expressively; they felt the APA had muffed 
the ball disastrously by not assuming a more far- 
sighted and aggressive leadership. 

“The Association has failed in its obligation of 
health by not having sufficient public education and 
not keeping the government abreast.” 

A criticism came from one member, as follows: 
“I was one of the 92% who failed to reply to 
the letter of inquiry. My honest reply would have 
been that apart from receiving the JournaAL I have 
not been aware that The American Psychiatric 
Association has played any rôle in my professional 
life.” That sentiment was voiced by others who 
felt they had no personal participation and did not 
know what the Association was doing or what it 
could do or what they should do. There were sev- 
eral expressions that they had no help from the 
Asscciation in their job in the Army. Several 
believed it could have been. 

There were many suggestions relative to the 
organizational structure. It was pointed out that 
the president serves for one year and then he is 
out. “What do the committees do?” Repeatedly 
the phrase was used: “We need new blood in the 
leadership. During the next year, let us have a 
president af the Association who is a man who is 
. fearless and aggressive and not being promoted for 
faithful or long service.” 

Another wrote: “There is no evidence that the 
old fine organization has even a grasp of the psy- 
chiatric problems of the veteran.” 

There were repeated expressions of criticism of 
the Journa.. “The older generation has a strangle- 
hold on tke organization.” They brought out the 
fact there was one man under 50 years of age 
among the officers in the Council, There were con- 
structive recommendations that the APA should 
have psycniatric training and it should seek to 
increase tne number of residencies. “It should 
have available a list of available residencies.” 

“There should be graduate seminars.” 

“What is the Association doing with regard to 
better acceptance of the undergraduate?” 

“Many psychiatrists in the armed forces are 
aware of the pressing need for education. Why 
don’t we get a real public relations officer? The 
public wants information.” 

Because of the Army experience, the psychia- 
trists were aware of the value of close contact 
and several indicated that the Association should 
make plans for active indoctrination of the purposes 
of the Association. “The members want to know 
what is happening.” 

“What is the Association doing?” 

“What Las it done?” 


The suggestion was made to the Association to 
take the initiative in an effort to get organized assis- 
tance to state hospitals. As might be expected, there 
was strong feeling for the need of a Section on 
Military Psychiatry. Three individuals suggested 
a recommendation be made by the Association to 
place the Surgeon-General in his rightful place 
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on the General Staff. There was an equally mili- 
tant recommendation for assumption of the rela- 
tionship of the returned veteran now and not wait 
until a non-military group took it over. The Army 
is working closely with the psychiatrists. The 
suggestion was made that we should have inter- 
relationships with these groups and that they should 
make a closer liaison in training and working with 
them. So long, my five minutes are up! 


Dr. MENNINGER.— Our colleagues in Canada are 
further represented by Dr. R. C. Montgomery of 
Toronto. 


Dr. MontcomMery.—Mr. Chairman and Members 
of the Association: The American Psychiatric As- 
sociation is of very great importance to the Cana- 
dian psychiatrists. There have been Canadian mem- 
bers since the earliest days of the Association and 
of the 72 presidents of the APA, 6 have been 
Canadians and in recent years Canadian psychiatry 
has benefited materially by the professional advice 
which it has been able to secure through the APA. 

In 1936 and 1937, Dr. Hamilton and Dr. Cameron 
conducted a survey of the Ontario mental hos- 
pitals and the mental health services and their 
report has been of great assistance in modernizing 
and extending our facilities for the care of the 
mentally ill in Central Canada. 

The standards of The American Psychiatric As- 
sociation for personnel requirements in mental hos- 
pitals have been used as a guide for many years. 
The APA adviser on psychiatric nursing has given 
tremendously of her time and advice. The Editor 
of the JournaL; Dr. C. B. Farrar, has occupied a 
prominent place in Canadian psychiatry for many 
years, and he has exercised an important influence 
on the development of young psychiatrists. The 
Canadian members of the APA are indebted and 
have a substantial interest in the Association. An 
examination> of the Directory of The American 
Psychiatric Association published for 1944-1945, 
will show that there are 82 Fellows and members 
of the Association. These members come from all 
nine provinces of the Dominion. In number they 
represent only a small proportion of the total 
membership of the Association and it is therefore 
appropriate to put forward our views in regard to 
the matters of policy in this manner. 

On February 12 last, I received a wire from 
Dr. Menninger, Chairman of the Committee on 
Reorganization in which he asked that I canvass 
my Canadian colleagues regarding their views and 
undertake to speak for them at this meeting. On 
receipt of ten copies of the committee’s report, I 
forwarded one copy to a representative of each of 
the nine provinces asking for views. The replies I 
received contained a number of suggestions and 
in order to determine the extent to which these 
were truly representative of the Canadian opinion, 
I sent to the Canadian Fellows and members a 
short questionnaire and it is the result of this ques- 
tionnaire which I propose to report to you now as 
an expression of Canadian opinion on some of the 
questions now under consideration. 


r 
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On behalf of these members, I can report as 
follows : 

The Canadian members are very strongly 90% 
in favor of a proposal made by one of our own 
members of APA undertaking to establish stand- 
ards, grants and formal approval to mental hos- 
pitals in a manner similar to that which the Col- 
lege of Surgeons approves. 

The Canadian members are strongly in favor 
of the further development of regional groups and 
regional meetings within the Association. 

The majority or 70% of the Canadian members 
are in favor of recommending the proposal that 
the program of the next convention of the Asso- 
ciation be changed to provide for a larger number 
of small discussion groups and fewer formal 
speeches and papers. __ 

The Canadian members are about equally divided 
for and against the proposal made by one of our 
own members as to the method of nominating and 
electing officers, that it be changed in such a way 
that individual members will be given opportunity 
to participate. i 

The Canadian members are divided equally for 
and against the proposal that APA publish a fort- 
nightly bulletin providing a more effective means 
of intercommunication of membership. 

The Canadian members are strongly opposed to 
the suggestion that a full time medical officer be 
appointed by The American Psychiatric Associa- 
tion. 

On the question of increased fees in the interest 
of reorganization and expanding the functions of 
the Association, the Canadian members are divided 
for and against an increase of fees up to twice the 
present scale, and they are unanimously opposed 
to any suggestion of an increase which would be 
any more than twice the present scale. 


Dr. MENNINGER.—We next have Dr. Roy A. 
Morter of the Michigan Society of Neurology and 
Psychiatry. 


Dr. Morter—-Mr. Chairman and Members: 
What I have to say is not an official communica- 
tion from the Michigan Society of Neurology and 
Psychiatry, but it may be accepted as comment 
which I have gleaned from the membership during 
the past year. 

We are living in an age now, not an age of 
revolution, but an age of evolution; an age when 
members of this society are seeking identification 
with this organization. In a democracy, the indi- 
vidual identifies himself with the government 
through the right of franchise. Yesterday the bal- 
lot spoke, tradition was set aside. The setting aside 
of tradition is not fatal, it is evolution. 

First of all, we in Michigan would like to ask 
this question: What is the relationship between 
this society and the affiliate societies as set up 
under Article 4 of the By-laws? Can a meaningful 
and beneficial relationship be established between 
the affiliate society and this society? Why are there 
so many additional societies and associations being 
set up to carry on work which should be initiated by 
the APA? 
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We believe that the membership of the Counc 
should be enlarged in order to give the membershi> 
of this vastly growing organization the proper 
representation. We believe the Association should 
be insistent upon adequate teaching o: psychiatry 
in the medical schools and the establishment cf 
training standards in hospitals approved for rest 
dencies in psychiatry. 

At this meeting there has been much talk about 
standards for residencies in psychiatry. I am wor 
dering if we are going to adjourn and go hom=2 
without doing something about it. Definite stand- 
ards should be established for residencies in psy- 


‘chiatry. We believe that all state mental hospitals - 


should be graded by The American Psychiatri: 
Association in somewhat the same manner that the 
medical schools are graded by the AMA. Tha: 
would be an unpleasant task foz this Associatiom 
but we are sure that it would be a means of raising 
the standard of all state hospitals in the United 
States. If a legislative body in any state knew th= 
mental hospitals in their state were graded low, 
they would be stimulated to a more liberal appro- 
priation. l 

The committees should have definite assignments 
and should use their initiative in developing recom- 
mendations to pass to the Council for action. We 
believe that membership on a committee should b- 
accepted with grave responsibility. No one should 
accept an appointment on a committee unless he 
is willing to sacrifice his time and expense o? 
attending committee meetings. The members o? 
each committee should live within 500 or 600 mile: 
of each other so the members could get togethe- 
with the least possible expense and loss of time 
To illustrate this point, I have looked over the 
committee reports over the past ten years and i- 
is surprising how often a chairman of a committe- 
renders a report in the form of en essay and give: 
no information as to whether or not a committe- 
meeting was held. In another ins-ance, zhe commit- 
tee chairman reported there was no matter to dis- 
cuss and no meeting of the committee was held 
In another committee report it was stated tha: 
distances were too great and it was difficult to ge- 
the committee together. 

In conclusion, I want to comment on our Presi- 
dent’s address and I think we in’ Michigan cam 
endorse everything that he has said. All we wam 
is to get the committees going. We are anxiou: 
to expand the Association as it needs to be done. 
Thank you. 


Dr. MENNINGER—We have two more speakers, 
and then the audience will be asked to contribute. 
Dr. H. M. Tiebout, Connecticut Society of Psychia- 
try and Neurology. 


Dr. TiEsout—Mr. Chairman arid Members 
The Connecticut Society for Psychiatry discussed 
the report of the committee in a meeting in March 
of this year and while comments were many, ther 
were varied and nothing clear-cut in the way o? 
conclusions can he brought to this meeting. How- 
ever, on two points there seemed to be genera’ 
agreement. First, there was no wish to increase 
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the dues to any appreciable amount and thus pro- 
vide the way for what was termed to be a top-heavy 
central organization. Any centralization in any 
state is feared. 

The second point of general agreement was with 
respect to the proposed news letter. This was con- 
sidered to be a step in the right direction as it 
was thought that it might provide a means of 
informing the membership and keeping their inter- 
est aroused. As a matter of fact, as I listened 
to the discussion, I was struck chiefly by the rela- 
tive unconcern about the chances for success despite 
planning with several key members and it was not 
possible to whip up a lively discussion, the atti- 
tude being pretty well summed up by the remark, 
“Whats all the hocting about?” and attitude of 
disinterest which of course originally inspired the 
activity leading to the report itself. As I pon- 
dered about what I would say at this meeting, 
after our Connecticut Society’s inconclusive sessicn, 
I was dismayed by the lack of concern and began 
to worder about it. 

I then reviewed my six or seven years as an offi- 
cer in the Ccnnecticut Society and realized that our 
official contacts with the APA had in those years 
been limited to requests from Mr. Davies to keep 
his office up to date with the names of officers in 
the society. The first step away from this isolation 
was when tie Council invited a member of the 
affiliate society to sit in. during its sessions. This 
was clearly a move in the right direction. 

It next occurred to me that instead of having 
the representatives sit in as am observer without 
the right to vote, if he could come as an accredited 
member with a full right to vote, that would create 
a sense of unity between the state groups and the 
national organization and do away with the present 
unsettled and frankly, hit-or-miss relationship. 

With this thought in mind, I got a hold of 
Mr. Davies yesterday and found from him that 
under the present Constitution and By-laws, tkis 
proposal was out of order, the reason being that 
qualifications in the state societies vary from those 
in the APA. 

While this particular idea has now to be set 
aside due to lack of liaison, it still remains as a 
consequence, not as a representative of the Coa- 
necticut Society, but as an outgrowth of my reac- 
tion to our meeting. 

I would lixe to recommend, among other items, 
that the Council itself, or through a committee, 
study the present status of the affiliated societizs 
and propose specific steps whereby these groups 
may be brought into functioning cooperation with 
the national organization. I would also like to see 
a study made of the affiliate groups to see whether 
they may serve a special function which may solve 
to some extent the problem of bigness through 
decentralization. Too much like Topsy, the affiliate 
societies have “jes’ growed.” 


Dr. MENYINGER.—Our colleagues in the State 
Hospital: System are represented by Dr. M. A. 
Tarumianz. 
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Dr. TARUMIANZ-—Mr. Chairman and Members: 
I am neither. ashamed nor embarrassed to repre- 
sent state hospitals although the state hospitals have 
been criticized severely. Pictures are shown in 
various magazines and movies depicting the hos- 
pitals as concentration camps in the United States, 
but who is responsible for these concentration 
camps? Certainly not individual members of the 
Association, but undoubtedly the society as a whole. 
It is my opinion that the society has depended 
entirely too much on the work and accomplishment 
of the Council. I can remember very well the first 
time I appeared before the Council, and they are 
all my good friends, the report of my committee 
was graciously accepted and their desire was to 
file it, as usual. However, I have some belligerent 
and aggressive moods at times and I demanded 


‘that they should pay more attention than the usual 


acceptance and filing, so the result of that has been 
that the Council has been gracious in the past four 
years and today we are accomplishing something 
in regard to the standards and policies of the Asso- 
ciation in regard to hospitals. 

It is pitiful indeed when you consider that The 
American Psychiatric Association has no actual 
respect in the community life which one expects 
of the American College of Surgeons or the Ameri- 
can College of Physicians. One sees that for them 
there is an air of respect on the part of the people, 
yet we are in our small communities almost a 
laughing stock. When we speak of The American 
Psychiatric Association, no one intends to pay any 
attention because they don’t know anything about it. 
I think the time has come when The American 
Psychiatric Asscciation should assume its rightful 
leadership and that can be done only through demo- 
cratic processes. Keeping various offices for various 
individuals because of past experiences and past 
achievements is not sufficient. I think the time has 
come when regardless of long service and various 
achievements a man should not assume the respon- 
sibility of office unless he can sell the proposition 
of psychiatry to the people in the right way. 

Therefore, I believe in this reorganization and I 
believe that the reorganization. must come from 
proper and undoubtedly a normal approach. I sug- 
gest and I am sure that it is the opinion of most of 
the men and women members of the Association 
that we request or pass the resolution demanding 
that Council provide for the extension of work of 
the Committee on Reorganization and enlarge the 
number of members of the committee. That will 
come in the form of a resolution in a moment. 

May I for a moment represent or speak on behalf 
of the Committee on Standards and Policies. We 
have been fortunate and I think we are possibly 
the only committee that has been as fortunate as 
we in that Council has unanimously approved our 
standards for mental hospitals and out-patient 
clinics. At their last meeting, the Council passed 
the following which was presented to them by the 
committee: 

“It is the opinion of the Committee on Standards 
and Policies that in view of the activities of various 
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lay groups that the Association should take im- 
mediate and vigorous action as follows: 

“First, to set forth the actual status of mental 
hospital care of patients throughout the country. 

“Second, to state the reasons why deficiencies 
have always existed and have been aeeravated 
by war conditions. 

“Third, The American Psychiatric Aeon 
should fully support and take immediate steps. to 
give effect to the last three paragraphs in its 
report.” 

May I read the three paragraphs? It won't take 
a minute and it is very necessary and essential 
for you to know these three paragraphs. 

“The committee is in favor of The American 
Psychiatric Association assuming its rightful lead- 
ership and taking positive, aggressive steps in 
achieving success in its endeavor to teach the 
American public to consider psychiatry as a legiti- 
mate, civic need as long as mental Beets are 
treated in institutions. 

“At present the rate is 65¢ per ne per diem 
and a maximum cost of $2.00 per capita per diem. 

“The committee believes The American Psychi- 
atric Association should become more realistic and 
demand that every state hospital consider a mini- 
mum of $5.00 per capita per diem necessary for 
the care and treatment of the subacute and con- 
valescent cases, and $2.50 per capita per diem for 
the care of various types of chronic cases.” 

These are vital issues. You can pass all the 
resolutions you want to, but unless the APA, 
through its affiliate societies and other méans 
backs us up to demand from the people the amount 
necessary to take care of our patients, we still will 
continue having “concentration camps” in the 
United States, and there is no other way you can 
change that situation! 

Mr. Chairman, first I would like to present the 
following resolution : First, to enlarge the spe- 
cial Committee on Reorganization; second, to con- 
tinue the committee with the request to work with 
the Program Committee; third, recommend that 
the committee’s proposals for the 1947 meeting be 
carried out. I move this motion be presented to the 
society. 


PresipENt BowMAN.—This represents a resolu- 
tion. This is not a regular business session, but 
it should, I think, be brought before the group 
and we should get your opinion about it. I am sure 
the Council wants to know what the opinion of the 
members is and would like to hear it. Any resolu- 
tion can be referred to Council and can be referred 
back at a regular business meeting if necessary. 
You have heard the resolution. Is there a second 
to it? 


The motion was severally seconded. 


PRESIDENT BowmMan.—I think the third one con- 
cludes the idea of the program for next year. 


Dr. Epwarp StrecKer.—I think it would be more 
fitting if you presented each resolution separately. 
There might be difference of opinion about the 
whole group. 


PRESIDENT BowmMANn.—There are three items im 
the resolution and if there is a questicn of differ- 
ence of opinion on certain items, It would save time, 
I am sure, and be desirable to break it up into th: 
three component parts. 


Dr. MENNINGER.~Dr. Bowman, I have an ot- 
jection, I am Chairman, of this committee, and I 
am ably helped by Dr. Bartemeier, Dr. Bennet, 
Dr. Ackerly and Dr. Ratliff. You can imagine, 
having heard what you did this afternoon, whet 
kind of a job this was to try and at the same tirz 
make some suggestions in change of structure ami 
changes in the functions of the Association about 
which so many people had so many different views. 

We requested that the Council do three things 
and the Council felt inclined not to do those things, 
at least pending your opinion, but Council also hes 
no more meetings at this session. Once again ths 
would be deferred until December. Your commi:- 
tee does not wish to continue in this ambiguors 
and indefinitely postponed rôle. We will be gled 
to surrender this job to anybcdy who is willirg 
to take it. We have three times resigned. If ycu 
want us to continue, we have to continue with sorae 
assurance that we are being becked by the men- 
bers, so the Council will take us seriously. 


PRESIDENT BowMAN.—1I don’t see that that has 
any bearing on the question of voting on three 
different items. Secondly, the Council may hold. a 
special meeting, and will if there is a reason for it. 


_ After you finish voting on this, I have a few poirts 


to say myself. I think there has been only one 
side presented here. No one from the Council kas 
spoken representing the Council and I have a few 
devastating criticisms about the membership anc I 
think it would do them good to hear it too! 

For example, we hear about our affiliated soc_e- 
ties and the need for representazion ard their waat- 
ing to vote on the Council. We have 12 affiliated | 
societies and they are invitec to sit in on the 
Council. We get ro of them here tcday. Do you 
get 10 of them coming to the Council meetirg? 
You do not! 

Then you get the complaint that the Council. is 
arbitrary and they have nothirg to say. I say t’s 
their fault. They don’t come to Council meetirss. 


‘They don’t have representatives there and it is 


unfair to the Council to be criticizing the Couxcil 
for arbitrary action when the affiliated society 
doesn’t have a representative there. I doubt a sirgte 
affiliated society has had a member at all of the 
sessions of the Council. 

It seems to me the Council is being made a litle 
bit the scapegoat for a lot of apathy and otner 
qualities on the part of the membership and tnen 
when things go wrong, they want to blame the 
Council for a lot of things which I think, fransly, 
are their own fault. 

They say they don’t like the action of the Nemi- 
nating Committee. Did they get up and nomizate 
and elect three other persons as members of the 
Council as was their right to do? Nobody has the 
least objection to their doing it. Nobody is rail- 
roading that. 
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Only 8% of the membership answered the fetter 
of this committee and it seems to me the member- 
ship is largely to blame for most of these things, 
much more so than the Council. 

Getiing back to these resolutions, it seems to me 
if there are persons who want to object to one 
thing and vote for others, that we could very prop- 
erly take up each one of the three points separately 
and maybe you all are in favor of all of them. 
Dr. Tarumianz has expressed his consent for it 
being done that way. I think Dr. Menninger went 
over on another tack. 


Dr. MENNINGER.—The point is, your committee 
as it now stands has gone as far as it knows how. 
It wouldn’t make any difference whether you in- 
crease the committee to 20 or to 50, we don’t know 
what else to do. You would have to call us together 
and tefl us. 


PRESIDENT BowMAN.—I don’t see that that raises 
any objection to considering the three items indi- 
vidually and since Dr. Tarumianz has consented 
to it, I will ask you to vote on this resolution, each 
item separately. The first item is to enlarge the 
Committee on Reorganization. Is there any dis- 
cussion? 


Dr. DIETERLE.—I understood when I came, that 
the members on the floor could talk too. I have 
been a representative to this organization for 15 
vears and I have never had a chance to express 
the thoughts of my group. I would like to mention 
a few points which haven’t been mentioned. 

It seems to me desirable to consider that in the 
selection of the Council, the ages of the people 
be considered. I would propose that one-third of 
the Council be men under 45 years of age, one-third 
between 45 and 55 and the maximum o one-third 
of men over 35. 


PRESIDENT BowMAN.—-You are not speaking an 
this point. You will have to wait until the resolu- 
tion is voted on. 

A Vorce-~—I would like to amend the motion 
that if the committee is to be enlarged, the new 
members be men under 45 years of age. 


PRESIDENT BOWMAN.—There is an amendment to 
this first section. Do vou wish to accept the amend- 
ment, Dr. Tarumianz? 


Dr. TARUNIANZ.—-There might be a fine man 
of 46. I see no reason why it should be limited to 
‘any age. I think there are splendid men of 47 
years of age. 


Presipent BowMAN.—We will not ask Dr. 
Tarumianz how old he is. Do I hear a second to 
that motion’? 


The motion was properly seconded. 


PRESIDENT BowMAN.—The amendment is sec- 
onded. Is there any further discussion on the 
amendment ? 


Dr. Myerson.—As an old guy, I object. Let 
us consider the mental alertness because there are 
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some men of 46 who are senile and men of 65 who 
are not. i 


PRESIDENT BewMAN.—AII those in favor of the 
amendment that if the committee is enlarged that 
the members appointed to it be under 45 years of 
age, please make known by saying “Aye”; opposed, 
“No.” Not carried. The “noes” appear to have it. 
The amendment is voted down. . I guess there are 
too many men 45 years or more in the house. 


Dr. Josera Wortis.—May I propose a similar 
tentative amendment which may meet the approval? 
It is an amendment that the Reorganization Com- 
mittee be enlarged with due regard to adequate 
representation from various elements in the Asso- 
ciation, viz.: Younger men, veterans, divergent 
psychiatric schools, and so on. 


PRESIDENT BowMan.—You have heard the 
amendment. 


Dr. TARUMIANZ.—I accept the amendment. 
The motion was properly seconded. 


PRESIDENT BowMan.—The amendment is ac- 
cepted and will be boiled down into the original 
motion. : 

May I say one word here which I think is due 
this Association as explanation; during the past 
two years when over one-third of you have been 
in the Army, and have not been available for com- 
mittee service, we have deliberately not put you on 
committees and that was not a discrimination 
against you. I think there are some who have the 
feeling that that was a question of discrimination. 
It was my feeling that it was not fair, either to 
the man in service or to the Association to ask him 
to serve on a committee or take an appointment 
when he might be in Japan or somewhere else. The. 
result is that a number of committees during the 
past year are filled with non-servicemen and that 
has become a feeling of the serviceman being dis- 
criminated against. I wanted to tell you exactly 
why I did it and it was my feeling that as soon as 
you came back, then we could call on you and 
many of us will very gratefully turn over the reins 
to you. I would not want any of you to feel what 
I think some of you may have felt that there was 
discrimination against servicemen. That was the 
policy and I wanted you to know why. I assume 
complete responsibility for that myself. 

We are ready to vote on the resolution for en- 
larging the committee. All those in favor of having 
this committee enlarged make known by saying 
“Aye”; opposed, “No.” It is carried unanimously. 

We now have the second part of the resolution 
that the Reorganization Committee continue to 
work with the Program Committee. 


The motion was properly seconded. 


PRESIDENT BowMAN.—Is there any discussion 
on that? If not, those in favor make known by 
saying “Aye”; opposed “No.” It is unanimously 
carried, 

The third part, to recommend that the commit- 
tee’s proposals for the 1947 meeting be carried out. 
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The motion was properly seconded. 


Dr. HAMILTON.—Gentlemen, there are a great 
many of you that know me, and I know a great 
many of you and I know that our younger mem- 
bers are keenly interested in getting to our meet- 
ings when they can so as to either present their 
papers formally or talk about their work informally 
in the lobbies and check that with their colleagues. 

I know that there are younger members who 
feel aggrieved that I am now the representative of 
the “self-perpetuating” group who are holding 
down persons who otherwise would attain a much 
higher position earlier, but quite aside from that, 
there are a great many of our members who will 
be keenly disappointed if this organization decided 
that there shall be no presentation of work done, 
work attempted, or work in prospect. 

I very earnestly hope, gentlemen, that you may 
be quite content with the very proper direction that 
the Special Committee will collaborate with the 
Program Committee. I should greatly deplore an 
action by which you tie the hands of our able Pro- 
gram Committee which is a continuing body and 
forbid them to have nothing on the program ex- 
cept a discussion of our troubles. 


PRESIDENT BowMAN.—I may say that I think 
there are probably really two questions here. One 
is whether there shall be some discussion of this 
problem provided for at the next meeting; or sec- 
ond, whether the entire meeting shall be devoted 
to it and it is my understanding that the recom- 
mendation of the committee was that the entire 
meeting be devoted to it. 


Dr. TARUMIANZ.—I don’t think it is absolutely 
essential. We consider that the majority of time 
should be spent on it. 


Dr. Myerson.—On the question, I would like 
to say this. I agree with Dr. Hamilton that a meet- 
ing on rules and regulations only next year, will 
be a departure that will be deplored when put 
into effect, by the same men who are at this moment 
in favor of it. It has been a great habit with us 
to have papers read and I think that ought to be 
continued regardless of anything else. 

Let: us put the resolution something like this, 
that the Committee on Reorganization and the 
Program Committee make an equitable arrange- 
ment by which sufficient time will be given for both 
aspects of the activity of the Society. 


PRESIDENT BowMAN.—Do you offer that as an 
amendment ? 


Dr. Myerson.—lI do. 
Dr. TARUMIANZ.—It is agreeable to me. 


PRESIDENT BowMAN.—It is accepted then by the 
proposer of the motion. Is there further discussion 
of that motion? 


Dr. Frank TALLMAN.—I don’t represent the 
Ohio Neurological and Psychiatric Society be- 
cause one does not exist. I represent a state that 
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has been somewhat in the news and has been by 
inference mentioned in this meeting. I am speak- 
ing to this motion which says that the committee 
should be continued next year and the program 
should have a fair amount of study of reorganiza- 
tion because I believe that this organization has 
a responsibility to the patients in the hospitals, 
to the doctors, to the superintendents and to the 
nurses to see to it that never again will it be neces- 
sary for newspaper men to call to the attention of 
the public a situation that so desperately needs cor- 
recting. We must not feel that we are martyrs and 
we must not get defensive. We must not get fright- 
ened. We must recognize that 2xeople need better 
care and that if we are wise enouzh as an organiza- 
tion to recognize it and speak out first and do 
something about. I hope that it is adopted. 


PRESIDENT Bowman.—All those in favor of 
the resolution of equitable division of time between 
the consideration of our interna. organization and 
the usual scientific program, made known by say- 
ing “Aye”: opposed “No.” It is unanimously car- 
ried. I would like to say a couple more things while 
I am up here. First, there has been a great deal 
of criticism expressed here about our public rela- 
tions and I think the trouble is that you don’t know 
what is going on. That is probably the Council’s 
fault and my fault. For example, certain movies 
were produced. I had indignant letters from many 
of you that I should go on the air and give out a 
statement blasting the movies and so forth. I 
took the matter up with our Chairman on Publi: 
Education. We went into the matter very care- 
fully and I am convinced that had I followed that 
advice we would have gotten the most beautiful bit 
of publicity for that film which would have put 
it in every movie house in the country. You all 
complained and wanted us to do exact_y the oppo- 
site of what you wanted to accomplish. I wrot2 
instructions to the Council and I wrote to Eriz 
Johnston on this subject and I had < nice letter 
about it. We have worked out very cordial rela- 
tionships which are going to be helpful, but I warn ~ 
you at the same time that a self-appcinted groua 
of psychiatrists setting themselves up to censor 
these films and utter pronouncements about it may 
entirely ruin the official relationships of this organi- 
zation. 

That is the sort of thing, you don’t know about 
that goes on undercover. We szent a lot of time 
and effort on it and you think we have done nothing 
about it. I think we have spent a lot of time and 
have really done the very best thing end we have 
certain acknowledgments which I dcn’t care tz 
give out in public and so forth, but which indicate 
the very excellent job that the Committze on Public 
Relations has accomplished and the time and effort 
that the members of this Council have put in. I 
think Ed Strecker spent half of his time going 
around with officials of the Army and Navy and 
many of us went on various tours with the 
Inspector-General. We made trips back and forth. 
I have made three flights to Washington and New 


York ‘within the last two months from San Fran- 
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cisco and it takes a good deal of time. A lictle 
over a year ago, one of those trips took me eight 
days because you couldn’t get planes. Eight days 
to get to a luncheon at the White House lasting 
two hours. I think if vou check up on what the 
other members of the Council have been doing, 
you will discover that perhaps the criticism of 
the Council should be that it has not been vccal 
enough and aggressive in telling the Association 
some of the things it has done. 

I am up here to uphold the Council a little bit 
on this whcle thing because I think they have b2en 
taking the zap on many things which, really, they 
shouldn’t. Then you want great hospitals and all 
the cther -hings and our budget is just about 
balanced with a thousand dollars to the good. How 
are you gcing to get that money? The Council 
has been working on that and you will hear about 
that tonight. We have very elaborate plans for 
the crganization of the Foundation and getting 
money for reserve and all of these things. I can 
tell you that when you hear about it, I am sure vou 
are going to be pleased. So perhaps the Council 
hasn’t tooted its horn quite enough. Perhaps scme 
of these cld men over 45 have been a little more 
active than some of you feel to be the case. 

I am not criticizing this meeting. I think it is 
fine. I think Karl Menninger has done a wonderful 
job. I would never have been able to get so many 
people out and get them interested as was the case 
today and I am terribly pleased because as I said 
in my speezh, apathy was the main cause of the 
troubie. It is my opinion that the apathy of the 
memters of the Association is the main cause. How 
many people were here to vote when we had the 
election Tu2sday morning? About one out of five 
of the members appeared for that election. I could 
go on indefinitely. Don’t make the Council a scape- 
goat for scme of the things which the members 
themselves are responsible for. You have the 
authority any time you want it. You can do these 
things. You could have elected three Council mem- 
bers Tuesday contrary to the recommendations of 
the Nominating Cecmmittee. You can do any of 
those things any time you want to. It is ‘well for 
you to realize that. Perhaps a lot of you people will 
come to the next election who have been passing 
it by before. We have had too much apathy on the 
part of the membership and I say that is the funda- 
mental difficulty, and not apathy on the part of 
Council. 

I know some committees haven’t been reporting. 
I have been trying to get reports. I have done the 
best I could. It is my fault and I am responsible. 
In gcod fatth I appointed men on committees and 
some of them haven’t met and havent reported. 
Remember, that if you get appointed on a committee 
now, don’t let the next president hear you say, 
“Were too busy and can’t report.” ` 

I want to thank you all for what I think has been 
a splendid meeting which is an indication of your 
great interest in this and I think it is a fine thing 
for the Association to have a meeting like this. 
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Dr. SrrecKer—I would like to call the atten- 
tion of everybody to one thing about which we 
seem to be unanimous and that was the timeliness 
and the wisdom of your President’s address. I move 
a rising vote of thanks. 


The entire assembly arose and applauded. 


Dr. MENNINGER.—Our committee wishes to 
point out two things: First, that the comments 
reported here and that the committee has submitted 
in evidence are in no criticism of the Association 
or Council. What we have been trying to do is get 
you to express opinions. We wanted men on the 
platform to get up and tell you what they had 
heard. 

The committee sits here and is offering no criti- 
cism and taking no blame, but we do want to give 
one piece of credit that throughout this, we have 
been constantly supported in every respect by Presi- 
dent Karl Bowman. 


The meeting adjourned at five-thirty 
o’clock. l 


BUSINESS MEETING oF ASSOCIATION 


MAY 30, 1946 


The meeting was called to order at 9.30 a.m. by 
the President, Dr. Bowman. The Committee on 
Resolutions reported as follows through Dr. White- 
horn, Chairman: 

Meeting at a time of crisis and confusion we are 
especially appreciative of the graciousness of our 
reception and entertainment. We thank our friends 


in the Chicago area who as individuals, as a com- 


munity and as organized medical, neurological and 
psychiatric societies, have contributed to the ar- 
rangements for our comfort and for the transaction 
of our business. l 

The fellows and members of the Association ex- 
press their appreciation of the work of the officers 
and committees carried on through a dificult two- 
year period since the last meeting. The activities of 
the President and the work of the Program Com- 
mittee have come most immediately to our atten- 
tion. There is particular cause for satisfaction in 
the demonstration at this Convention that the or- 
ganizational machinery of the Association, although 
it may creak in its constitutional joints, is flexibly 
responsive to the will of its membership. This 
demonstrated fact increases the sense of participa- 
tion and of responsibility of all members. 

We are conscious of the historic significance of 
this meeting. It is the first meeting in the second 
century of the life of this organization. We have 
just won a great and.costly war—costly in fortune, 
in life and in health. One of the fundamental issues 
of this great struggle has been the defense of the 
dignity of the human personality—an issue which 
especially touches psychiatry. 

As member of a professional and scientific asso- 
ciation, we are grateful for the psychiatric leader- 
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ship which has made psychiatry useful in the armed 
forces who achieved our victory, and we have in 
this convention taken certain steps designed to sus- 


- tain and develop such leadership for future con- 


tingencies, 

The psychiatric needs of our veterans touch our 
sympathies and demand wise action. For their sake 
we feel the urgent need for the recruitment and 
training of more and better psychiatrists, and for 
the increase and diffusion of psychiatric knowledge, 
not only in veterans’ hospitals and clinics but among 
all psychiatrists, among all practitioners and teach- 
ers of medicine, and in all fields of effort concerned 
with health. 

The patients in mental hospitals have suffered 
greatly from the war. The means for their care and 
treatment, inadequate before the war, have been 
further reduced. Despite the difficulties and frustra- 
tions of a hundred years of effort by this Associa- 
tion we record our renewed and resolute determina- 
tion, as physicians, to see that our patients get the 
greatest possible benefit from available resources 
and we pledge our most energetic efforts, in all 
proper ways as individual citizens and as an or- 
ganization, to get responsible public authorities to 
provide the means for bringing the care of our 
patients to a proper standard and for putting into 
effective action existing knowledge and insight for 
the prevention of psychiatric disorders and for the 
positive improvement of mental health. 

Out of the struggle and distress of the war period 
have come new experiences and new insights into 
psychodynamic principles. The pressure of urgent 
events has drawn closer together in active col- 
laboration psychiatrists formerly somewhat divided 
in doctrine and outlook. Out of such team work 
and intensive effort have come technical advances 
in such fields as group psychotherapy and stimulat- 
ing insights into the constructive potentialities of 
patients. From these experiences, as represented in 
this convention, we gain encouragement for the 
accelerated advancement of psychiatry. 

The report was adopted on motion of Dr. White- 
horn, seconded by Dr. George H. Stevenson. 

Dr. Hamilton, the incoming President, was .es- 
corted to the platform by Drs. Ruggles and 
Moersch, and introduced by Dr. Bowman, who also 
presented Dr. Overholser, President-Elect, and Dr. 
Leo H. Bartemeier, Secretary~Treasurer. 

Dr. Overholser announced the officers elected by 
the Sections as follows: 


OFFICERS OF SECTIONS 


Military Psychiatry 
Dr. Francis J. Braceland, Chairman 
Dr. Lauren H. Smith, Secretary 


Psychopathology of Childhood 
Dr. Reynold A. Jensen, Chairman 
Dr. Malcolm J. Farrell, Vice Chairman 
Dr. Oscar J. Raeder, Secretary 
Executive Committee 
Dr. J. Franklin Robinson 
Dr. Lauretta Bender 
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Forensic Psychiatry 
Dr. Hery ey M. Cleckley, Gane 
Dr. George M. Lott, Vice Chairman 
Dr. Richard L. J enkins, Secretary 





Psychoanalysis 
Dr. Robert P. Knight, Chairman 
Dr. Gregory Zilboorg, Vice Chairman 
Dr. Dexter Bullard, Secretary 





Convulsive Disorders 
Dr. Willard H. Veeder, (Chairman 
Dr. H. Houston Merritt, Secretary 


At the close of the scientific papers, Dr. Bowman 
called the meeting to order to consider the report of 
the meeting of the Council held May 30. Dr, Over- 
holser presented the report (see proceedings of 
Council), which was adopted by acclamation. 

The to2nd Annual Meeting was declared by Dr. 


’ Bowman closed at 5.15 p.m. 


WINFRED OverHOLSER, M. D., 
Secretary-Treasurer. 


REPORT OF THE SECRETARY, 1944-46 
The following :s a statement of the membership 
of the American Psychiatric Association as- of 
April 1, 1946: 


HONORARY MEMBERS 


` 


Former number .......enassses.. 20 

Elected TOLA Siere EEA 2 
TOLE oui aaee 22 

Died 1944 I, 1945 2..esssesanne 3 
Present number ......... Sea 19 


CORRESPONDING MEMBERS 


Former number ...........0..0.- 10 

Elected 1044 1.2... ccc ccc cee ences 3 

Elected 1945 ......ccccececees gi 4 
DOL OEE T E ET 17 

Diets wiles secs T ‘eaves Sos ects : I 
Present number ............ 16 


Former number ........0..0000 87 

Fellows to life members 1944.... 13 

Fellows to life members 1945.... 13 
TOt side Pred kee eee vars hak 113 

Died 1044 7, 1045 8.....cceceues 15 
Present number ssscsacss TY 98 

FELLOWS 

Former number ....,.....esnnaa 892 

Members to fellows 1044........ 44 

Members to fellows 1945........ 32 
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Fellows to life members 1944.... 
Fellows to life members 1945.... 


Resigned 1345 
Dropped 1945 


Died 1944 14, 1945 I[2.....0005. 


Total 


Former number ..............-. 
Associate t member, 1944...... 
Associate to member 1945...... 
Reinstatem2nts 1944 I, 1945 2.... 
Elected IQ44 :orerrerossicirrs. 

Elected 1945 ....22-0cccecseces 


doal oerrinne teL 
Members to fellows I944....... 
Members to ‘fellows 1945....... 
Resigned 1944 3, 1045 6........ 
Dropped Ic44 10, 1045 I3....... 
Died 1944 IO, 1045 I§.......... 


TOUR exes coat ea aes eee 
Present number ........... 


eased eene se eee eee wea 


wee ere seat eevee eee eH ‘+ 


es’®e west ae eee 
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ASSOCIATE MEMBERS 


Former number ses.scsecssssiwa 
Elected I944 ...asnnnonasessese 
Elected 1045. satosnssrin senast 


Total 


Associate to member 1944...... 
Associate tp member 1945...... 


Resigned 1344 
Resigned 1345 
Dropped 1944 
Dropped 45 
Died 1945 


Total 


ee esse ee eevee Joonan vyt’ 


ove ee Bese mae evee eevee 
see r E E E E eee ane ee 
28k A s a a E E o E 
=. .st»sbvurópnrn vt 


315 
73 


58 


2,344 


133 


478 


99 
379 


gio 


2,211 
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TOTAL MEMBERSHIP 


Honorary orsina eigen tees IQ 
Life Members ..........0se-00 98 
Corresponding members ........ 16 
PEMOWS: siuara cece ee Gr odo eo ees 910 
Members: APEE EIEEE RES 2,211 
Associate members ............. 379 

Total peremen eraa 3,633 
Total membership April 1, 1946.. 3,633 
Total membership April I, 1944.. 3,112 


WINFRED OVERHOLSER, M. D., 
Secretary. 
Report OF THE EXECUTIVE ASSISTANT 


Your Executive Assistant herewith submits his 
annual report: In addition to the financial state- 


= ments, I should like to present the following facts: 


The printing of the membership directory will 
come in September. The skipping of one year’s 
directory was approved by the Executive Com- 
mittee because of physicians returning from service 
requiring new addresses and to include two years of 
newly elected members. 

Your office is in serious need of additional help 
and of additional office space. I, therefore, request 
approval of adding one additional employee not to 
exceed $1,800.00 per year and authority to obtain . 
new office space when and if possible. 

Our Journa. has had its best year in terms of 
finances but consideration should be given to plan- 
ning expansion of its services. l 

Our membership is growing rapidly resulting in 
more requests from committees for increased cleri- 
cal service. The Committee on Membership will 
need more year round clerical service in order to 
keep abreast of an ever increasing number of new 
applications. | 

The dates of the meeting at the Hotel Pennsyl- 
vania in New York for 1947, will be May 19-23. 

In closing, may I express appreciation of the 
devoted services of our Officers, Executive Commit- 
tee, Council and Committees during the past two 
difficult years, 

AUSTIN M. DavIes. 


-COMMENT 


arpas mt 


THE NATIONAL: MENTAL HEALTH ACT 


The National Mental Health Act has 
brought mental illnesses, public provision 
for which has heretofore been almost en- 
tirely a state and local responsibility, within 
the purview of a national health problem. 
The medical profession and the public have, 
at last, become aware of the nature, varieties, 
and great prevalence of these illnesses, which 
had previously been neglected in medical 
education, general medical practice, and 
public health administration, and are now re- 
ceiving widespread attention. The Act has 
been passed for the purpose of bringing to 
bear on the problem the resources of the na- 
tional government. 

In this review consideration is given to 
the provisions of the Act, and also to the 
explanation of the proposed program ob- 
tained from governmental and other authori- 
tative sources. The Act is designed to bring 
into action a national mental health program, 
prepared by the U. S. Public Health Service 
and directed to (1) training of personnel, 
(2) research, and (3) improvement of men- 
tal health services. The administration is by 
the Surgeon General of the Public Health 
Service, assisted by an Advisory Council, 
consisting of the Surgeon General, chair- 
man ex officio, and six members appointed 
by him from “leading medical or scientific 
authorities who are outstanding in the study, 
diagnosis, or treatment of psychiatric dis- 
orders.” The Council are to advise and 
make recommendations in matters relating 
to the activities and functions of the Service 
in the field of mental health. They are au- 
thorized to review research projects and 
educational programs, and to recommend 
those they consider suitable for support; also 
to prepare and issue publications approved 
by the Surgeon General. 

Participation of the Council in appoint- 
ments in important positions such as Direc- 
tor of the Institute or of the program, is not 
provided by the Act. 

Provision is made for a National Mental 
Health Institute, in or near the District of 
Columbia. Besides fully equipped labora- 
tories, the Institute will contain a two hun- 


dred bed hospital. Voluntary patients may 
be admitted, and patients transferred from 
St. Elizabeth’s Hospital. The Institute wi! 
be manned by a full-time staff and fellows. 
It is also anticipated that teachers and other 
prominent scientists will come to the Instr 
tute “to pursue special problems and to stud7 
the latest findings and methods.” The Sur- 
geon General is also authorized te admit fo- 
training and instruction sucn persons as h= 
may designate, and to pay them S10.00 pe- 
diem; also, through grants, to provide aid, 
on the same terms, for such training and in- 
struction in approved public and other non- 
profit institutions. These institutions mar 
be aided in improving their teaching facilities 
and faculties; also in providing advancec 
education for teaching positions, refreshe- 
courses for practicing psychiatrists, and psy- 
chiatric training for general medical practi- 
tioners. Similar provision may be made for 
the training of non-medical personnel 
Grants-in-aid may, upon request, be made 
to universities, hospitals, laboratories, anc 
other public or private institutions, or to in- 
dividuals for research projects reccmmended 
by the Council. 

Grants-in-aid made to the states may be 
used for training personnel, for research, and 
for out-patient and other community ser- 
vices, Public Health Service perscnnel will, 
if requested, assist in setting up and improv- 
ing training facilities and programs at the 
hospitals. Also demonstrations, described as 
“model projects’ or “pilot plants,” may be 
provided for the purpose of “establishing 
procedures and standards of care” in hospital 
and out-patient services. Although not pro- 
hibited by the Act, it is evident from refer- 
ences in discussions and conmittee reports, 
that Federal funds will not te used in pro- . 
viding hospital treatment for mentally ill pa- 
tients, “other than those connected with 
teaching programs and research projects.” 
The inadequacies of the present hospitals 
were strongly presented as an argument for 
the passage of the Act, and it was considered 
that “improvement in hospital treatment is 
another function of a public mental health 
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program.” It was thought, however, that 
“this could be done through more competent 
professiona: care.” There can be no doubt 
` that training of personnel, where it can te 
proviced and utilized in improving hospital 
service, will be of inestimable value. It 
seems doubtful, however, that the hospitals 


in which the need is greatest will be financi-_ 


ally able to comply with the requirements for 
grants-in-aid, or to retain in the service 
those whose qualifications after training en- 
title them to advancement in position and 
compensation. At best, “competent profes- 
sional care” has a discouraging and often 
hopeless task in hospitals which are structur- 
ally cefective, unsanitary, poorly equipped, 
overcrowded, undermanned, and lacking in 
ordinary household conveniences and com- 
forts. Added to this, in many places, are 
political considerations in appointments and 
administration, and obstructive, detrimental 
procedures and practices connected with the 
admission of patients. In some instances the 
standards are so low as to be a disgrace to 
our civilization, and, when the population of 
a state is financially unable to improve them, 
the only recourse would seem to be aid from 
the Federal Government. 

The place in a comprehensive mental 
health prozram of the long established men- 
tal health provision made by the states did 
not epparently receive adequate considera- 
tion in the preparation of the Act and the 
program. In administration, in relations w:th 
the states, it would seem appropriate that 
cooperation should be both ways. The state 
mental hospitals are the outstanding mental 
health certers throughout the country. In 
some states there is no other. Their 600,000 
and more patients are said to be “the central 
problem of psychiatry.” Their physiciens 
comprise a large proportion of the qualified 
psychiatrists of the. country. It would seem 
appropriate, therefore, that the policy of the 
national mental health program should be 
directed to conserving, éncouraging, cooper- 
ating witk and utilizing the established men- 
tal health resources of the different states to 
the fullest extent. It seems particularly im- 
portant that, in the administration of the pro- 
gram, much attention should be given to 
sound psychiatric direction.. When, how- 
ever, the Act was introduced in Congress, it 
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was provided that grants-in-aid made to the 
states would be expended in accordance with 
plans presented by the “State health author- 
ity.” The Public Health Service, it is said, 
had “found that a psychiatric clinic con- 
nected with the health department can func- 
tion effectively.” The historic development 
of treatment of mental illnesses and the pro- 
vision made hy the states have, however, 
been separate and different from those for 
other forms of illness, and the state health 
authority is seldom responsible or qualified 
for administration of the service. In states 
in which there is a considerable number of 
hospitals, they are under the supervision or 
control of a central state authority. When, 
however, there is only one or a very few hos- 
pitals, central supervision or direction may 
be limited to economic considerations, and 
the superintendents of the hospitals are re- 
sponsible for medical administration and di- 
rection. It has long been considered that the 
state hospital was the mental health center of 
the district which it served, and, as means 
were provided, the services of the hospitals 
have been extended into the communities by 
means of out-patient and social service and 
other community mental health activities. 
When, therefore, the situation was explained 
to the Congress, the designation “State 
health authority” in the Act was changed to 
“State mental health authority.” This new 
term is defined in the Act as follows: “the 
State health authority, except that in the case 
of any state in which there is a single state 
agency, other than the state health authority, 
charged with the responsibility of administer- 
ing the mental health program of the state, it 
means such other state agency.” The commit- 
tee of Congress to which the Bill was refer- 
red, explained in their report, however, that: 
“Your Committee does not contemplate by 
the new definition to include those agencies 
whose activities in the mental health field 
are restricted to jurisdiction over mental in- 


- stitutions and their patients.” It is evident 


that this interpretation would mean that in 
states in which, owing to financial inability, , 
the hospitals had been unable to extend their 
activities into the communities or, at most, 
were able to provide only out-patient and 
social service to patients on visit from the 
hospitals and still under their jurisdiction, 
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the planning and administering of grants-in- 
aid to the states would be the responsibility 
of the state health authority, who would in 
most instances be without the necessary 
qualifications and experience. This would 
create a new state mental health service 
separate from that of the hospitals, and con- 
tributing to their traditional isolation and ill 
repute, and prejudicing their further de- 
velopment. In consequence, the interpreta- 
_ tion of the committee, and the procedure im- 
plied, were vigorously repudiated by Dr. 
Bowman, president of the American Psychi- 
atric Association. It would seem better in 
such instances for the Governor of the State 
to designate a State Hospital Superintendent 
or other qualified psychiatrist to act as state 
mental health authority in the program of 
the U. S. Public Health Service. 

The primary purpose of the national men- 
tal health program is prevention, and, in 
service to patients, particular attention will 
be given to early diagnosis and treatment by 
means of out-patient clinics. These clinics 
will in many, perhaps in most, instances be 
established with the aid of the Public Health 
Service and administered by the state or 
local mental health authorities. Important as 
improvement and expansion of out-patient 
services are, however, it would be a mistake 
to expect that they “should pay for them- 
selves by reducing the amount of hospital 
care necessitated by mental disease.” Some 
patients would, no doubt, be enabled thereby 
to shorten the period of hospitalization or to 
avoid it entirely. Many others, however, 
who now fail to receive needed hospital 
treatment would be discovered, and the num- 
ber of admissions would be likely to increase. 
There will always be many cases in which 
no treatment obtainable from private practi- 
tioners or out-patient service will replace the 
organized treatment and measures for re- 
adjustment to home and family relationships 
which are provided by an adequate mental 
hospital. Even the present hospitals, not- 
withstanding their deplorable inadequacies, 
provide a far better service than is generally 
known, or represented in sensational de- 
scriptions in the public press and in fictional 
literature. The large majority of those em- 
ployed in them are estimable, conscientious 
people who, in the face of most discourag- 
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ing conditions, are performing extremely 
delicate and difficult tasks wich devotion and, 
in most instances, with remarkable capa- 
bility. Consideration should be given to the 
return to their families and the communities, 
recovered or sufficiently improved, of half 
the patients admitted to the hospitals; alsc 
to the treatment to which many patients 
were subjected before their admission, or 
before hospitals for the mentally ill were 
established. 

It is evidently intended that the national 
mental health program should be a coopera- 
tive rather than an independent undertaking. 
There is little that is mandatory in the Act. 
The Surgeon General of the Public Health 
Service, in his remarks at a hearing, said: 
“T am in agreement with the mental health- 
authorities who see as a solution of these 
problems an over-all national mental health 
program, sponsored by the Federal Govern- 
ment—but requiring for its fulfillment the 
concentrated effort of state and local gov- 
ernments, and private institutions and in- 
dividuals.” This may be regarded as a chal- 
lenge and a plea. The solution of mental 
health problems is a long-term undertaking 
and by no means simple. The assumption 
by the national government of participation 
in the problem on a national scale, in no 
degree diminishes the responsibilities of the 
state and local authorities. It continues to 
be the duty and privilege of the pecple of the 
states and the local communzities to make 
adequate provision for the treatment of their 
mentally ill. No aid for this surpose should 
be necessary from the Federal Government, 
except for states in which the population is 
manifestly unable to bear the great expense. 
The passage of the National Mental Health 
Act emphasizes, however, the universally 
recognized need for a revision of the mental 
health policy and program of the states and 
their local subdivisions, and the accomplish- 
ment, without delay, of the much needed and 
long neglected improvement of the mental 
hospitals, and of the procedures and practices 
to which the mentally ill are subjected in 
obtaining access to them. This advancement 
is the most important contribution that could 
be made toward taking full advantage of the 
service to the mental health of the people of 
the country obtainable by cooperation in the 
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administration of the national mental health 
program. Only by making the hospitals more 
adequate can the antipathy of the public and 
the reluctance with which psychiatric service 
is accepted be overcome. Nor does experi- 
ence indicate that the much needed psychi- 
atric service, for which provision 1s made at 
some of the general hospitals, will relieve the 
necessity ior the great public mental hospi- 
tals. Mental illnesses which require hospital 
treatment are, in most instances, protracted, 
and require longer periods and a more highly 
organized and extensive provision for treat- 
ment than can be properly undertaken by an 
urban general hospital. The enlightenment 
and support of the general public must be 
gained in order to improve the public pro- 
vision for the mentally ill, and cooperation in 
the public education program contemplated 
by the Public Health Service provides means 
of accomplishing this. 

The passage of the National Mental 
Heaith Act places a particular responsibility 
and opportunity before the well qualified psy- 
chiatrists of the country, individually and 
through their institutions and organizations. 
In relation to the expanding needs, the num- 
ber of these psychiatrists is far too small. 
Their active interest and participation in the 
national mental health program, especially 
in its relations with the states and with edu- 
cational and research undertakings, will con- 
tribute much to-sound development. The 
very difficulties and problems which the na- 
tional mental health program is designed to 
overcome will prove troublesome in obtain- 
ing the qualified personnel and favorable 
conditions needed. for the inauguration and 
effective operation of the program. Nor does 
the record of the Federal Government in 
mental health administration indicate that, 
any more than the states, it can be depended 
upon to furnish model demonstrations and 
examples, or effective support to the ad- 
ministration of the program. This is illus- 
trated by a recent reference to St. Elizabeth’s 
Hospital in the Journal of the American 
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Medical Association. This hospital is out- 
standing for service and for educational and 
scientific activities, and is designated in the 
Mental Health Act as the hospital which will 
have close relations with the new National 
Mental Health Institute. According to the 
Journal reference, however, it is, by reason 
of a change in its administrative organization 
by which it is deprived of its board of 
trustees of which the Surgeons General of 
the Army, Navy, and Public Health Service, 
and prominent citizens of the District of 
Columbia, were members, in danger of being 
changed “from one of the nation’s leading 
mental hospitals to just an ordinary county 
insane asylum.” It should be realized also 
that the demand for psychiatric service is 
now so pressing that, in the present state of ' 
psychiatric education, psychiatry in general 
medical practice, and the understanding of 
mental illness and its treatment by the public, 
the temptation, and even the necessity in 
some instances, of accepting compromises 
and inferior standards is very great. It is 
also necessary to evaluate and discriminate 
among the paths along which psychiatric 
thought and practice are advancing. Psy- 
chiatry was formerly referred to as the Cin- 
derella or stepchild of medicine. Now she 
is being given full status in the family circle. 
General medicine, however, seems reluctant 
to include with the stepchild, responsibility 
for the “central problem of psychiatry,” and 
camouflages the identity of the child by 
means of new names and formulations. The 
psychiatrists of the country and their institu- 
tions and organizations, notably The Ameri- 
can Psychiatric Association, can render a 
valuable service by participating and cooper- 
ating actively in the maintenance of sound 
psychiatric principles and standards, and in 
enabling the existing mental health agencies 
and their staffs to have the place in the na- 
tional mental health program for which their 
great experience and organized resources 
eminently qualify them. 
Wm. L. Russety, M. D. 


“IT CAN'T HAPPEN HERE!” 


The care of the mentally ill has from the 
beginning been considered a proper function 
of the state. Some states, to be sure, have 


discharged this responsibility poorly ; appro- 
priations kave been niggardly; and partisan 
politics has not infrequently outweighed the 
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welfare of the patients. The average has 
been none too high, and only a few states 
have been outstanding in enlightened and 
scientific dealing with mental illness in keep- 
ing with the practices of modern medicine. 

There are those who have cried aloud for 
Federal aid and control, on the assumption 
that the Federal government is possessed 
not only of greater funds but of greater wis- 
dom and a greater willingness to utilize 
medical advice on medical problems. Is the 
‘latter assumption valid? Recent develop- 
ments in Washington warrant skepticism. 

Saint Elizabeths Hospital, established by 
Dorothea Lynde Dix in 1855 for the care of 
psychiatric cases from the Army and Navy, 
has long been recognized as a leader in its 
field. Its standards of care have been high, 
and its civilian atmosphere has been an ad- 
vantage in dealing with military patients, 
being reflected in a high recovery rate, Dur- 
ing World War II, over 5600 Naval person- 
. nel passed through it as patients, a large 
majority being discharged as recovered. 

In the Spring of 1945, the powerful Bu- 
reau of the Budget, as represented by one 
of its lesser luminaries, concluded, without 
medical advice, without consultation with 
either the Navy or the hospital, and solely 
by virtue of its own omniscience, that the 
institution should be reduced in size; the 
simplest way, it concluded, was to stop Naval 
admissions and have the ex-service patients 
removed. Letters were prepared for the 
President’s signature, and signed and dis- 
patched, instructing the Navy to send its pa- 
tients elsewhere and directing the Federal 
Security Agency to arrange with the Vet- 
erans’ Administration ta have eligible ser- 
vicemen removed to veterans’ hospitals. 

In a press interview shortly thereafter, 
The Director of the Budget is reported to 
have said, “We simply feel on the basis of 
what we know about the development of 
mental hospitals in this country that Saint 
Elizabeths cannot continue to increase in- 
definitely, and we feel it’s plenty large 
enough.” Asked where the Navy should care 
for its psychotics, he replied “We weren’t 
concerned about that.” Whether the Navy 
load would fall as the fighting ceased, 
whether the Naval patients would be as well 
or conveniently cared for, whether the radi- 
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cal change would be good or bad for the hos- 
pital—these considerations were of no mo- 
ment. The budgeteers know all! Eminent 
experts called in by the Navy and by the 
Federal Security Agency advised against a 
change in policy, but the Budget decisions 
are like the laws of the Medes and Persians. 

The step which might have been reversed 
so long as it remained a presidential “direc- 
tive,” was made more nearly irrevocable 
when the President embodied the change in 
Reorganization Plan Number Three on May 
16. The American Psychiatric Association, 
through its Council, official:y opbosed the 
change, and Drs. Whitehorn and Chapman 
presented to the Committees of the House 
and Senate strong reasons why the legisla- 
tion should not be enacted. The House, in- 
deed, thanks largely to a physician member, 
Dr. Walter Judd of Minneapoiis, over- 
whelmingly voted down the proposal; but 
the Senate, despite Senator Ferguson’s 
strong opposition, passed the Plan by a mar- 
gin of only seven votes. As the veto of both 
houses was necessary to prevent passage, 
the plan became law. The Navy will here- 
after use the Public Health Service Hospital 
at Fort Worth, Texas, reimbursing the 
Public Health Service at a rate slightly more 
than twice the 1946 per capita rate of Saint 
Elizabeths Hospital. 

The point at issue is not primarily whether 
the Navy patients will be betzer, or as well, 
cared for at Fort Worth. That hospital, lo- 
cated several miles from the city and far 
from medical centers, was plenned for non- 
psychotic drug addicts, and it is relatively in- 


_accessible except by air to either the west or 


east coast. The Navy group, too, will not 
have the benefit of association with civilian 
patients or with the traditions of an institu- 
tion which for nearly a century has dealt 
with millitary end civilian psychotics in a 
more than satisfactory way. The most seri- 
ous aspect of the situation is the readiness 
of-the Federal government, through a non- 
medical bureau, and without even medical 
advice, to make a radical change in medical 
procedures without consultation with the 
medical authorities involved and without 
primary regard for the welfare of the men- 


tally ill wards of the government. 


It can happen here! 
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THE PROGRAM FOR THE 1947 MEETING 


This statement by the Committee on Pro- 
gram is addressed to all the members of our 
Asscciation regardless of whether they wish 
to be represented on the program or are, at 
present, certain of attending the meeting. 
The committee hopes most sincerely that 
the present statement will actually be read 
by all the members. Each year at about this 
time, the committee issues a statement which 
is published in the JourRNaL. Just what the 
fate of these statements ultimately turns out 
to be and to what extent they reach the 
membership is something that we have no 
way of estimating. Judging by the inquiries 
that the chairman has received in previous 
years long after the statements were pub- 
lished, it would seem that a large proportion 
of the members has not even been aware ot 
the fact that such a statement has been pub- 
lished. It is different this year, and we wish 
to stress the fact that all the members must 
be acquainted with the plans that the Pro- 
gram Committee is organizing this year. 
Most of vou will remember that on Wednes- 
day of the 1946 meeting at a session arranged 
for the whole Association, the question of 
more active participation by the membership 
at large was taken up; and the Program 


Cormittee was instructed to cooperate with- 


the special Re-organization Committee in 
attempting to make such general participa- 
tion possible. Earlier this fall a meeting 
‘was held between representatives of the Pro- 
gram Committee and of the special com- 
mittee, and a tentative plan was worked out 
which is to be presented to the Program 
Committee as a whole when it ‘meets in Mid- 
December and then to the Council for their 
approval. This plan calls for extending the 
duration of the 1947 meeting to 5 whole cays. 
One day and a half of this period will be set 
aside for meetings in which the entire mem- 
' bership will participate. We wish to em- 
phasize the term “participate” for the subjects 
to be discussed will be those in which all 
members are interested; and in order to 
reach conclusions that are actually represen- 


422 


tative of the needs and attitudes of our mem- 
bers, it is of the utmost importance that all 
of you have an opportunity to express your 
views on these subjects. Such matters as 
public relationships, medical education, per- 
sonal interrelationships, hospital administra- 
tion, social and legal aspects of psychiatry, 
and so forth, should be freely discussed, not 
on the basis of presentations of papers by a 
few selected speakers, but through a general 
discussion from the floor. Whatever con- 
clusions will be reached at that time should 
actually represent the opinions of the ma- 
jority and not isolated ideas of a few 
members, 

The rest of the time will be given over to 
the usual proceedings of the Association, a 
major portion of the time being taken up by 
the presentation of scientific material. Ob- 
viously, this will afford somewhat less time 
than usual for the scientific papers and, 
therefore, the committee urges very seriously 
that all those members who wish to submit 
scientific papers be sure to send in their 
abstracts to the chairman or any other mem- 
ber of the Program Committee as soon as 
possible and before the first of December. 
We will, of course, decide on the presenta- 
tion ‘of the papers both on the basis of the 
importance of the material presented and 
the timeliness of the subject discussed. We 
can all agree that at the present time certain 
subjects stand out as of particular im- 
portance to the Association and society in 
general. The problem of extramural and 
particularly out-patient psychiatry, the sub- 
ject of veteran rehabilitation, the rôle that 
psychiatry should play in medical education, 
the present day status of certain therapeutic 
procedures, and research investigations into 
the causes and nature of personality dis- 
turbances are just a few examples of the 
type of material that should be given priority 
at this meeting. ; 

At the Mid-December meeting of the Pro- 
gram Committee, we should have most of the 
requests for presentation of papers so that 
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we can come to a preliminary decision as to 
the composition of the program. Some few 
papers may be accepted after that if there is 
a place on the program, but chances are that 
such places will not be too numerous. The 
abstracts that we wish to have at this time 
need not be final. On the other hand, they 
must be fairly representative of the general 
trend of the paper so as to afford the Pro- 
gram Committee a good basis for evaluating 
the paper. The abstract should consist of one 


to two typewritten pages and need not in- 


clude exact results or conclusions, Directly 
after the meeting, the chairman of the Pro- 
gram Committee will communicate with the 
authors of the papers concerning the decision 
that has been reached by the committee. 
WrLrramĮm Maramun, M. D., 
Chairman, Program Committee. 


RESIDENCY IN NEUROPSYCHIATRY, VET- 
ERANS ADMINISTRATION, Los ANGELES.— 
The resident training program in neuropsy- 
chiatry at the Veterans Administration Cen- 
ter began August 15, 1946. The program is 
designed to prepare the resident for the ex- 
amination of the American Board of Psychi- 
atry and Neurology. Faculty members of the 
medical schools of University of Southern 
California and College of Medical Evangel- 
ists are participating and the program in- 
cludes courses in psychopathology, clinical 
psychiatry, neuropathology and clinical neu- 
rology, together with staff conferences and 
ward rounds with consultants. 

Vacancies are available for veterans who 
desire specialized training in neuropsychi- 
atry. Address all inquiries to Dr. Samuel D. 
Ingham, Chairman of the Deans’ Subcom- 
mittee on Neuropsychiatry, 727 West 
Seventh Street, Los Angeles 14, California; 
or to the Director of Clinical Psychiatry, 
Neuropsychiatric Hospital, Veterans Ad- 
ministration Center, Los Angeles 25, Cali- 
fornia. 


NortH Paciric SOCIETY or NEUROLOGY 
AND PSyYCHIATRY.—The annual meeting of 
the Society was held in Portland, Oregon, 
September 20-21, 1946. The scientific pro- 
gram was divided into two sessions on both 
days. The second day the entire group 
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motored to Timberline Lodge on Mt. Hood. 
There, following the scientific sessions, a 
very enjoyable social evening was spent. 
There were two highlights of the meeting: 
first, a panel discussion on “Recent Advances 
in the Convulsive Disorders” ; second, a paper 
by Dr. Kenneth Swan, professor of ophthal- 
mology at the University of Oregon Medi- 
cal School, on “Contemporary Concepts of 
Papilledema.” 

Officers for the coming year are: Presi- 
dent, Dr. Ralph M. Stolzheise, Seattle, 
Washington; Vice-President, Dr. Frank 
Turnbull, Vancouver, B. C.; Secretery-Trea- 
surer, Dr. Herman A. Dickel, Portland, 
Oregon. The three members of the Execu- 
tive Committee are: Dr. H. Ryle Lewis of 
Spokane, Washington; Dr. Gordon Hutton, 
Vancouver, B. C.; Dr. Merle Margason of 
Portland, Oregon. 

The next meeting of the Society will be in 
Seattle late in March, 1947. 


News Letrer.— President Hamilton draws 
the attention of the membership to the fact 
that the Executive Committee has under 
immediate consideration a subject that was 
raised at the last meeting of the Association, 
namely the publication of a news letter in 
addition to the JournaL. Comments from _ 
our membership to any of the five committee- 
men at this moment will be most timely, and 
most welcome. 


PENNSYLVANIA PSYCHIATRIC SocleTy.— 
At the eighth annual dinner meeting of the 
Pennsylvania Psychiatric Society which took 
place at The Barclay, in Philadelphia, Oc- 
tober 10, 1946, former U. S. Supreme Court 
Justice Owen J. Roberts spoke on “What 
the Layman Can Do About Mental Illness.” 

The following officers were elected to serve 
for the year 1946-1947: President, Charles 
H. Henninger, M.D., Pittsburgh; Presi- 
dent-Elect, LeRoy M. A. Maeder, M. D., 
Philadelphia ; Secretary-Treasurer, Philip Q. 
Roche, M. D., Philadelphia. 

Councillors—For two years: Samuel B. 
Hadden, M.D., Philadelphia; Harold L. 
Mitchell, M.D., Pittsburgh; Howard K. 
Petry, M.D., Harrisburg. For one year: 
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Bernard J. Alpers, M.D., Philadelphia; 
Kenneth E. Appel, M.D., Philadelphia; 


Thomas A. Rutherford, M. D., Waymart; 
Cornelius C. Wholey, M. D., Pittsburgh. 
Auditors—For three years: Elmer V. 
Eyman, M. D., Philadelphia. For two years: 
Robert J. Phifer, M. D., Woodville. For one 
year: Harry F. Hoffman, M. D., Allentown. 


THE HELEN PUTNAM FELLOWSHIP FOR 
ADVANCED RESEARCH IN GENETICS OR 
MENTAL HEALTH.—Radcliffe College, Cam- 
bridge, Mass., invites applications for this 
fellowship. The Committee on Award would 
be intereszed in receiving nominations imme- 
diately from eligible women scholars who 
have research in progress in the field of 
genetics or of mental health, broadly defined. 
- The fellowship will paya stipend of $2,000 
for a term of eleven months from October 1, 
1947, wita the possibility of a renewal for a 
similar period. All normal laboratory facili- 
ties will be provided to the holder and each 
fellcew will be assigned room and board (at 
cost) in one of the Radcliffe graduate houses 
and will be expected to be in residence dur- 
ing the tenure of the fellowship. 


In general, the committee will limit its 


choice to mature women scholars who have 
gained their doctorate or who possess equiva- 
lent qualifications. Appointments will be 


- limited to those candidates who can submit. 


a plan oi research that is already under way 
and proofs of progress may be required by 
the committee. 

Applications for the award should be sub- 
mitted to Radcliffe College not later than 
April 1, 1947, and the announcement of the 
appointment to the fellowship will be made 
on or about May 1, 1947. Application forms 
mav be secured by addressing: Committee 
on the Helen Putnam Fellowship fer Ad- 
vanced Research, Radcliffe College, Cam- 
bridge 38, Massachusetts. 


THE CENTRAL NEUROPSYCHIATRIC ASso- 
CIATION.—The 25th anniversary meeting of 
the Central Neuropsychiatric Association 
was held in Denver, October 4 and 5, 1946. 
The programs of the Association have always 
been limited to presentations by the members 
in the host city, and an excellent scientific 
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program was presented by the Denver and 
Colorado members and their colleagues. 

The next meeting will be held in Galveston 
in October 1947. Officers elected for the 
coming year are: Dr, Clarence E. Van Epps, 
Iowa City, President; Dr. Jack R. Ewait, 
Galveston, Vice-president; Dr. William C. 
Menninger, Topeka, Secretary-Treasurer ; 
and Dr. A. E. Bennett, Omaha, Counselor. 


Los ANGELES PSYCHIATRIC SERVICE.— 
Applications are being received for the post 
of psychiatric-director for an adult com- 
munity mental hygiene clinic. Applicant must 
be a diplomate in psychiatry and have ad- 
ministrative experience. Salary is in ac- 
cordance with qualifications. For further 
information, apply to the Director, Los An- 
geles Psychiatric Service, 507 South West- 
lake Avenue, Los Angeles 5, Calif. 


mCHOOL PsycuHoLocist, New York Crry. 
Applications are being received for the 
position of school psychologist New York 
City, and must be filed before February 6, 
1947. The week of February 24, 1947, has 
been set aside for written tests and appli- 
cants must meet the eligibility requirements 
unless entitled to an extension under the 
Military Leave Regulations of the Board of 
Education before September 8, 1947. 

Application fee is $4. 25; salary $2,398 
to $4,654 by 14 annual increments condi- 
At the 
present time there is also a cost-of-living 
bonus of $350 per annum. Additional infor- 
mation will be supplied by Mr. Joseph 
Jabionower, Chairman, Committee on Li- 
censes in Child Guidance, Board of Educa- 


tion, 110 Livingston Street, Brooklyn 2, 
N. Y. 


SEVENTH CONFERENCE ON SCIENCE, 
PHILOSOPHY AND Reticion.—The 1946 
conference was held at the University of 
Chicago, September 9-11, 1946. About 60 
papers were presented during the meetings, 
and as in previous years these papers will 
be published later in the annual volume. 

The permanent headquarters of the con- 
ference is at 3080 Broadway, New York 27, 
New York. 
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SOUTHERN PSYCHIATRIC ASSOCIATION.— 
The annual meeting of the Southern Psy- 
chiatric Association was held at the Jeffer- 


son Hotel, Richmond, Virginia, October 7-8, ° 


1946. On: the first day, morning, afternoon 
and evening sessions were held, and on the 
second day, morning and afternoon sessions. 

The excellent record of this society, an 
affiliate of The American Psychiatric Asso- 
ciation, has been due in large part to the 
interest and activity of its organizer, Secre- 
tary-Treasurer Newdigate M. Owensby of 
Atlanta. 


INSTITUTE OF GENERAL SEMANTICS, NEW 
HEADQUARTERS.—The Institute announces 
that it has established new headquarters at 
Lakeville, Connecticut, and that the eighth 
annual winter seminar will be conducted at 
that place December 27, 1946 to January 2, 
1947. 

This removal from Chicago was made 
necessary by the housing and hotel shortages 
in that city which made it difficult for stu- 
dents attending training courses to find living 
accommodation. While the new location is 
temporary, it is possible that it may become 
the permanent home of the Institute. 


CONGRESS OF CORRECTION, DETROIT, 1946. 
—The seventy-sixth annual meeting of the 
American Prison Association was held at the 
Hotel Statler, Detroit, October 4-8, 1946. 
Representatives of the principal American 
prisons were in attendance as well as two 
from Puerto Rico and three from the 
Canadian penitentiary system. General meet- 
ings were held in the mornings and evenings 
and sectional meetings in the afternoons. 
Every aspect of the prison problem seemed 
to be well covered with the exception of the 
psychiatric which was represented by only 
two papers, one by Dr. H. C. Solomon on 
“Understanding the Psychopath” and one 
by Dr. R. H. Felix on “Mental Health 
Approach to Juvenile Delinquency.” Out- 
standing personalities at the congress were 
Edward R. Cass and’ Austin McCormack 
of New York, Sanford Bates of New Jer- 
sey, James V. Bennett of the Federal Prison 
System, Garrett Heyns of Michigan and 
Prof. W. C. Reckless of Ohio State Uni- 


versity and Prof. A. E. Wood of the Uni- 
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versity of Michigan. From a psychiatric 
standpoint, the most interesting session was 
that held on Tuesday afternoon, October 8, 
consisting of a symposium on “Psychiatry 
and the Law” during which representative 
lawyers and some psychiatrists outlined their 
various view-points. It was a bit of a 
disappointment to a prison psychiatrist not 
to hear any contributions or discussions on 
criminal psychiatry from men like Freedman 
or Pescor. Generally speaking, however, the 
papers presented at the congress were inter- 
esting and instructive. In the opinion of this 
reviewer the two finest addresses were given 
by Judge William B. McKesson of Cali- 
fornia on “New Agencies for Treating 
Youth Offenders” and Warden James A. 
Johnston of Alcatraz Penitentiary, on “Prob- 
lems at a Maximum Security Institution.” 


CANADIAN PENAL Concress, WINDSOR, 
1946.—The fourth annual meeting of the 
Canadian Penal Association was held at the 
Prince Edward Hotel, Windsor, Ontario, 
October 6-9, 1946. It was presided ovez 
by Major J. A. Edmison, K. C., executive 
secretary of the Prisoners’ Rehabilitation 
Association. At this meeting the recently 
appointed Commissioner of Canadian Peni- 
tentiaries, Major-General R. B. Gibson out- 
lined his ideas of penitentiary administra- 
tion. The English Borstal System for young 
offenders was described by Rev. R. G. Bur- 
goyne ; penitentiary personnel by Prof. C. W. 
Topping of the University of British Co- 
lumbia; juvenile court procedure by Judge 
F. A. E. Hamilton of Winnipeg; and pro- 
vincial jails and adult reformatories by Dr. 
Harry M. Cassidy and Dr. Jaffray of the 
University of Toronto. Prison chaplain 
problems were outlined by Rev. R. G. For- 
neret of St. Vincent de Paul Penitentiary, 
Montreal and Rev. E. J. Tucker of Toronto. 
The special address at the congress dinner 
on Monday October 7, was delivered bv 
Dr. B. K. Sandwell, editor of “Saturday 
Night.” 


THE ROCKEFELLER FOUNDATION ANNUAL 
REPORT, 1945.—In his report as director of 
the medical sciences, Dr. Alan Gregg says: 
“It is surprising that it has taken so long 
to recognize that the structure of man’s per- 
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sonality is no more indestructible than ‘is 
obviously fragile body. Now that this recog- 
nition has made possible a really scientific 
approach to the problem of human relations, 
it seems more than ever wise to continue sup- 
port for psychiatry.” 

Total appropriations of the Foundation 
during 1¢45 were $11,330,689. Total ap- 
propriations for the medical sciences were 
$1,751,850. 

Support of psychiatry by the Rockefeller 
Foundation was represented by grants dur- 
ing the years as follows: 


1. Washington University (neurophysi- 
GORT eee a oat cones tue oan $ 40,900 
` 2. Karolinski Institute (neurophysiology. 45,000 
3. University of Edinburgh (neurosurgery, 
neurology. psychiatry) 20,750 
4. Harvard Medical School (psychiatry). 112,000 


zse¢s*#@ tee eeeun ¢ g 





5. University of Tennessee (psychiatry).. 15,000 
6. Vanderbilt University School of Medi- 

cime (OS yeniat Y) 2bacecohaoenteeues 15,300 

7, University of Illinois (psychiatry)..... 115,000 
8. American Psychiatric Association (psy- 

chiatric nursing) sisscsrerisiisess 32,900 

9. Columbia University: (psychiatry)..... 24,000 
These grants, running for periods rang- 

ing from 1 to 44 years, total........ $418,750 


MENTAL HYGIENE APPOINTMENTS, OHIO. 
—~The division of mental hygiene, Depart- 
ment of Public Welfare, Ohio, announces 
three recent appointments. Dr. Mark W. 
Garry, formerly director of the tuberculosis 
division ir. the Ohio Department of Health, 
becomes Chief of Tuberculosis and Internal 
Medicine in which capacity he will be in 
charge of tuberculosis control and treat- 
ment in the institutions and will be respon- 
sible for crganizing the medical program in 
mental hospitals. 

Miss Anna T. Lownie, M. A., R. N., has 
been appointed Chief of Nursing Service and 
Education, Prior to joining the Ohio steff, 
Miss Lownie was director of nursing and 
of the Post-graduate School of Psychiatric 
Nursing at Menninger Sanitarium, Topeka. 

Wallace C. Fotheringham, M. A., who was 
a professor at Muskingham College, Ohio, 
has been appointed Chief of Institutional 
Personnel Training, and his major respon- 
sibility is the organization of training courses 
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for psychiatric aides in the institutions of 
the division of mental hygiene. 

Prize Contrest.—The Institute for Re- 
ligious and Social Studies is offering a first 
prize of $2,500 for a manuscript of between 
40,000 and 70,000 words dealing with situa- 
tions involving problems of group adjust- 
ment growing out of those tensions which 
may arise from differences of race, religion, 
nationality or socio-economic interests. The 
author of the second best manuscript will 
be awarded $500. The -closing date of the 
contest will be October 31, 1947. For further 
information write to the Institute for Re- 
ligious and Social Studies Prize Contest, 
3080 Broadway, New York 27, N. Y. 


LASKER AWARDS, 1946.—At the annual 


. meeting of the National Committee for 


Mental Hygiene held in New York on Oc- 
tober 31, 1946, Dr. James R. Angell con- 
ferred a Lasker Award on Dr. W. Horsley 
Gantt, Johns Hopkins School of Medicine, 
Baltimore, for experimental investigation 
into behavior deviation. Dr. Jules Masser- 
man, division of psychiatry, University of 
Chicago, received honorable mention. Rev. 
D. R. Sharpe, President, Ohio Mental Hy- 
giene Association, and Walter Lerch, re- 
porter on the Cleveland Press, were recipi- 
ents of a joint award conferred by Dr. 
Samuel W. Hamilton for their efforts to 
improve hospital care for mental patients. 
Albert Deutsch, feature writer on P. M., 
received honorable mention. 


AMERICAN PHYSICIANS LITERARY GUILD 
Awarp.—At the meeting of the American 
Medical Association in San Francisco in 
July 1946, was formed the American Psy- 
sicians’ Literary Guild, one purpose of which 
is to recognize outstanding literary contri- 
butions by members of the medical pro- 
fession. 

The first prize authorized by the Guild 
has been awarded to Dr. James A. Brussell, 
assistant director Willard (N. Y.) State 
Hospital, for his novel “Buried by Beans.” 
Dr. Brussell also received the Guild’s sec- 
ond and third prizes for his short stories, 
“Time for Marvin” and “College Rackets.” 

Dr. Brussell has been active in the New 
York State hospital service for the past 
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I5 years and served overseas during the 
recent war. 


LECTURES oN MENTAL HYGIENE, PHILA- 
DELPHIA.—The mental hygiene committee 
of the Philadelphia County Medical So- 
ciety conducted a third series of lectures 
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open to the public on the mental hygiene 
of childhood, adolescence, femily and schoal 
relationships. The series consisted of 7 
weekly lectures, commencing November 4. 
1946. As an instrument of public educatior 
these lectures have proved very useful and 
have been exceptionally well attended. 


BOOK REVIEWS 


THe Nevuro.ocis?ts Pornr or View. By I. S. 
Wechsler, M. D. (New York: L. B. Fischer, 
1946.) 


' This book is difficult to review partly because of 
its wide range of subject, but partly also because 
one finds in it, in many matters, a sense of indeci- 
sion. This lack of sureness seems to emerge per- 
haps because the author has not quite determined 
on his mode of attack: will it be sociological, his- 
torical, neurological, or should these clearer roads 
be made less passable by being blocked by Freudian 
neologisms, in order thereby to become psychiatri- 
cally more respectable and up-to-date thorough- 
fares? The essay on “nervousness and the Jew” is 
- a case in point. Here is a sound examination of 
the many factors which have built the Jewish char- 
acter, and produced naturally enough therein a 
paranoid trend, a sense of suspicion of motives, an 
apprehension of danger, an unexpected aggressive- 
ness rooted often in insecurity. Majority pressure 
has made for a sharpening of the sharp Jewish mind 
and has stimulated his genius for industry and 
learning to the point whereby he becomes sourly 
regarded by his non-Jewish competitors. In war- 
time the same sense of urgency is wis a tergo to 
the rest of mankind, but for the Jew, in constant 
minority, there exists forever a sort of war, urging 
him forward to the limit of his physical and mental 
powers. The author speaks of “family closeness” 
also as an agent productive of individual nervous- 
ness, and certainly the matriarchal authority must 
often -etard the maturing processes in the oncoming 
generation, but little is said of the effect of inbreed- 
ing which in every segregated community of which 
we know gives rise to disabling nervous sensitive- 
ness and instability. 

The role played by religious ritual in draining 
away unhappiness out of which obsessions might 
crystallize, is excellently described and phrased but 
the statement that “in the Jew ‘realism’ is exalted 
to the reduction of the ‘ideal’” is not easily under- 
stood especially when regarded through the author’s 
words that the Jew “has never really come to ac- 
cept Death’——-surely the most redoubtable and 
tangibly real fact of Life. Perhaps as a race they 
have been schooled never to take “no” for an 
answer; if there be no way through, there must be 
a way round,—even Death! But is not this very 
refusal a nervous straining after an ideal, a fantasy 
power, which in them is in this book deprecated. 
And a reviewer might be allowed to remember the 
` “God-intoxicated” Spinoza, the poetry of Job and 
St. John, the divine afflatus of Isaiah and Ezekiel, 
the stubborn idealism of Saul of Tarsus, and the 
overwhelming personality of The Ideal Man. As 
has been already suggested this chapter is less 
happy when the straighter avenues are deserted for 
the more involved and circuitous bypaths of psy- 
choanelytic theorizing. These lead to no clear goal 
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of explanation, and treading them in search of 
understanding the causes of anti-Semitism leads 
merely to the author’s conclusion “that anti-Semi- 
tism is a world-neurosis,” a jejune assertion indeed 


which would explain something not understood by 


something entirely un-understandable. 

Indeed throughout the book one finds the author 
constantly taking away with one hand, what he has _ 
given with the other, statements of strength fol- 
lowed by demurrer. We are told that “much that 
passes for modern psychology and psychiatry will 
turn out to be plain gibberish.” Yet Sigmund Freud 
“created a rich vocabulary, almost a whole lan- 
guage; ....if Freud had done nothing but con- 
tribute a rich language,. psychiatry would have 
reason to be very grateful to him.” Now the 
obscurity of much modern psychiatric writing is 
rooted in this invention of new terms for old ideas, 
and such inventions are not to be found only in 
Freudian literature; they buttressed phrenology for 
75 years in the “ast century, which then of fine re- 
pute proved to be the misdirected offspring of Gall, 
another man of distinguished and powerful imagina- 
tion, 

Today the Bar Associations are courageously 
attacking the hydra of lawyers’ jargon which like 
all such growths are really weapons in a conspiracy 
against the public, a secret and priestly tongue. 
Alfred North Whitehead is the most profound 
thinker in our language, admittedly the richest 
tongue ever kncewn; his ideas make stiff thinking 
but his words easy reading. Voltaire, Janet, Locke, 
Berkeley and Hume succeeded in being deeply in- 
telligible in their own languages—and even Plato 
spoke Greek, 

There is here, however, a.good appraisal of 
Freud, as an observer, an innovator with a poet’s 
gift of fantasy, though the reviewer would not agree 
that the “finest concept evolved by him is that of 
sublimation,” but would direct attention rather to 
Freud’s demonstration of the phylogeny of per- 
sonality, to his discovery of the developmental 
stratification of the emotional life. This unifying 
contribution to anthropology and sociology illumi- 
nates psychiatric material and gives intelligible rea- 
sons for dynamic drives apparently unreasonable, 
such as compulsions and phobias and the sneaking 
beliefs or hopes of “magic” which all of us latently 
or blatantly harbour. 

The most rewarding essay in this interesting and 
stimulating book, is that entitled “The Problem of 
mental disorders—the neurologist’s point of view.” 
This is written in wise balance and is earnest, 
eloquent and clear. Possibly its optimism would 
be heightened had the author been able then to 
indicate what we know now of hypothalamic func- 
tion in the control of not only metabolic and au- 
tonomic rhythm, but of its control of emotional 
rhythm as well. This essay was written twelve 
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years ago before the introduction of so-called 
“shock” therapy, with all its implications of the 
balance in unstable equilibrium of the pressor and 
depressor streams of energy. However, the author 
is-seen to look from Pisgah to the land of promise, 
and is contemporaneous by his prophetic adumbra- 
tion. Perhaps less happy is his description of Be- 
haviorism as “the lusty offspring of’ .... the 
work .... “of Pavloff.” The author would, I am 
sure, be the first to agree that that sect is today 
but a memory, hard to recall. However, this book 
shows well-and amply the many coloured rays 
glancing off “the bright shield of expectation” 
which psychiatry carries; it does this the more 
convincingly perhaps if often the author seems here 
and there to contradict his own opinions ;—our 
present embryonic state is by this very fact made 
clearer and deeper and by a subtle ironic humour 
which savours all his writing. 

The Essays on Moses, and on Maimonides the 
Physician, are models of acute interesting writing, 
and the reviewer can from his own observation 
endorse the fine picture drawn of colonization in 
Palestine. 

Medicine has always been called a Learned Pro- 
fession. Much of our writing has made us appear 
more like a union of slick gadgeteers. Here is a 
book to help retrieve our good name, for it is wise, 
erudite, humourous, and interesting; it was White- 
head who has pointed out that the most important 
quality of any proposition is not that it must be 
true, but that it must be interesting and exciting. 

Foster KENNEDY, M.D. 
New York. 


A PSYCHIATRIC PRIMER FOR THE VETERAN'S FAM- 
ILY AND Friends. By Alierxander G. Dumas, 
M.D. and Grace Keen. (Minneapolis: The 
University of Minnesota Press, 1045.) 


This book i written for a lay audience and gives 
an únusually sympathetic and helpful picture of the 
many adjustments that must be made by the physi- 
cally and psychiatrically disabled veteran. It is pre- 
sented as a story of five women, the problems they 
face and to which they adjust upon the return 
of their men. Three large categories of veterans 
are considered: the uninjured, the physically handi- 
capped and the psychiatrically disabled. Wide clini- 
cal data are drawn into the manuscript by way of 
ample illustration of types of handicaps. The ma- 
terial on the physically handicapped is particularly 
well presented and contains valuable advice as to 
the .psychologic handling of such disabled indi- 
viduals. The material on the psychoneuroses is well 
presented for a lay audience but might have con- 
tained somewhat more dynamic interpretation. The 
main handicap of the book is that much of the sub- 
ject matter is presented categorically with little 
documentation as to its source. This gives a some- 
what novelistic quality to a manuscript which is 
otherwise excellent and which should find a large 
audience. - 

Tromas A. C. Renni, M.D, 
Cornell Medical College. 
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EMOTIONAL Prostems or Livinc (Avoiding the 
Neurotic Pattern). By O. Spurgeon English, 
M.D., and Gerald H. J. Pearson, M.C. (New 
York: W. W. Norton & Company, Inc., 1945.) 


This book has been written with painstaking care 
to see that all points are thoroughly elaborated and 
well illustrated by excellent and relevant case, mate- 
rial. It is concerned with the promotion and main- 
tenance of emotional health and balance at all 
age levels. It is psychoanalytic and the authors 
have succeeded in making the text readable and 
understandable. It should be the answer to laymen, 
medical students. physicians and all others who are 
interested in understanding more fully what is 
meant by dynamic psychiatry ani what psychoana- 
lytic teaching has contributed to modern psychiatry. 
The physician and pediatrician may see what consti- 
tutes the average or normal psychosexual develop- 
ment of the individual. The variors levels of 
libidinous development are presented in detail tc 
show that reasonable gratification and a feeling of 
security at each level must be achieved before the 
individual can successfully grow and progress. 
Practical suggestions to ‘assist the parents and the 
growing personality. are given. The problems of 
adolescence, work, and marriage are dealt with in a 
commen-sense fashion. The mental hygiene of adult 
life including retirement and reaction to advancing 
years are presented. The final chapter on treat- 
ment is a concise review of the modern methods of . 
reeducation and psychotherapy. The book is rec- 
ommended to all students of medicine and psy- 
chiatry. 

James H. Watt, M.D, 
New York Hospital-Westchester Divisior. 
White Plains, N. Y. 


THE CLINICAL APPLICATION OF THE RORSCHACH 
Test. Second Edition. By Rath Bochner anc. 
Florence Halpern. (New York: Grune & 
Stratton, 1945.) 


This is a seccnd edition of the book which was 
reviewed in the 1942 issue of this JourNaL. Chap- 
ters have been added with Rorschach records o2 
alcoholics and individuals who fit into the broaé 
category of “behavior problems.” The other chap- 
ters also have been filled out with many new records. 
The book continues to be a brief, easily understand- 
able introduction to the clinica. use of the Ror- 
schach method of personality evaluation. 

The introductory chapters are little changed from 
the previous edition. They cover a description of 
the technique and provide practical information for 
the use of the test. A table of semples of good and 
poor form perception is not included, nor is there 
a list of common and rare details, although refer- 
ence is made to where these may be obtained. These 
are unfortunate omissions, as they are needed, 
particularly by beginners, for practical work with 
the test. 

The variety ol records chosen to illustrate those 
obtained in health and mental disorder is quite rich, 
although some records, particularly among the 
normals and “organic” cases, seem pcorly chosen. 
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However, they should be helpful in demonstrating 
how the test factors are pooled to obtain a picture 
of the personality. The interpretations are usually 
short and tend to be superficial, and the accompany- 
ing case histories seem particularly inadequate. No 
imprcvemer.ts have been made in this regard in the 
second edition, and consequently the book cannot 
lead to any deep appreciation of the Rorschach 
technique, nor is it adequate for advanced werk. 
The additicn of new material, however, helps to 
increase its value as an elementary introduction to 
Rorschach testing. 
LESLIE PHILLIPS, 
Worcester State Hospital, 
Worcester, Mass. 
Younc Man, You Are Norma. Findings from 
a Study of Students. By Earnest Hooton. 
(New York: G. P. Putnam’s Sons, 1945.) 


The concept of normality in medicine in gen- 
eral, in biology and in psychiatry in particular, is 
a difficult though important one; Dr. Hooton acts 
as ghost writer for the staff of the “Grant Study” 
of the department of hygiene of Harvard Uni- 
versity that undertook to study a sample of 268 
normal yorng men. He describes its labors of 
6 years in his well-known, easy going, unassuming 
fashian, and presents this complex score of ma- 
terials in a predigested, and yet most appetizing 
style. It is practically as interesting as a detective 
story, and the style is somewhat reminiscent of 
P. G. Wadehouse. 

The introduction is concerned with the prob- 
lem cf selection of the normals and the criteria 
observed. Initial rough screening was done by 
aptitude tests, medical examination and ‘opinions 
of the deans. The sophomore boys who partici- 
pated gave about 2c hours of their time to exami- 
nations, tests and interviews. The Study, headed 
by Dr. Arlie V. Bock, Professor of Hygiene at 
Harvard University, and supplemented by an in- 
ternist, and anthropologist, a psychologist, a. psy- 
chiatrist, a social worker and a few others, had 
aS an immediate goal the description of the aver- 
age normal young man. 

The first part of the book is specifically dedi- 
cated to a description of this sample of normal 
man, hereafter referred to as the “Grantee,” to 
borrow Dr. Hooton’s term. The main significant 
datum on physical characteristics was that normal 
boys include mostly individuals of the “athletic” 
build. Another section in the first part discusses 
the social and economic background of the sample. 
For instanca, the “Grantees” come, on the whole, 
from familias that have.a larger number of chil- 
dren than is the case with an unselected freshmen 
group. They also came from families with better 
incomes. ‘Their intelligence was studied by Dr. 
Frederick L. Wells, one of the deans of American 
clinical psychology, using a rather heavy, though 
unorthodox battery of psychometric tests, includ- 
ing the Army Alpha, the Rorschach, and even 
such things as vocational interest inventories. In 
all, the “Grantees” do not differ greatly from the 
average coliege group, except from the very im- 
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portant finding that, in every test, except mathe- 
matical attainments, the “Grantees” are less 
variable than an unselected control group. The 
psychiatrists choose the trait approach for the 
description of the personalities. They speak, first, 
of well integrated, incompletely integrated, and 
over-integrated personalities. Then, a second cate- 
gory of traits is labeled “affect,” which is subdi- 
vided into vital, bland and sensitive. In the first 
group they include men who display spontaneous 
force and energy. The bland group is colorless 
and neutral, and the sensitive ones are subtle in 
their thinking, incline to esthetism, which may 
manifest itself as shyness in social behavior. Other 
traits are listed as “unstable autonomic functions,” 
a-social behavior, positive traits, etcetera. 

All the boys were placed into three groups, ac- 
cording to their “soundness rating,” namely: in 
Group A, boys who were thoroughly sound; in 
Group B, those whose personalities seemed to 
exhibit many of the flaws; and in Group C, those 
definitely handicapped by some weakness of per- 
sonality. The only trait that correlated signifi- 
cantly with this “soundness classification,” was that 
of integration. Eighty-three percent in Group A 
were found to be well-integrated, while 44 per- 
cent in Group B, and 52 percent in Group C were 
incompletely integrated. 

In all, it is very difficult to evaluate this part 
of the study, and even Dr. Hooton fails to make 
it quite clear to the reader. For reasons not easy 
to see, we find in the data comforting evidence 
for his favorite bias that there is little or no rela- 
tionship between trait complexes and socio-eco- 
nomic factors of the individual’s background, but 
a strong association between his physical charac- 
teristics and such personality traits. After having 
read and re-read the chapter on the trait approach, 
one wonders if much could not have been improved 
if more attention had been paid to what the Grant 
Study’s neighbor, Dr. Gordon W. Allport, has to 
say about traits. 

The next chapter, on the tastes and activities of 
the “Grantees,” brings out such interesting data 
as that about 23 percent of them attend church 
regularly, and about 4.5 percent deny any affilia- 
tion. A study of the ways and problems of the 
Grant boys reveals that in 43 percent of them 
difficulties in social adjustment were found; in 1 
out of 4, difficulties in family adjustments; and in 
23 percent sexual problems. One wonders just 
where occupational problems would come in in a 
study of average groups of adults. 

The second part of the book is concerned with 
the variety of components in normal youth. Dr. 
Hooton discusses first, problems of physique, sick- 
ness and health in inter-relationship. While Shel- 
don’s somatotypes seem to have been the general 
background for the anthropometric studies, Dr. 
Seltzer decided to focus his study of inter-relation- 
ships mostly upon strengths or weakness in the 
masculine components; the most significant find- 
ing seems to be that normalcy and integration go 
clearly with “strong masculine components.” How- 
ever, the difference is not clearly statistically sig- 
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nificant or, at least, it needs careful analysis. A 
later chapter on the relationships between per- 
sonality, physiology, and health brings forth a 
whole variety of interesting, thought-provoking 
and sometimes: puzzling results, ranging from such 
things as relationship between soundness classifi- 
cation and physical fitness, blood groupings, pulse 
rates, etcetera. It is particularly intriguing to find 
thai, for instance, the so-called “sound boys” were 
considerably less variable in the bloodsugar chances 
than the members of the two other classes in reac- 
tion to an injection of insulin. This becomes par- 
ticularly interesting in view of the fact that almost 
the only thing that can be said definitely about 
bloodsugar levels of schizophrenics, for instance, 
is that there is a greater variability than normal. 

The chapter on interrelationship between per- 
sonality, background, and social capacity is based 
mostly on data obtained by a thorough check on 
the social background of the Grantees. Miss 
Gregory, the social investigator, visited all the 
homes, regardless of how far away they were, 
interviewed the parents, and appraised the family 
situation. In all, it seems that the basic personality 
group seems to be more reasonably related to the 
character of the parent’s marriage than anything 
else, but the more specialized individual traits 
seem to be independent of this particular home 
factor. However, again the statistics do not seem 
to show significant difference. Then follow chap- 
ters on personality, intelligence, social backgrounds, 
and on differentiation by religious affiliation, all 
centaining data difficult to interpret. To these be- 
long such findings as that the Jewish subgroup is 
considerably more mesomorphic than the total 
series; or that the Catholic subseries exceeds the 
total series in soundness rating, is strong in vital 
affect, mood fluctuation, and includes well inte- 
grated, basic personalities, in performance on Alpha 
verbal tests. 

The third part of the book is concerned with 
cenclusions and speculations, and discusses the 
course of the “Grantee” in the years following 
the study in relation to wartime problems. One 
of the most hopeful results seems to be that the 
ability of the man to adjust himself, could, to a 
considerable degree, be predicted from the. per- 
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sonality traits manifested while in college. The 
final chapter is concerned with a discussion oz 
different types of normal young men, and a gen- 
eral appraisal of the achievement of the study. 
One can only heartily agree with Dr. Hooton tha. 
while much remains problematic, the Grant study 
has been remarkably successful in its primary ob- 
ject to describe personalities, physiques, and be- 
haviors of a group of normal voung men. 

To the reviewer, two things seem to be particu- 
larly outstanding. One is the general impression 
that one of the most reliable differences between 
“normals” and “abnormals” which can be found 
is the fact that abnormals tend to shew a greater 
variability, by almost any measure one may choose, 
as compared to normals. This study shows this 
to be true for variability in intelligence scores, 
in breathing, insulin tolerance and body build, for 
example. 

The Grant study adds a modern, very important, 
chapter to the general problem of normality. Much 
of the work is thought provoking, but speculative 
and frequently statistically insignificant. However, 
in all it must be happily stated that it seems to 
prove that now experts in human engineering are 
able to select “normal” people, can describe them 
and understand them in meaningful, well-defined 
terms; they are able to differentiate groups within 
the normal group in a way that in turn may have 
a bearing on the distinctly pathological groups. 
Furthermore, and most important, on the basis of 
the data obtained, they are able to make reliable 
predictions or prognosis. 

The results are encouraging enough to suggest 
that similar studies with similar methods should 
be applied to even larger groups, possibly as rou- 
tine procedure in a college, to validate and increase 
the knowledge gained so far. 

Dr. Hooton ceserves great credit for rendering 
an account of a most complex, difficult and im- 
portant study; it is his particular gift to make 
this book easy, pleasant and most stimulating read- 


- ing, It is recommended to all concerned with prob- 


lems of homo sapiens. 
Leorotp BeELLAK, M.D., 
Saint Elizabeths Hospital, 
Washington, D. C 


IN MEMORIAM 


NORMAN GRANT TUFFORD 
1896-1946 | 


In the passing of Dr. Norman Grant Tuf- 
ford, August roth, 1946, in Eskilstuna, 
Sweden, our Detroit community.has lost a 
fine man, a friendly man. “Norm” is held in 
affectionate regard by all of us-who have 
known him. His sincere pursuit of the truth 
and his sustained interest in human better- 
ment have endeared him to us. A humanely 
independent thinker, his capacity to give 
freely of his attention and interest has been 
a source of strength to all who have worked 
with him. 

Dr. Tufford was born September 23, 1896, 
in Aylmer, Ontario, Canada. He volun- 
teered for service and served in the Canadian 
Army in World War I. He attended Kahki 
College, Leeds University, England, gracu- 
ating in 1919. He received his medical de- 
gree from the University of Toronto Medical 
College in 1923. Following his rotating in- 
ternship at Harper Hospital he trained in 
the Henry Ford Hospital, division of neuro- 
psychiatry, from 1924 to 1927. He steadily 
maintained his interest in scientific advance- 
ment in his profession. From 1934 to 1937 
he secured his professional psychoanalytic 
training under the auspices of the British 
Psycho-analytic Society in London. He 
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began his practice of psychiatry and neu- 
rology in Michigan in 1924. He was a resi- 
dence staff member of the neuropsychiatric 
division of the Henry Ford Hospital for 
three years, neurologist of the Children’s 
Free Hospital of Michigan for six years, 
and associate neurologist and lecturer in 
clinical neurology at the Detroit Receiving 
Hospital. 

In addition to his participation in the 
scientific activities of his professional organi- 
zations, Dr. Tufford carried forward other 
intensive interests. A loyal American, one 
could sense in him many valuable contribu- 
tions of the English gentleman to our Ameri- 
can culture. “Norm” did many things excep- 
tionally well. He was a good sportsman. He 
loved to follow his games in the correct way. 
His nice collections of art, books and an- 
tiques, attest his good taste. He had a work- 
shop in his home and loved to make things. 
Perhaps we can best indicate our great sense 
of loss in his death in observing our having to 
put aside again and again the wistful feeling 
that comes to us that he is not gone from us. 
We extend our deepest sympathies to his 
family. 

Joun M. Dorsey, M.D. 
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LETTER FROM FRANCE * 


My DEAR COLLEAGUE: 


Much time has passed since you have had 
news of French psychiatry. It is for me a 
great honor to revive in this JOURNAL an 
ancient tradition. Like my predecessors I 
shall try to bring to you as faithfully and 
simply as possible the pee of the works that 
I now report. 


During the past six years living conditions 
for most of us have been such that it might 
well have been feared that all activity would 
cease. Numerous members of our profession 
were deported, two at least did not return: 
Professors Levy-Valensi, department of psy- 
chiatry of the Faculty of Paris, and Dide of 
Toulouse. Others have lived in hiding and 
complete isolation. Still others have been 
casualties of war, for example, Madame 
Lecomte-Lorsignol, who while carrying her 
fifth child was killed at Rouen. Many hos- 
pitals had to be evacuated and set up again 
in remote places wherever fortune favored. 
Everything needful for the care of patients 
was lacking, at first even food and medicine, 


especially insulin. Eventually the scarcity: 


of clinical material and of experimental ani- 
mals forced the laboratories to close. The 
existence of the line of demarkation between 
the occupied and unoccupied zones, the ne- 
cessity of obtaining permits, the paucity and 
overcrowding of trains, made access to the 
large centres, including Paris, very difficult 
for most persons; and in consequence of the 
black-out, the alerts, the scarcity of public 
means of transport and the ban on privately 
owned cars, attendance at meetings of the 
Medico-Psychological Society was greatly 
restricted. Despite all this each one in his 
retirement, even enforced isolation, worked 
on by himself. 

If the results of these labors have seen the 
light of day, it is primarily due to the efforts 
of the Editor-in-chief of the Annales Medico- 
Psychologiques. Dr. René Charpentier, 
whose foresight and planning, including a 


* This review, written early in 1946, does not 
cover articles appearing after Dec. 31, 1945. 


change of publisher in order to aveid the re- 
strictions of the northern zone, made it pos- 
sible to publish the 1940-45 volumes of the 
Annales, with the number of pages reduced 
hardly one-half, as comparec with the pre- 
ceding five years of peace.* 

In 1943, to celebrate the centenary of the 
Annales, Dr. Charpentier achieved the tour 
de force of publishing a-volume of 400 pages 
devoted entirely to the relations of psychia- 
try and connected disciplines (neurology, 
biology, endocrinology, psychology, etc.). 
The various publishers also succeeded in 
bringing out several volumes demonstrating 
flawless bookmaking.? Finally, the Congress 
of French Alienists and Neurologists was 
able to hold a meeting at Montpellier in 
1942, at which the physicians from the two 
zones were united for the first time in three 
years.® 

I have reviewed the existing material, but 
the number and variety of the contributions 
are such, from pure psychopathology to tera- 
tology and anatomo-clinical subjects, not to 
speak of the clinical curiosities, that it would 
hardly be possible to report them without 
expanding my letter into a cazalogue. I have 
preferred. to select somewhat arbitrarily cer- 
tain themes and to dwell a little more fully 
upon these. 


REACTIVE CONDITIONS 
(Pathologie de circonstance) 


The exodus of 1940 multiplied the emo- 
tional psychoses. Caron, Chazagnon, Hlecaen 
and Daumezon, notably, repcrted cases dur- 
ing the following year, some of which were 
particularly tragic. Another phenomenon 
also engaged the attention of our colleagues, 
namely pathological alcoholism. During the 
“phoney war” of 1939-40 it was a dominant 
problem in military psychiatry. From 1941 


1 For comparison be it noted that many medical 
journals ceased publication altogether and that 
others had to be reduced to one-fifth of their pre- 
war volume. 

2 See bibliography terminating this article. 

3 See bibliography. 
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onward, the scarcity of alcoholic beverages 
and their high prices imposed quite effec- 
tively an era of prohibition.* 

In consequence the number of annual hos- 
pital admissions fell to one-half or even one- 
third of the usual figure (Gourion). At the 
same time there was noted an extreme sensi- 
tivity to minimal doses of alcohol on the part 
of the severely undernourished, and particu- 
larly among the repatriates (Bachet). 

But hospital populations were not reduced 
alone by fewer admissions; food shortage 
also played its part. In 1942 Caron, Daune- 
zon and Leculier noted in their hospital, 
although situated in an agricultural region, 
a death rate increase of 305 percent above 
the average figure of recent years. The sen- 
sitivity of mental patients to malnutrition has 
proved to be much greater than that of other 
categories of the population. A high inci- 
dence of pulmonary tuberculosis has been 
noted (Bourgeois Vié and collaborators; Le- 
Page, Caron, Daumezon and Leculier). The 
bone lesions described after World War I 


by Looser and by Milkman in Austria, have — 


again been reported (Chatagnon and Ma- 
don). Especially noteworthy has been a form 
of cachexia with oedema, becoming general- 
ized, and of such intensity that at Nancy, 
Hamel, Meignant and Miss Munier ob- 
served 166 cases with 145 deaths among 500 
internees. Similar cases have been reported 
by Abely, Adam, Bessiere, Brisson and 
Talairach, Chatagnon, Dublineau and Bon- 
afé, and by Montassut, Durand and Ripart, 
Sivadon and Quiron, The most complete 
study has been made by Baruk and H. Gou- 
nelle. In the first stage one finds colitis, with 
diarrhoea and gastric dilatation; in the ag- 
gravated second stage oedema appears, ac- 
companied by intractable diarrhoea and 
sometimes by signs of pellagra., There fol- 
lows rapid muscular wasting, with stupor, 
and death in coma terminates the scene. 
After considering the possibility of various 
vitamin deficiencies, particularly the lack of 
-vitamin PP, and excess of fluid from a pre- 
dominantly leguminous diet (during 1942 
mainly rutabagas and artichokes, hitherto 


4 Unfortunately, existing legislation, backed by 
the voting power of the dealers in alcoholic bev- 
erages, seems unlikely to guarantee maintenance of 
this situation. 
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used as fodder for cattle), most authors 
have inclined to the opinion of Dublineau 
and Bonafé, Chatagnon and H. Gounelle that 
this syndrome results from dietary imbalance 
due to lack of animal proteins and lipides. 
The reduction of the blood proteins the 
therapeutic effect of milk, soya and casein 
tend to support this opinion. 

Psychic Anorexia~—At the Congress of 
1942, the psychic anorexias were the subject 
of a report by Cremieux. Particular impor- 
tance had been assigned to this topic because 
too many physicians, following the work of 
Simmonds on hypophyseal cachexia and that 
of Bickel, came to regard even the simple 
forms of psychic anorexia as hypophyseal - 
cachexia. Although the teachings of your 
compatriot Weir Mitchell and of Déjerine 
concerning dietary re-education had carried 
their own evidence, they had lost ground to 
the uncertainties of endocrine therapy, and 
success was thereby compromised. The dis- 
cussion, in which participated Laignel-Lava- 
stine, Porot, Euziére and Bert, Cossa, Noel 
Peron, Carrier, Donnadieu, Heuyer, Giraud, 
Riser, Tapie and Giraud, Janbon, Chaptal 
and Loubatiere,® indicated the general accep- 
tance of the conclusions of the report, 
namely: There are psychic anorexias in the 
strict sense, mainly of psychogenetic origin, 
and which are to be distinguished from the 
psychic anorexias and sitophobias of psy- 
chotic patients (secondary to the mental dis- 
turbance). There are forms of emaciation 
and cachexia of endocrine origin. Finally 
there are transitional forms. However the 
true psychic anorexias are vastly more fre- 
quent than hypophyseal cachexias. They 
yield to supervised dietary re-education 7 
(N. Peron) ; and clinical and biological tests 
for hypophyseal insufficiency have been neg- 
ative (preceding menstrual troubles; hyper- 
cholesterolemia in spite of jaundice; wide 
variation between hyperglycemic levels in- 


5 Who had succeeded in obtaining an extremely 
active hypophyseal extract, the production of which 
was rendered impossible by existing conditions. 

€ Cf. a striking case of Simmonds cachexia re- 
ported by Brissot and Froidefond, resulting from 
lodgement of a projectile in the sella turcica. 

T Perhaps less strictly true today. After five 
years of serious food shortage the psychic anorexias 
that we now see do not react so well to supervised 
realimentation. 
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duced intravenously and orally) Even if 
psychic anorexia presents a hypophyseal 
component ê it is good practice to proceed as 
if the syndrome were entirely psychogenetic 
and to institute the classical Weir Mitchell- 
Déjerine treatment with the least possible 
delay.® 


BIOLOGICAL SHOCK TREATMENTS 


In 1940 H. Claude*® and Rubenovitch 
made a detailed study of the biological thera- 
pies of mental disorders; and in 1945 the 
subject was dealt with in a book by the pres- 
ent writer. These treatment methods were 
also under consideration at the Geneva- 
Lausanne Congress of Alienists and Neurol- 
ogists in July 1946. | 

1. Insulin. In 1940 a few centres in 
France were equipped to apply Sakel’s 
method. The subsequent scarcity of insulin 
curtailed scientific work in this field. In a 
series of teports on 140 schizophrenics regu- 
larly followed up, P. Cossa and H. Bougeant 
emphasize the thoroughness of treatment 
necessary—at least 50 shocks with an hour 
of coma. Of cases so treated they estimate 
40 percent of complete remissions. In agree- 
ment with other observers they note the 
greater prospect of recovery in recent cases 
(duration under six months), with complete 
remission in 60 percent. In this follow up 
they found that not more than ro percent of 
treated cases whose remissions had lasted 
six months tended to relapse. 

On the experimental side, J. Delay * with 
A. Soulairac and Miss Jouannais have noted, 
in the course of shock, parallel with the 
hypoglycemia a decrease in the alkali reserve 
and of blood chlorides, an increase of serum 
proteins, lipides and potassium without ap- 
preciable variation of calcium, also a reduc- 


tion in the number of leucocytes with shift ` 


8 Such component, hypophyseal or diencephalo- 
hypophyseal, may be primary (slight constitutional 
insufficiency, facilitating the anorexic reaction to 
mental disturbance); or secondary to hypophyseal 
inanition. l 

® Cornil, Schachter and Vague have reviewed the 
clinical and physiopathological problem of the 
emaciation states (a volume of 232 pp. Masson, 
publisher). l 

10 Professor Henri Claude died in 1945. 

11 Recently appointed at the age of 38, professor 
of clinical neuropsychiatry at Paris. 
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of the Arneth index to the left. Cossa ard 
Bougeant, finding in 1939 that insulin shock 
is accompanied by intracranial hypertension, 
demonstrated on animals that this phenome- 
non is due to massive oedema cf the cere- 
brum, cerebellum and brain stem,?? at first 
perivascular, then pericellular, finally im- 


‘terstitial, The curative value of insulin coma 


they attribute to this oedema, a veritable 
lymphoid bath, which enhances enormousty 
the physiological drainage of metabolic wasie 
products from the nervous tissue. J. Delay 
and Miss Moreau have since corfirmed tke 
independence of the state of consciousness cZ 
the blood sugar level, and also the existence 
of the increased intracranial pressure. They 
demonstrated a secondary hypotension. 

The curious complication—prolonge= 
coma—has received attention, particularly by 
Abely, P. Cossa, R. Agid and Dalaize put- 
lished a remarkable case of coma lasting tw> 
months and ending in death. During thes 
period the patient presented three successive 
stages, corresponding to levels oz the cere- 
brospinal axis; quadriplegic flexed contrac- 
tures, decerebration, decortication. 

2, Cardiazol has been the subject of very 
few reports, having rapidly given way tœ 
electroshock, a method more readily cor- 
trolled and less painful for the patient. Bor- 
denat, Porot and Leonardon sought to use 
the drug as a test of convulsive potential. 

3. Electroshock. This therapeutic method 
has enjoyed great popularity because of the 
ease of its application and its apparent harn 
lessness.1* Cerletti’s original contribution 
dates from the congress at Copenhagen, July 
1939. In 1940, despite the war, an article by 
Plichet made it known in France and La 
marche, DeBeaulieu and Estienne published 
the first reports of results in our country. 

(a) Apparaius.—The first work was donz 


12 Pulmonary oedema of similar nature accorr- 
panies the cerebral oedema. 

13 V, studies by Balvet, Chaurard and Tus 
quelles; Binois; Brousseau, Cazalis and Laubry; 
Cornil and collaborators; Cossa and Bougeant; 
Daumezon and Cassas; Delay and collaborators; 
Delmas-Marsalet and collaborators; Doussinet and 
Elizabeth Jacob; Forel, Feuillade; Guiraud and 
collaborators; Heuyer, Bour and Fild; Hyvert; 
Lamarche, DeBeaulieu and Estienne; Montassct 
and collaborators; Martimor and Morin; Michaux 
and Tison; Plichet; Rondepierre and Lapipe; 
Quercy ; Tison. 
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with a Swiss machine or with whatever 
equipment could be put together. Soon 
however, two French machines were avail- 
able, that of Delmas-Marsalet and Bramer'e, 
using a pulsating current; and one by Ron- 
depierre and Lapipe, using an alternating 
current. The former had an ingenious de- 
vice to determine the duration of the current 
applied (under 290 volts); it also permits 
the production of non-convulsive shocks 
(electro-absences). More ambitious, Ronde- 
pierre and Lapipe have believed that they 
could establish a physical law of electro- 
shock.4* This law can only be regarded as 
approximate and as lacking the mathematic 
rigor ascribed to it by the authors. It can 
be said that with either of these instruments 
we are able to administer electroshocks 
under favorable technical conditions and 
without the risk of overdosage: 

(b) Results-—There is general agreement 
as to the remarkable efficacy of electroshock 
in frenk and reactive depressions and the in- 
volutional melancholias, Manic attacks react 
well Sut relapse easily and may then require 
insulin. Confusional states respond favor- 
ably, provided toxic-infectious factors have 
been corrected. Non-cyclic states of anxiety 
and hypochondriac reactions do less well. 
In the course of schizophrenia (excepting 


14 By ingeniously introducing a strong metallic 
resistance, these authors measure the resistance of 
the head for a current similar to that used for 
shock but much weaker. On the basis of 1,000 
electroshocks so controlled, they formulated the 
law as follows: For the same individual and for 
a given duration of current, the electrical energy 
required to produce convulsions should be the same 
whatever the resistance. 

It has been objected that the resistance of the 
skull is not equivalent to Ohm resistance. Ronde- 
pierre and Lapipe then registered by the oscillo- 
graph the intensity and voltage used. They estab- 
lished, (1) that I and E remain constant; (2) that 
the angle of incidence is small, with purely Ohm 
resistance. They therefore concluded that Ohm's 
law could be applied and that’ in consequence I and 
E do not vary, and that R remains practically 
constant. But Delmas-Marsalet has observed that 
most of the current furnished by this apparatus 
is absorbed by the extra-cerebral tissues, the smaller 
and solely active part traverses the brain and pro- 
vokes the crisis. We are ignorant of the relation- 
ship of these two portions, and this fact makes 
illusory any absolute determination of the quantity 
of current required. 
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cyclic and confusional forms) convulsive 
therapy serves only to supplement insulin 
therapy. 

(c) Accidents ——Osteo-articular accidents 
occur much less frequently than with cardi- 
azol. They are reported less often in France 
than in the American statistics (perhaps be- 
cause we avoid mechanically restraining the 
patients). Doubtless modifications of tech- 
nique, such as previous curarization, will 
favor the elimination of such accidents. 

Disregarding the rare pulmonary acci- 
dents and the reversible psychic complica- 
tions (the classical amnesia), we turn now 
to the hotly debated question: does convul- 
sive therapy predispose to epilepsy? The 
reported clinical observations are inconclu- 
sive. However, Delay and collaborators, 
Cornil and collaborators have shown that 
patients who have been treated too long by 
electroshock have electroencephalographic 
changes (large slow waves) similar to those 
seen in the subclinical epilepsies. These dis- 
turbances prcbably appear only in predis- 
posed persons, and disappear during the 
weeks following termination of treatment. 
They are a warning that treatment should 
not be extended beyond the twelfth shock 
without making the electroencephalographic 
test. 

(d) Biological Study of Electroshock.— 
The electricaily induced crisis produces a 
series of neurovegetative, humoral and en- 
docrine changes that have been particularly 
studied by Delay and his school. ' 

1, Neurovegetative changes: sinus tachy- 
cardia, preceded or followed by bradycardia, 
sometimes associated with changes in the 
electrocardiogram (Delay and Heim de Bal- 
sac) ; arterial hypertension preceded or fol- 
lowed by hypotension (Delay, Parisot and 
Luquet) ; apnea, relieved by inhalation of 
carbon dioxide; gastric hypersecretion and 
hyperacidity (Delay and Boitelle) ; mydria- 
sis followed by myosis (Delay and Dubar). 
In sum, a short phase of intense excitation 
predominantly vagal, then a definite phase of 
sympathetic excitation, finally a phase of 
slow moderate vagal excitation. 

2. Humoral changes. This aspect of elec- 
troshock has received long and detailed study 


ap 
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by Delay and Soulairac:** definite hyper- 
glycemia following a short phase of hypo- 
glycemia and followed by a long phase of 
hypoglycemia; hyperproteinemia without 
hyperazotemia; hyperlipidemia without hy- 
percholesterolemia; increased blood sodium 
with decreased blood potassium; hypercal- 
cemia and hyperphosphoremia, intracellular 
hyperchloremia without alteration in the 
plasma chlorides; lowering of the alkaline 
concentration by about 20 percent. 

3. Hematological changes: Hyperleuco- 
cytosis with increase of neutrophile poly- 
nuclears (contrary to the findings of Fe- 
lici) ; shift of Arneth’s index at first to the 
right, later to the left. 

Delmas-Marsalet has criticized some of 
these results and has shown that certain of 
the observed changes are not due to the ef- 
fect of the current upon the brain but rather 
to the great expenditure of muscular energy 
during convulsions. In fact Delay and Soul- 
airac have shown that in electro-absences 
without convulsion there is neither hyper- 
proteinemia nor acidosis, but that there is 
alkalosis, hyperglycemia, arterial hyperten- 
sion and significant monocytosis. 

(e) Mode of Action—Delay has summed 
up the known data of the manic and depres- 
sive processes (experimental and neurosur- 
gical data), of the holothymic and noetic ef- 
fects of electroshock, its biological reaction, 
also the fact that the epileptogenic effect of 
electric stimulation persists in the decorti- 
cated animal (Riser). He concludes that the 
primary effect of shock is probably on the 
diencephalon,'® but that the therapeutic ef- 
fect must be attributed to the combination of 
coma, convulsion and neurovegetative and 
humoral shock. 

Developing the matter further, Delmas- 
Marsalet has proposed a psycho-physiologi- 
cal theory of the action of all forms of shock. 
He has called it the “dissolution—recon- 
struction hypothesis.” According to this 
thesis the coma represents dissolution of psy- 


chic activity, and the waking from coma, re- 


15 V, also studies by Montassut, Delaville and 
Miss Sauguet, and by Doussinet and Elizabeth 
Jacob. 

18 The rôle of the diencephalon in psychopathol- 
ogy has been discussed in the Medico-Psychological 
Society by Delay, Guiraud and Lhermitte. 
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construction. Figuratively, one may say thet 
beginning with a given psychic configure- 
tion, dissolution reduces it to scattered frag- 
ments. Reconstruction must make use cf 
these same fragments but according to a new 
plan. This reconstructive phase does nct 
simply reproduce in reverse the dissolutica 
phase; the various functions as restored 
present spatial and temporal differences. 


NEUROSURGICAL TECHNIQUES 


The installation of a neurosurgical service 
(P. Puech) at Sainte Anne’s Hospital has 
made available new therapeutic techniques. 
Only one report of prefrontal leucotomy 
(catatonic syndrome) has been published 
(Ferdiere), and opinions have been unant 
mously reserved. On the other hand there 
have been many reports of op2ration for 
brain tumors presenting only mental symp- 
toms.** 

More recent observations on mental dis- 
turbances associated with ventricular hypo- 
tension have been very instructive and sug- 
gest therapeutic possibilities (Delay and as 
sociates; Puech and associates in a case cf 
melancholia) ; cases with ventricular disten- 
tion (David, Hecaen and Fouquet in a case 
of dementia); distention of the basal sub-- 
arachnoid cistern (Delay and associates in a 
case of acute delirium), or a diffuse cerebral 
oedema (David and Hecaen in a case cf 
catatonia). 

Delay has described the encephalographiz 
and ventrilographic pictures of cerebral atro- 
phy in mental defect, Pick’s disease, Alzhei- 
mer’s disease, the degenerative dementias of 
adults, Huntington’s chorea, paresis, toxic 
dementias and the chronic psychoses. He 
has indicated the possible therapeutic appli- 
cation in mania and melancholia. He has 
studied humoral changes following air injec- 
tion and has pointed out their relationship to 


the changes induced by electroshock. 


17 David and associates; Hecaen and Sauguet; 
Marchand, solus; then with Rondepierre, De Ajurt- 
aguera and Menanteau; later with Gouriou; also 
with Courbon; Puech and associates; Riser, Dar- 
denne, Ferdiere and Gayral; Tusques, Puech ard 
Miss Leulier. 

18 Delay has made studies of the electroen- 
cephalographic changes in the same cases. 
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OTHER THERAPEUTIC TECHNIQUES 


We shall close our discussion of the newer 
therapies with the mention of the work of 
Hyvert on the use of gold salts and tubercu- 
lin in the convulsive treatment of dementia 
precox; further, that of Cossa and Bougeant 
on the tentative treatment of the acute psy- 
choses by insulin; electroshock (Delay) and 
glucose serum heated to 50° in massive 
amounts (Hyvert). Penicillin, by the infra- 
thecal and the usual routes, appears to give 
convincing results in these cases. 


PSYCHOPATHOLOGICAL STUDIES 


1. General Psychopathology—H. Ey has 
enunciated, for the somewhat circumscribed 
group of nis followers, a doctrine which 
carries neojacksonism to its extreme conse- 
quences (association of the various mental 
syndromes with different levels of disinte- 
gration). P. Cossa conceives the relations 
between pathogenic agent and illness in 
much less rigid fashion, and takes account of 
the multiplicity of factors involved. 

2. Memory and Amnesia.—Following his 
studies on the agnosias, J. Delay has made 
many contributions to the problem of mem- 
ory and the amnesias. According to him 


-© . there are taree mutally dependent ranges of 


memory : sensorimotor (neurological) mem- 
ory; autistic memory, embracing the whole 
field of psychic imagery; social and intellec- 
tual memozy. Focal lesions of central areas 
involved in sensorimotor memory give rise 
to neurological amnesias, localized amnesias 
for individual sensory or motor functions. 
These consist, on the one hand, of sensory 
amnesias or agnosias (interoceptive, extero- 
ceptive or proprioceptive), and on the other 
of mctor amnesias or apraxias. These local- 
ized breaks in memory follow the Jackson 
laws. | 

Disturbances of the social memory con- 
stitute the psychiatric amnesias. These de- 
fects of recording and recall may be localized 
` (temporally, lacunar amnesia; topically, the- 
matic amnesia). These conditions also fol- 
low the Jackson laws, but are generalized 
disturbances.° In their presence autistic 


19 The apkasias partake of both neurological and 
psychiatric amnesias. 
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memory may be stimulated and express 


: itself in memory falsifications, of which 


ecmnesia is an example. This dynamic con- 
ception of memory represents a fortunate 
reaction from the assumptions of the clas- 
sical atomistic psychology which did not 
square with the facts. In the specifically or- 
ganic form of amnesia, that which is forgot- 
ten today, may tomorrow, under stress of an 
emotion, be remembered. The theory of the 
brain as a storehouse.of images cannot ac- 
count for such facts. They are accounted for 
however by the conception, inspired by Jack- 
son and Bergson, of a hierarchy of mnesic 
functions, normally reciprocally dependent, 
and which under pathological conditions 
undergo dissolution from the complex to the 
simple, from the voluntary to the automatic, 
and pursue an inverse course in case of 
restitution. 

3. Psychopathology of Vision—J. Lher- 
mitte and J. de Ajuriaguera have studied the 
physiological effects of lesions affecting the 
visual function: hemtanopsia, cortical blind- 
ness, physic blindness, verbal blindness, optic 
alexia and blindness for numbers. Inciden- 
tally, a chapter on the psychophysiological 
theories of psychic blindness illustrates Jack- 
son’s aphorism that the location of a lesion 
must not be confused with the location of a 
function. Further subjects dealt with by 
these authors are: spatial agnosia and dis- 
orders of orientation; relation of body image 
to space; constructive apraxia and geometri- 
cal apractognosia; and finally amnesia due 
to occipital lesions. Of particular mterest to 
the psychiatrist is the long chapter on hallu- 
cinations both experimental and those due 
to organic lesions. They consider that path- 
ological hallucinations are the result of a 
two-fold mechanism of release or excita- 
tion of the visual functions, and global 
psychic deficit. In conclusion, Lhermitte and 
Ajuriaguera deal with the peduncular hallu- 
cinations, studied by them since 1922, and 
which they attribute to a general disturbance 
of the regulatory mechanism of sleep, freeing 
only a part of the sleep function, namely the 
dream aspect. 

4. Psychiatry and Morals—After a long 
and painful silence H. Baruk has devoted a 
book to the importance and individuality of 
the moral sense, its persistence in great men 
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who have been insane, and the effect of in- 
fractions of moral conscience on the develop- 
ment of certain paranoiac psychoses. He 
carries his thesis over into the sociological 
field. | 

5. Psychoanalysis-—Finally, while the 
strictly orthodox psychoanalysts have re- 
mained almost inarticulate, one dissident 
psychoanalyst, Mme, M. Cavé, has had the 
courage to subject the work of Freud to piti- 
less criticism. Psychoanalysis has had the 
paradoxical fate of scoring an immense 
popular and literary success, while being 
rejected by the majority of physicians (only 
the disciples of Freud accept it in its en- 
tirety, but with what enthusiasm!) The 
wholly intuitive quality of the Freudian 
genius has deprived his work of the criteria 
of credibility that professional men demand 
of a scientific publication. It is necessary, as 
Dalbiez previously indicated, to distinguish 
in this work that which is method from that 
which is theory, and to subject the latter to 
minute revision. 


Tue PSYCHIATRIC SERVICES 


The law governing the status of the men- 
tally ill in France dates from 1838. It is re- 
markable that in this field more than a 
century could pass without the need for 
modifying the legal controls being recog- 
nized. Today, with the therapeutic progress 
that has been achieved, a revision of the law 
is imperative. Heuyer and Abely have indi- 
cated the changes necessary. Distinction 
should be made between acute cases favor- 
able for active treatment and the chronic or 
permanent cases. The former should be ad- 
mitted to psychiatric hospitals, functioning 
similarly to general hospitals, or to out-pa- 
tient clinics. Legal formalities for commit- 
ment should be reserved for patients of the 
latter class. For these should be provided 
several types of institution: family place- 
ment colonies in the country; institutions 
for workers; custodial hospitals; protective 
institutions for dangerous patients. Special 
facilities should be provided for child psy- 
chiatry. 
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I am now at the end of my review. Al- 
though quite extended, each subject could 
only be dealt with very briefly. I have hed 
to omit mention of many purely clinical 
studies; likewise of the historical works jf 
Quercy on aphasia; the bio-typological :n- 
vestigations of Dublineau and of Delay, and 
numerous others. I shall te happy if I have 
conveyed to you the impression that work in 
France has gone on, to be sure without fhe 
material means and equipment that have 
made possible such splendid results in ycur 
country, but at least with ardor and per- 
severance, 

Believe me fraternally and sincerely yours, 

P. Cossa, M. D., 
29 BOULEVARD Victor-Huco, 
: NIE. 
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ALUMNI APPRAISAL OF PSYCHIATRIC EDUCATION‘ 
WILLIAM C. PORTER anp HENRY A. DAVIDSON ? 
Brentwood, N. Y. 


Our thesis is that the real yardstick of 
undergraduate psychiatric training may be 
‘expressed as: How does it help the physi- 
Clan in practice? By methods described in 
detail in our full report, 412 medical officers 
graduated irom 69 of the 78 approved medi- 


cal schools of North America stated what, in . 


their opinian, was wrong with their under- 
graduate courses in psychiatry. The vast ma- 
jority of the respondents were graduated 
from medical schools since 1940. 

More than half the students-complained of 
under emphasis on treatment, and 58% of 
them that the treatment methods suggested 
did not seem (to them at least) to be prac- 
tical. The number one grievance however 
was that they did not see enough psychoneu- 
rotic and “minor” (non-psychotic) cases. 
As will be indicated below (in the com- 
ments) many of the participants complained 
that nothing that was taught in medical school 
prepared them for the fact that the general 
practitioner’s daily office case load included 
many psychiatric problems. More than half 
the students (59%) registered a grievance 
about inadequate follow-ups. The instructors 
mentioned the importance of the “longitu- 
dinal secticns’’ but teaching methods were 
such that they actually saw patients only in 
“cross section” and had no chance to see 
what time or treatment did to those patients. 

A large number of the officers in addition 
to checking the questionnaire, made supple- 
mentary comments. I will repeat a few of 
them. 

Category 3r—These remarks may tell 
more about the officer checking the question- 
naire than they do about the courses. How- 
ever, these doctors themselves are products 


1 Read at the roznd annual meeting of The 
American Psychiatric Association, Chicago, IIL, 
May 27-30, 1946. 

2 Respectively: Colonel, Medical Corps, U. S. 
Army and Major, Medical Corps, A. U. S. School 
of Military Neuropsychiatry, Mason General Hos- 
pital, Brentwood, N. Y. 
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of our medical education and the remarks 
thus seem relevant. Samples: 

a. “No one was ever kept from graduating 
in our school because he flunked psychiatry. 
This weakens respect for the specialty.” 

b. “Psychiatry is only applied common 
sense. Why do they teach it in such fancy 
verbiage?” 

c. “There is no way to measure a man’s 
mastery of psychiatry. Examinations don’t 
do it. Whether you pass or flunk does not 
depend on studying. That makes psychiatry 
different from any other subject in medical 
school.” 

d. “In our school, psychiatry was too easy 
to pass. It was a cinch course. It was 
quietly ridiculed by the highly influential 
professors of surgery and medicine. Sug- 
gestible students were thus influenced to 
adopt the same attitude.” 

Category 2—Laments on the inadequacy 
of clinical material. Emphasis here was par- 
ticularly on the small number of non-psycho- 
tic patients made available. Examples: 

a. “There was no outpatient department 
for psychoneurosis in my medical school.” 

b. “Clinical contacts with patients were 
far more meager in psychiatry than in any 
other specialty.” 

c. “We had no outpatient department; the 
only clinical specialty without such a de- 
partment.” 

d. “Psychiatry cannot be ‘taught from 
books but only from handling patients. Yet 
patient-contacts are fewer here than in clini- 
cal subjects that you can learn from books.” 

e. “At ZF there was very little case ma- 
terial in the psychoses.” | 

f. “The course was mostly lectures; it 
should have been mostly work with pa- 
tients.” 

g. “Too much talking by teachers, not 
enough by the patients.” 

h. “The lectures were interesting but un- 
supported by illustrative case material. I 


> 


1947 | 


heard about hysterical convulsions but never 


saw one. They lectured on phobias but gave 
us no chance to interview a patient who had 
one.” 

i. “The only psychiatric cases we saw 


were in psychopathic wards or in state hos- | 


pitals; never in general medical or surgical 
wards. Yet there’s where the real neuropsy- 
chiatric material, comparable to office-prac- 
tice, will be found.” 

Category 3.-—Remarks referable to the 
personality of instructors. No item covering 
this appeared in the original questionnaire. 
Yet a surprising number of comments 
touched on the personality or skills of the 
instructors. Samples: 

a. “The psychiatric department had the 
poorest instructors on our faculty. The 
trustees emphasized certificates, books writ- 
ten, board diplomas held, and society mem- 
berships, rather than teaching ability, when 
it came to selecting instructors.” 

b. “Professors of psychiatry talk too 
- much, do too little.” 

c. “So many of our instructors were queer 
ducks, that we got to think you had to be 
queer to go into the specialty.” 

d. “The subject could be presented dy- 
namically. It wasn’t.” 

e. “Psychologists, social wontons and 
public health people gave us better insight 
into psychiatry and mental hygiene than our 
MD instructors did.” | | 

f. “Asked for further explanations, one in- 
structor said: ‘We teach you enough so that 
you can tell when your patient needs a psy- 
chiatrist. Then you send him to one.’ ” 

g. “At ZG there was a general feeling that 
psychiatrists were all screwy.” 

h. “Here’s a suggestion: Let psychiatry 
be taught by normal people.” 

i. “Queerness of the psychiatrist on our 
faculty produced an unfavorable student re- 
action.” 

j. “At XT our instructor was primarily a 
neurologist and certainly not a psychiatrist.” 

k. “At XR the instructors simply didn’t 
have the ability to make you interested 
enough to listen to their completely foreign 
subject. Our parasitology instructor, by con- 
trast, made his material interesting. Why 
can’t the psychiatrist do that with his in- 
herently more interesting subject?” 


W. C. PORTER AND H. A. DAVIDSON 
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Category 4.—Comments on doctrine: 

a. “Our approach was exclusively Freud- 
ian.” 

b. “YQ totally ignored Freud.” 

c. “We were warned against psychoanaly- 
sis at our school.” 

d. “Psychobiology was taught to the «x- 
clusion of all other concepts.” 

e. “An intense longing for an organic 2x- 
planation of everything—psychodynarrics 
were ignored.” 

f. “We had numerous instructors at >.M 
and they used varying terminology and kad 
varying ideas. What was ‘tension’ to one 
teacher was ‘anxiety’ to another. For that 
matter, what was gospel to one, was aneth- 
ema to another. I respect academic freedom, 


but it is all very confusing.” 


g. “At XG psychiatry was divorced from 
the basic sciences and from the practice of 
medicine.” 

Category 5.—Comments on content: 

a. “At ZR students never interviewed or 
saw therapy.” 

b. “Emphasis was never on what the gen- 
eral practitioner would see or could do.” 

c. “Psychiatry was not pictured as inti- 


mately tied up with all medicine and indeed, 


all behavior. Instead it was offered as some- 
thing foreign, with which we need not Lave 
to have any contact.” 

d. “We needed more emphasis on psycho- 
somatics and on the relations of psychiatry 
to medicine generally.” 

e. “At MD psychiatry concerned izself 
with psy chotics, and we never saw weu- 
rotics.” 

f. “We badly needed more emphasis on 
the social and economic aspects of emotiznal 
disorders.” 

g. “Too much emphasis on incurzble 
cases.” 

h. “At YQ, time was wasted in the 
chronic mental wards, emphasis being on 
‘types’ not on clinical psychiatry.” 

i. “Our preclinical material in psychiztry 
was devoted to conditioned reflexes, the 
learning process and the amoeba.” 

J- “Can’t we stress the scientific ‘reélity’ 
of psychiatric concepts and functional com- 
plaints? Most medical students’ now you 
know still get the idea that these complaints 
are unreal. Even though the instructor says 
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otherwise, he (and most other doctors) acts 
as if the complaints were imaginary.” 

k. “I had to pick up all my psychiatry in 
residencies. Our medical school faculty has a 
state hospital orientation to psychiatry with 
under-emphasis on minor disorders. When 
we got through with medical school, none of 
us had any :dea of what in the world to de 
with a common, garden variety of neurosis. 

l. “We should have more stress on psy- 
chosomatics.”’ 

m. “When the dynamic processes were 
originally described, we students got to feel 
that we ourselves must be neurotic. Later 
we learn that the mechanisms we had were 
normal,” 

n. “Only the bizarre, extreme, or humor- 
ous manifestations of the psychoses were 
brought out.” 

o. “There is scorn for practicable every- 
day office methods.” 

p. “Why don’t they emphasize preventive 
psychiatry? I know it would mean working 
closely with social or governmental agencies, 
but why not!” 

q. “Nothing in our school prepared me for 
ma fact that many psychiatric patients would 
be treated at home or office, not in an in- 
stitution.” 

Category 6.—C omments on the attitude of 
non-psychiatrists: 

a. “Our school teaches enough psychiatry, 
but when the student tries to apply it in 
medical or surgical clinics, or as an intern, he 
is squelched, laughed at, or discouraged by 
the older ‘mcre practical’ doctors.” 

b. “Psychiatry is important enough to be 
on the same footing as medicine or surgery. 
Apparently school officials don’t want it that 
way.” 

c. “Other departments show hostility to 
psychiatry.” 

d. “Other professors make fun of psy- 
chiatrists.” 

e. ““Medical-surgical teachers should have 
told us about personality factors when they 
talked of peptic ulcer or hypertension. In- 
stead they jeered at any mention of emo- 
tional factors.” 

f. “Psychiatry is so played down in the 
school schedules that most students feel 
justified in making a joke of it.” 
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g. “At XT psychiatry was given from 5 to 
6 p.m. the worst hour of the day.” 

h. “The psychiatric lectures at ZF were 
relegated to the after lunch hour when 
students were sleepy, and even professors 
seemed disinterested.” 

i. “It is taught, scheduled and looked-on, 
as a trivial course.” 

j. “The matter may be summed up in a 
single phrase. Seventy percent of the pa- 
tients in the practitioner’s office present emo- 
tional disorders. But only 1% of medical 
school time is devoted to training the student 
for this 70% of his work.” 

k. “Psychiatry .... was quietly ridi- 
culed by the highly influential professors of 
surgery and medicine. Suggestible students 
were thus influenced to adopt the same 
attitude.” 

Category 7—Comments on method: 

a. “The psychiatrist should accompany 
the medical chief on his ward rounds, and 
thus show us the interplay or emotional and 
somatic factors.” 

b. “In my time (1928-1932) at YK the 
course consisted of a series of lectures hap- 
hazardly presented. It left us with the im- 
pression that it was a bunk course not re- 
lated to clinical medicine.” 

c. “Psychiatry worked this way in our 
medical school hospital. We excluded or- 
ganic disease, organ by organ. When the 
chart was thick with negative reports, the 
patient was called a neurotic and transferred 


to a corner bed for phenobarbital. The psy- 


chiatric service 1s then called in. Result: 
one more sheet on the chart, 3 paragraphs of 
description and a label.” 

d. “We had to sit by while the instructor 
did the interviewing. Practical methods of 
history-taking, diagnosis, and especially 
treatment, were not taught at ZT.” 

e. “What they should do is start working 
with outpatients, who are mild cases, like 
what we get in private offices. Instead, they 
start with crazy people and work back- 
wards.” 

f. “If they never show us recovered cases, 
we naturally feel that psychiatry has nothing 
to offer in way of therapy.” 

g. “At ZC different instructors would re- 
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peat the same material. No overall organiza- 
tion in the department.” 

h. “No effort was made at YZ to ‘sell’ the 
students on the importance of psychiatric 
orientation to daily practice of medicine.” 

i. “At XE presentations were theatrical 
rather than clinical. 

j. “At ZT students don’t get the oppor- 
tunity to work-up, much less follow-through, 
on actual patients.” 

k. “Psychiatry is taught as an isolated 
specialty, not correlated with other branches 
of medicine.” l 

l. “Every community has good mental 
hygiene clinics with lots of non-psychotic 
cases. Why don’t schools use them?” 

m. “What was wrong with our course? 
Organic orientation, poor teachers, poor 
clinics, no treatment. More time must be de- 
voted to psychiatry; and with students in 
smaller groups. Interviews should be ob- 
served and analyzed, if necessary through a 
one-way screen or sound records. Why not 
movies to illustrate interview and therapeutic 
technics? Always the aim should be—what 
weapons can the general practitioner use? 
This should take precedence over nomen- 
clature, fancy dynamic theories and meta- 
physical treatment ideas.” 

n. “Follow-up of a psychiatric patient is 
practically impossible in medical school be- 
cause students do not remain on a neuro- 
psychiatric clinical service for more than a 
few weeks.” 

o. “In medical school, when a case is dis- 
cussed, the therapeutic possibilities are dis- 
missed with the single magic word: ‘psycho- 
therapy,’ with no further elaboration.” 

p. “In our scnool, the time allotted to psy- 
chiatry was considered an hour of relaxa- 
tion; or at best a gallery where morbid 
curiosity could be satisfied.” 

q. “Psychiatry is a bull course. No books, 
no roll-calls, no quizzes, no patients as- 
signed.” 

r. “From the way they teach it, you’d 
never suspect that minor psychiatric dis- 
orders were common in daily practice.” _ 

s. “The Army boards are the right idea 
for teaching. You hear discussion. Couldn’t a 
civilian medical school have a board of in- 
structors to discuss disposition of each case 
before the class?” 


W. C. PORTER AND H. A. DAVIDSON 


443 


t. “Between the didactic lecture and the 
actual patient is a gap so prominent that I 
suspect there is no corinection. The patient 
is real. So I assume the lecture material 
isn’t.” 

u. “When professors of medicine present 
cases, psychiatrists should participate.” 


v. “I suggest that we begin with psychoso- 
matics and use that as a bridge from our oz- 
ganic background to the emotional aspecis 
of disease.” 

w. “Medical training in psychiatry is 
given upside down. They start with a theo- 
retical, laboratory, philosophical approach 
first and this lulls the student, anesthetizes 
him, almost vaccinates him against subse- 
quent clinical learning. They should start 
with patients, a clinical psychobiologic, psv- 
chosomatic approach so that students would 
actually see the patients as real human beings 
not just carriers for complexes and conflicts. 
Let the theoretical explanations come later.” 

Category S—Comments: 

a. “At YC there was inadequate correla- 
tion with other medical sciences. There were 
few opportunities to see cases or talk to pa- 
tients. At no time were we presented with 
a practical survey of treatment technics.” 

b. “There was a clear concept of psychi- 
atry as a whole, but no methods of therazy 
were suggested at ZG. Clinical facilities 
were simply not utilized. Pedagogy was de- 
ficient because our teachers lacked skill in 
lecturing.” 

c. “Psychiatry was considered a ‘crap’ 
course at XS; it was understood that it was 
only a filler. It was not correlated with neu- 
rology even. It was taught by a part-time 
instructor who liked the idea of being a 
professor.” 

d. “You lose ground during your intern- 
ship, because the average civilan hospital 
has no neuropsychiatric service really, or 
at best, a belt-line for committing patients 
rapidly to state hospitals. Nothing compar- 
able to the serious study facilities available 
in the medical and surgical departments.” 

e. “Trouble at ZR was: inadequate clini- 
cal material; no correlation with general 
medicine; and neglect of ‘lesser’ psychiatric 
syndromes with over-emphasis on the psy- 
choses.” 
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CONCLUSIONS 


1. Physicians, on the whole, are not satis- 
fied with their undergraduate courses in psy- 
chiatry. This is concluded not only from the 
number of grievances but also from the com- 
ments. Since only adverse criticisms were 
listed, it might be argued that the mere piling 
up of more and more hundreds of returns 
would be meaningless since if the question- 
naire had listed only favorable comments 
for checking, we could have accumulated a 
long list of desirable characteristics. But in 
writing the supplementary comments, the 
participants were free. Here is how these 
comments shaped up. 

Of the 412 officers, 162 or 40% made com- 
ments. 

Of the 152 comments, 12 were favorable, 
and 150 (or 93%'} were unfavorable. 

(More striking, but perhaps less valid is 
this: Of the 412 officers, only 12 thought 
that their courses were good enough to war- 
rant defensive comments; that is only 3%: 
And 97% did not feel that their under- 
graduate courses justified any favorable 
comment. ) 

2. Constructive suggestions for the im- 
provement of undergraduate training in psy- 
chiatry may be drawn from two sources: (1) 
The correction of the indicated grievances, 
and (2) Affirmative suggestions made by the 
participants in their comments. Consolidat- 
ing these two sources, the following con- 
structive suggestions seem justified : 

a. With reference to clinical material: 

(1) More patients should be presented. 
(2) A higher proportion of the case-material 
should be nonpsychotic. (3) Out-patient de- 
partments ior nonpsychotic patients should 
be set up and more widely utilized. (4) 
Lecture material should be correlated with 
the cases available. | 

b. With reference to the instructors: 

(1) Teaching skill should count more 
than it apparently has in the selection of 
faculty members, even if it means selecting 
teachers with fewer nominal honors; (2) 
A certain amount of normalness of outlook, 
apparent common sense, and enthusiasm for 
psychiatry should be expected of the teachers 
and should be a significant factor in instruc- 
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tor selection;. (3) Instructors should iden- 
tify themselves with the other members of 
the clinical faculty. Thus, selection of doc- 
tors from isolated hospitals or sanitaria 
should be avoided in favor of practitioners 
identified with the local medical community ; 
(4) Instructors should have rich contact 
with the peripheral disciplines of psychiatry, 
such as public health, social work, psycholo- 
gists and the like; (5) Instructors should 
be proud and conscious of the fact that they 
are doctors of medicine so that their identi- 
fication with medical practice on one hand, 
and these peripheral disciplines on the other, 
may make it possible for them to serve as the 
bridges between the somatic and social as- 
pects of psychiatry. 

c. With reference to doctrine: 

(1) In the early stages of psychiatric 
teaching, conflicting doctrinal theories should 
be avoided, but (2) No doctrine should be 
dismissed as nonsense (a number of the 
students complained that the Freudian theo- 
ries were made to seem repulsive as well as 
untrue: result was, not avoidance of psycho- 
analytic doctrine by these students, but ap- 
parently a contempt for their instructors). 
(3) In later stages of instruction, a certain 
amount of eclecticism appears to be healthy. 
(4) Source material of all doctrines and 
facets of psychiatry should be made avail- 
able. 

_ a, With reference to content of the teach- 
ing program: 

(1) More time should’ be provided for 
presentation of case material (see a, 
above); (2) More emphasis should be 
placed on the utilization of the psychiatry in 
daily practice, even if it means less emphasis 
on the more esoteric phases of the specialty ; 
(3) The overlap of psychiatry with medicine 
at one end and psychology and social-science 
at the other, should be recognized and places 
found in the curriculum for adequate stress 
at these margins; (4) Less emphasis should 
be placed on the psychoses, more on the 
nonpsychotic syndromes; (5) More, much 
more, stress should be laid on therapy, with 
particular emphasis on office procedures; 
(6) Space and time should be found for 
preventive psychiatry and mental hygiene. 
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e. With reference to the medical school 
as a whole: 

(1) Psychiatry should start earlier with 
attention being directed (a) To simple psy- 
chosomatic mechanisms and (b) To varia- 
tions in normal behavior; (2) A larger share 
of the medical school program as a whole 
should be given to psychiatry; (3) Effort 
should be made to indoctrinate other depart- 
ments with psychiatric concepts, at least to 
the point where internists, surgeons and ob- 
stetricians do not ignore or jeer at the emo- 
tional aspects of disease in their specialties ; 
(4) A competence in psychiatry should be 
required for graduation to the extent that 
competence is required in the other depart- 
ments. 

f. With reference to teaching methods: 

(1) Methods should be worked out for 
the follow-up of cases which have been pre- 
sented for diagnostic demonstration, so that 
students may learn something of. the effects 
of time and treatment; (2) Better use should 
be made of mental hygiene clinics in the com- 
munity; (3) Better liaison should be estab- 
lished with social agencies, psychologists and 
correctional institutions; (4) Students 
themselves should be given much more op- 
portunity to interview patients; (5) Meth- 
ods of therapy should be more often and 
more widely demonstrated; students should 
have a chance to hear therapeutic interviews, 
for instance, even if only on phonograph 
recordings or through sound films; to see 
demonstrations‘of shock therapy, hypnotism, 


W. C. PORTER AND H. A. DAVIDSON 


445 


narcosynthesis, group therapy, etc.; (6) 
Psychiatrists should participate in medical 
ward rounds and contrikute to discussions 
in medical clinical conferences; (7) An 
active openward (nonpsychotic) psychiatric 
service should be part of every medical 
school hospital; (8) Better use should be 
made of out-patient departments in psychi- 
atry; (9) Lecture material should more 
often be supported by case presentations; 
(10) The suggestions made under d (con- 
tent of program) should be implemented by 
suitable teaching methods; (11) Recovered 
patients should be presented, both to over- 
balance the general therapeutic pessimism of 
psychiatry, and to serve in group therapy; 
(12) Some agreement should be reached 
among various instructors as to differences 
in doctrine with a view to avoiding suppres- 
sion of academic freedom at one extreme and. 
the confusing conflict of theories at the 
other; (13) Methods wrilizing text-books 
should be prescribed, and their use verified, 
or factual reference material should be fur- 
nished in some other way; (15) Psychie-ry 
should be taken as seriously as any other 
course in the school with reference to ex- 
aminations, roll-calls, study assignme=ts, 
etċ., and; (16) Discussion of diagnostic pos- 
sibilities, treatment technics and mechanisms, 
by members of the faculty (students partic- 
ipating or at least attending) should be 
part of case presentations. More than one 
instructor should participate in each dis- 
cussion. 


PSYCHIATRY IN MEDICAL EDUCATION: THE TEACHER- — 
CHARACTERISTICS AND QUALIFICATIONS + 
JOHN C. WHITEHORN, M.D., Barrrmorz, Mp. 


The teaching of psychiatry has been the 
subject of numerous conferences and discus- 
sions in recent months, and one of the in- 
evitable topics therein has been the consider- 
ation of who is to do the teaching. I have 
noted two general avenues of approach to 
this topic—one starts from a consideration 
of the size of the teaching problem, which 
is immense, and the means of multiplying 
the number cf teachers to come somewhere 
near meeting this need; the other approach 
starts from a consideration of where we 
stand at present in regard to teaching per- 
sonnel and facilities, and the means by which 
these can be improved and increased. 

The latter manner of approaching the 
problem has seemed to me the more realistic 
and constructive, and in approaching the 
problem in this manner attention falls first 
upon those teachers in medical schools and 
associated teaching hospitals. How are these 
teachers chosen? In general, by the same 
methods used in selecting other teachers in 
professional schools—by considering those 
in good repute, who have demonstrated spe- 
cialistic competence and some qualifications 
for leadership. It is expected of such a per- 
son that he be able to develop in medical 
students those psychiatric concepts and at- 
titudes which are basic in medical science 
and practice, that he be able to lead in the 


scientific advancement in his field through - 


research and the guidance of research, and 
that he direct the higher graduate training 
of specialists. The ideal teacher of psychi- 
atry should have a thorough understanding 
of a very broad range of facts and principles 
involved in the practice of psychiatry, and 
he should heve a mastery of a number of 
professional and social skills. This range of 
knowledge and skill is exceedingly wide. 
Since it happens to be a fact that psychiatry, 
in most places, does not now enjoy the pres- 
tige which its importance in medicine and in 


1 Read at tne 102nd annual meeting of The 
American Psychiatric Association, Chicago, Ill, 
May 27-30, 1046. 


445 { 


the social order warrants, it is also hoped and 
expected that this teacher of psychiatry 
should be a good propagandist and salesman. 

There are no paragons who satisfy all 
these requirements, Practical compromise is 
necessary, and a choice has to be made as to 
which qualifications shall be considered para- 
mount. In a practical world this choice 
varies with the needs, or the realization of 
the needs. The decision as to which teaching 
qualifications are essential depends upon 
one’s conception of the essential nature of the 
job to be done. Is it possible to make any 
general statement which is positive and con- 
structive ? 

I can, at any rate, express my opinion, as 
a point of departure, or agreement, for fur- 
ther discussion. In my opinion, the para- 
mount general requirement in selecting 
teachers of psychiatry, at least for the major 
positions, is the capacity for constructive 
imagination in the advancement of psychiat- 
ric understanding. This is essentially an in- 
vestigative task of a certain type, and I 
appreciate that many may have a different 
opinion as to the present paramount require- 
ment. Some may judge that the present 
demand for the multiplication of psychia- 
trists calls for teachers skilled in giving 
extensive didactic courses, rather than in re- 
search. This attitude prevails particularly 
among those who have found, in one doctrine 
or another, a personally satisfying orienta- 
tion to their professional work as psychia- 
trists and who see the teaching problem as 
essentially the further dissemination of this 
body of doctrine. 

I would emphasize the fact, however, that 
psychiatry is at present in a stage of transi- 
tion.. It becomes increasingly a science. of 
psychodynamics, of the understanding of 
human motivation and the better utilization 
of human assets and resources, rather than 
being so exclusively preoccupied as hereto- 
fore with psychopathological phenomena. I 
express this thought not merely as an en- 
thusiastic hope, but as a statement of actual 


A 


1947] 


progress. As I conceive it, therefore, the 
most significant part of teaching psychiatry 
today is to engage the oncoming generation 
in this forward endeavor, with whatever in- 
sight and understanding is at present avail- 
able, rather than merely to train in current 
techniques, classifications and practices. 

A thoughtful consideration of the fore- 
going statements will reveal an attitude on 
my part, prompting these statements, which 
may not be very popular in this particular 
meeting. What I have said implies a some- 
what disparaging attitude toward the present 
state of psychiatric science, because I stress 
the paramount need of developing something 
better to teach as psychiatry. There is risk 
of being misunderstood and misquoted in my 
expression of this attitude, for many persons 
are ready and eager to seize upon any pre- 
text to berate psychiatry; nevertheless, I do 
wish to express as emphatically as I can the 
conviction that, at the present state of affairs, 
teachers of psychiatry should be chosen pri- 
marily for their capacity to lead in the de- 
velopment of a psychiatric science basic in 
medicine, rather than as mere instructors of 
current formulations. 

Out of the experiences and great sacrifices 
of the war, and the tensions of present un- 
certainties, there has come to many doctors 
an appreciation of the rôle of emotional 
factors in illness, and with this appreciation 
a strong desire for further understanding 
and skill in dealing psychodynamically with 
such problems, and a considerable impa- 
tience with the static conceptions which 
many remember vaguely with distaste as the 
substance of so much pre-war psychiatric 
teaching. Emotional malfunctioning is 
widely recognized now as one of the major 
aspects of medicine, and it is my feeling that 
the teaching of psychiatry demands now, 
more than at any other time, perhaps, that 
the teachers be prepared and qualified to 
guide this surge of interest in an investiga- 
tive spirit. That is the fundamental reason 
why, at the present time, I put such a pre- 
mium upon the capacity for constructive 
imagination as a qualification for teachers of 
psychiatry. - 

By what signs and symptoms is this spe- 
cial qualification to be discerned in the poten- 
tial teacher? It is the common practice to 
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evaluate these creative capacities by compil- 
ing a bibliography of one’s publications ar-d 
evaluating this quality in the author. This 
implies that one has published some invest- 
gative work. This is one of the reasons wEy 
in every training program one should invice 
and encourage investigative work. Muzh 
may be inconsequential, but ta:ent will be 
brought to expression and to growtk. F 

The teaching of psychiatry is 2 team-work 
proposition, because the variety of knowl- 
edge and skills which must be presented and 
exemplified to the trainee exceeds that likely 
to be possessed by one person; hence tne 
teaching department must includz those hav- 
ing supplementary talents. Just as tae team 
has become the practical means o: psychiatric 
service, so the teaching team is the means of 
gaining the required combination of qualh- 
cations. The aim is not to catch a young and 
impressionable trainee and teach him all 
those skills and bodies of knowledge, which 
as I have said no single teacher can te found 
to possess. The aim in building <he teaching 
team should be to provide a fair range of 
stimulation and guidance from which all will 
gain a broad view and each gain further 
profit according to his taleats and interests. 

In a period of rapid expansion, such as tze 
present, there is an inevitable zendency. to 
standardize subject-matter and methods for 
the mass production of psychiatrists. Th:s 
problem sets the stage, actually, for the pres- 
ent emergency in psychiatric training, and 
my preceding remarks may have seemed to 
some to be beside the point because not 
directly concerned with this mass-production 
program. For that purpose, the primary 
considerations are not maximal effectiveness 
but minimal tolerances. Tne Veterans Ad- 
ministration, in particular, seeing a large and 
expanding psychiatric service problem, have 
been trying to shape up educational pro- 
grams which would train considerable num- 
bers, and at the same time attract the desir- 
able men. .Since desirable men ere likely to 
be those attracted by a gooc educational pro- 
gram, the policy enunciated by ‘General 
Hawley, to develop teaching hosoitals in the 
service for veterans, and to link these closely 
with medical schools, seems eminently sound 
and logical. One of the mejor difficulties is 
personnel, for it is just in those university 
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teaching hospitals called upon for this ser- 
vice thet a heavy expansion of training pro- 
gram has already recently occurred to satisfy 
so far as possible the obligations to physi- 
cians returning from military duty. I ven- 
ture to say that every university hospital 
training center in psychiatry is already burst- 
ing at the seams with young doctors back 
from military service, using the available 
clinical material to the utmost and requiring 
the time and effort of the available teaching 
team. New teaching personnel is urgently 
needed to implement any further expansion 
in training. — 

Since the specialty Boards have been es- 
tablished, and the certificate of the American 
Board of Psychiatry and Neurology has 
come to be one of the goals of the young psy- 
chiatrist’s training, it has been natural to 
assume that such a certificate is an appro- 
priate prerequisite for a teacher, particu- 
larly in a large scale organization such as 
the Veterans Administration and in the large 
state hospital systems, where a rather formal 
statement cf qualifications is wanted. The 
meaning and value of this particular qualifi- 
cation—the certificate of the Board—trests in 
the ultimate analysis upon the policies and 
practices of the American Board. It seems 
appropriate, in order to avoid some misun- 
derstanding and disappointment, to call at- 
tention to the fact that the Board certification 
has never been intended directly to certify to 
teaching quelifications, but only to indicate a 
safe level oz specialistic competence. Here 
again the Veterans Administration has made 
a shrewd move in establishing Dean’s Com- 
mittees and asking them to make selections of 
attending and consulting specialists, thereby 
gaining the guidance of a group of persons 
accustomed to selecting teachers. 

One of the most interesting current €x- 
periments in the teaching of psychiatry at the 
graduate level is at Topeka, and one of the 
most interesting features of that experiment 
in dealing with large numbers of trainees 
lies in the intensive testing and instruction 
at the beginning of training. The central 
core of graduate psychiatric training has con- 
sisted, I think, in the supervision and gui- 
dance of clinical work, which proceeds usu- 
ally at a slow pace which permits growth in 
professional competence to proceed in indt- 


vidually varying patterns, with much modifi- 
ability in the individual’s reading program 
and grasp of theory. In this pattern the 
teacher qualifications are insight, sympathy 
and versatility to adapt to the individual 
trainee’s needs. It seems possible, however, 
that a larger amount of intensive didactic 
instruction may be integrated into the train- 
ing program quite early. By a combination 
of these methods, a well integrated teaching 
team may be capable of more effective mass- 
production than we have usually assumed to ` 
be the case, thus magnifying the importance, 
so to speak, of black-board talents for teach- 
ing, whereas we have tended in the past to 
depend most upon bed-side teaching qualifi- 
cations. The Topeka experiment will be 
watched with great interest to gauge the 
effectiveness of such intensive instruction. 
The principal training ground in the past 
tor young psychiatrists has been the state 
hospital. As Dr. Forrest Harrison has indi- 
cated elsewhere, the present aspirants for 
psychiatric training have shown little desire 
for state hospital training—a situation which 
may perhaps increase the pressure to im- 
prove such training. There is little doubt that 
one of the weakest points in the state hospital 
training lies in the enforced preoccupation 
with the psychoses and the comparative 
neglect of the neuroses, and that another 
weak point lies in the failure to make actual 
provision for adequate supervision of train- 
ing. Just doing the routine clinical work is 
not enough, nor is this adequately supple- 
mented simply by arranging administrative 
and diagnostic case conferences. The clinical 
directors in state hospitals are in the logical 
position to direct the training program there. 
Aside from the heavy load they carry, they 
are also sometimes handicapped because 
their own training has been one sided. For 
the sake of their teaching effectiveness, espe- 
cially in the field of psychodynamics, which 
is destined to be a cornerstone of social psy- 
chiatry and practical mental hygiene, these 
teachers should have out-patient services in 
which to teach. Here again proximity to 
medical centers, and close association there- 
with, would increase the teaching effective- 
ness, not only through the contacts thereby 
made possible, but also because clinical di- 
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rectors better qualified as teachers would 
there be available, and would probably work 
at that teaching task more happily and effec- 
tively than in rural isolation. 

In bringing this brief discussion to a close, 
rather than to a conclusion, I presume you 
share somewhat in my own feeling of frus- 
tration at the lack of a specific and practical 
formula for the selection and multiplication 
of teachers of psychiatry, according to a spe- 
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cific pattern of characteristics and qualifica- 
tions. I wish to reiterate, in closing, what 
seems to me the most significant point in the 
qualifications for teaching psycriatry at the 
present time—namely, that the teacher pos- 
sess, in addition to good repute and profes- 
sional competence, the capacity for leader- 
ship in the progressive and constructive use 
of scientific imagination in building a more - 
adequate science of psychiatry. 


WHAT SHOULD BE TAUGHT 
NOLAN D. C. LEWIS, M. D., New Yor, N. Y. 


Outstanding among the questions that 
come to mind concerning psychiatric educa- 


tion are, first, what are the defects and dif- 


ficulties interfering with the teaching of this 
subject in the medical schools? Second, what 
reforms are necessary to overcome these 
obstacles? And, third, what methods should 
be adopted to establish the ends desired? 
' Foremost among the difficulties interfer- 
ing with teaching as expressed by those 
psychiatrists connected with the majority of 
medical schools are lack of or seriously 
limited funds, too little time in the curricu- 
lum, and limited personnel. These hazards 
cover a lot.of ground to say the least and 
have so far proved to be most difficult to 
resolve, but it is possible, if not probable, 
that we can do a better job than we are now 
doing with what little we have. Although 
psychiatric teaching is improving and is 
efficient in several centers, it is not so in the 
majority, and I feel certain. that one can say 
without fear of contradiction that general 
physicians are not well informed in psy- 
chiatric principles, in fact, far less informed 
than in any cther branch of medicine. More- 
over, the failure of general hospitals to deal 
with the simple or mild mental problem or 
complication, often needing little more than 
some applied common sense, is conspicuous 
and often pitiful. 

Even in the best psychiatric teaching 
centers the medical students’ reaction to 
psychiatry may and often does constitute 
an obstacle. Among the various types of 
attitude one can detect in the student body 
are the following: 

1. The student who is really interested 
in the subject, goes in for it, and learns what 
is taught and even something in addition. 

2. The student who is interested and de- 


sirous of information but who is puzzled by . 


what seems to be the complexity of the sub- 
ject, feels that he is missing something, and 
finally fails to get hold of the basic principles. 

3. The student who does not take the 
course seriously, who is even amused by it, 
but feels that he should or has to learn 
enough to “get by” with the examinations. 
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‘4. The antagonistic student who cuts 
class periods, who criticizes everything that 
is done, and often flunks the course, par- 
ticularly in those schools where psychiatry 
is still a subordinate branch and where one 
can still graduate without a passing mark 
in this subject. 

5. The student who purposely or con- 
sciously neglects the subject because he has 
decided to become a surgeon or an internist, 
and thus “will have little or no use for it 
anyway.” 

Therefore the real significance and real 
meat of the subject will not reach many of 
them unless such obstacles are constantly 
in the minds of the instructors and definite 
plans made to deal with them. To many 
students the subject does not seem practical 
because in their minds no correlation is 
evident between the course in psychiatry 
and the other courses. There is no common 
ground. This separation of the subjects 
may not be intended at all by the instructors 
but the students seem to have the tendency 
to an automatic development of two com- 
partments of thinking, nevertheless, and thus 
the psychiatrist becomes segregated and is 
looked upon as the one who takes over after 
no one else is able to discover anything 
wrong with the patient. 

Although as instructors we are pretty well 
aware of the situation we do not do enough 
preparatory work aimed at the elimination 
of the student’s layman concepts which block 
his progress; the student when he comes to 
us is usually handicapped by the concept of 
“insanity” that he acquired from infancy on, 
before he entered medical school. The lay- 
man ignorantly assumes that his own ideas 
on mental disorder are on much safer ground 
than his knowledge of physical disease, and 
even now ignorant jurymen pass glibly on 
“sanity” and “insanity.” The average’ stu- 
dent is loaded also with other related mis- 
conceptions such as that all people are either 
sane or insane; that all psychiatric patients 
are either “crazy,” noisy, destructive or 
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dangerous, or at least may become so at any 
time; that they differ from each other only 
in degree; that mental disorder is due either 
to heredity or personal misbehavior and is 
therefore a family as well as a personal 
disgrace; that all mental disorder is in- 
curable; and that a “nervous breakdown” 
is not mental but is a disorder of the nerves 
or nervous system. 

These attitudes and concepts are wide- 
spread and no great dent has been made in 
their ranks despite the attempts we have 
made to disseminate knowledge to the con- 
trary to correct them. We must work more 
intensely and directly on our students with 
plain words and not merely incidentally nor 
by implications dropped unsystematically. 

Procedures cannot be standardized very 
well as every teacher will have his own 
individual way of doing the job. There will 
always be those who can teach inspiringly, 
systematically and efficiently, and also those 
who cannot, regardless of strong efforts and 
the desire to do so. 

With many of the limitations and the 
many aspects of the subject, some of which 
are controversial, in mind, I should like 
to comment more specifically on some ob- 
jectives and principles of psychiatric teach- 
ing and on what should be offered to the 
student. 

Psychiatry is a major branch of clinical 
medicine with its fundamental principles, 
now known as “psychodynamics” function- 
ing as a basic science contributing to all 
other divisions of human medicine, in the 
same sense that biochemistry, pathology, 
anatomy and physiology serve as founda- 
tions contributing to all branches of clinical 
medicine. Psychiatry can no longer function 
properly as a minor specialty in the medical 
curriculum. 

Whatever is taught should be presented 
in a clear concise way, well organized, and 
not in a technical involved terminology. Stu- 
dents prefer to be presented with classified 
knowledge with emphasis on diagnosis, dy- 
namics, causes, and particularly on treatment. 
Too many instructors emphasize the rare 
and what is particularly interesting to them 
at the time and drift over the more common 
things with brief remarks. And may I add 
that psychiatric teachers are not the only 
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sinners here. It is a too common character- 
istic of medical teachers. Other instructors 
do splendidly with their own subspecialty 
but teach the rest of the topics poorly. There- 
fore the heads of departments should dz- 
vote more attention to the correction of this 
fault, by arranging a prcgram which will 
not depend entirely upon the individual in- 
terests of his assistants but will take them 
into consideration and utilize them properly. 

To preface the scheme of training the 
medical student in psychiatry I should like 
to start with: 

I. Premedical Preparation—This has 
some direct bearing on psychiatry. There is 
at present an inadequate training in the bio- 
logical sciences in most colleges, particu- 
larly in those parts that have to do with 
human biology and human nature. Those 
students poorly trained in biology misunder- 
stand many things and are not equipped to 
do scientific work in general, much less in 
psychiatry or sociology. Scientific thinking 
is not easy ior those not initiated to it. It 
does not come naturally like emotional or 
wishful thinking. Those who do scientiac 
thinking have to go through a severe grind 
to achieve the technique. 

In addition to thorough courses in bi- 
ology the student should have premedical 
courses in psychology from some dynamic 
viewpoint to replace the old psychology of 
the “mental faculties.” A vitalization of the 
whole field of college psychology is sorely 
needed. . 

An understanding of some of the common 
principles that run like a thread through the 
web of life should be had before the stud=nt 
ever reaches the medical school. Over 25 
years ago my teacher in biology, Professor 
H. S. Jennings, then of Johns Hopkins 
University, used to emphasize that some- 
thing more was required in the study of 
living beings than a knowledge of the sn- 
vironment, of the chemical constitution and 
of the physical states of the various sb- 
stances that go into the composition of the 
organism. This something else is what is 
often vaguely designated as organization or 
integration, The real problem is not to be 
satisied with discovering how many struc- 
tures and functions exist, but to learn as 
much about the common principles that exist 
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in them all in preparation for the courses 
to be presented in the medical school. 

Il. Prectinical—First Year Courses—In- 
troduction to Psychiatry—Introduction to 
Humaa Behavior—In the medical school 
it is a desirable plan to have a part of the first 
year course given in cooperation with the 
department of physiology, with . particular 
attention to the functions of the nervous 
system in terms of sensory, motor, reflex, 
secretary and tropic phenomena. Some of 
the valuable fundamental points for instruc- 
tion are: 


1. The character of transmission: How 
the nervous system adjusts man and other 
animals to the environment and how this 
in turn has fostered the development of 
the nervous system. Material should be 
given to point out the special abilities 
of the organism to respond to kinds and 
gradations of environmental change, and 
how man does so with rapid, variable, in- 
tegrated and especially adaptive behavior 
patterns. 

2. A special introduction to the func- 
tions of the autonomic nervous system and 
how it is dedicated to self-preservation ; 
unverbalized affect or “feeling,” emotions 
and their physiclogical components, and 
physiologic and psychologic homeostasis 
deserve a major focus of attention. 

3. The highly specialized functions of 
‘the brain as expressed in awareness, at- 
tention, perception, memory and particu- 
larly the manner in which these participate 
in the master function of language with 
its various regulations in personality 

~ structure. 

4. Integration patterns of reaction with 
emphasis placed on the mechanism of 
adaptation as it applies in human affairs 
and interpersonal relationships. 

5. The various elements that seem to 
be dynamic in the integration of the 
personality. 


III. Second Year Course: The Study of 
the Personalty—During the second year 
among other things emphasis may be placed 
on the more specific aspects of the consti- 
tution. The constitutional trend in psychia- 
try usually includes teaching and research 
based cn biology, serology, bacteriology, bio- 
chemistry and hereditary transmission.’ My 
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own concept of presenting the formative 
elements of “total constitution” includes a 
review of heredity, malformations, the dis-. 
eases of early life, disorders of nutrition, 
parent-child relationships, family tradition, 
contact persons and cultural background. 

Although the second year student has had 
little or no experience in clinical medicine 
he is in the midst of his heavy year in 
pathology. Therefore it is well to introduce 
him to some: clinical psychiatric material 
having demonstrable pathological lesions. 
This, if done properly, constitutes the real 
closure of the gap (that exists in the 
student’s mind) between somatic and psy- 
chologic diseases. Definite organic changes 
in the central nervous system such as nutri- 
tional disturbances, endocrine deficiencies, 
polyneuritis, other inflammations, degenera- 
tions, senile and arteriosclerotic reactions, 
neoplasms, and the various types of neuro- 
syphilis when they are accompanied by psy- 
choses or have precipitated mental changes 
constitute valuable teaching material since the 
instructor can demonstrate -the pathology 
of the lesions and of the personality types 
in the same individual and setting. Organic 
speech disorders and those of locomotion 
accompanied by psychological distortions 
are also excellent for introductory clinical 


. courses. Special laboratory and clinical pro- 


cedures such as the study of eye grounds, 
spinal fluid and encephalography help to 
fix certain disorders in mind. Also, as an 
aid in developing a desirable attitude some 
of the classical toxic states may be intro- 
duced in the second year, e.g., the alcoholic 
reactions and those of toxemia of preg- 
nancy. Deliria with fear, clouding of con- 
sciousness, hallucinations and delusions, 
along with the physical and laboratory evi- 
dence of disease or chemical components 
are valuable introductory clinical material 
with few or no gaps showing between them 
and the problems of general medicine of 
which they constitute a part. 

Some time should be devoted in the second 
year to teaching the development of the per- 
sonality relative to mental mechanisms. 
When this is well done and kept at the prac- 
tical level it is excellent preparation for the 
heavy clinical year to follow. It should 
include the role of the constitutional and 
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emotional equipment, the development of the 
libido, the life periods of special importance, 
the ego construction, object attachment, con- 
scious and unconscious drives, the patho- 
logical effects of emotional conflict and ca- 
pacities for adaptation and adjustment. 

In lectures to beginners in psychiatry we 
as specialists are liable to assume that the 
student knows more than he does. We must 
guard against this tendency religiously, or 
we find ourselves slinging in terms and con- 
cepts that are as yet meaningless to the class, 
particularly when the students have had little 
if any general clinical experience of any 
kind. Often when we are a little off guard 
we slip in terms that have not been defined 


for the class, and even those that are not ` 


too clearly understood by ourselves. 

IV. Third Year: Clinical Psychiatry—tIn 
the heavy clinical years the student should be 
taught how to evaluate personalities, the phe- 
nomenology of the various mental disorder 
syndromes, and the basic psychodynamics 
in force in order to afford him as much 
understanding as possible of the factors 
contributing to mental illness. 

In teaching the subject to medical stu- 
dents, most of whom will not become special- 
ists in the subject, the orientation should be 
pointed into the general practice of medi- 
cine rather than into the practice of psychi- 
atry as a specialty. 

The study of the concept of the “total 
individual” seems to be a didactic attitude 
to many students and physicians instead 
of something for practice in the clinic. The 
average doctor does not even know that 
when a patient comes to his office ac- 
companied by a companion, unless that pa- 
tient is a child, an aged feeble person, or 
one acutely ill requiring physical support, 
that nine times in ten the mental situation is 
foremost in the problem regardless of the 
nature of the etiological factors. 

In general medicine as well as in the 
specialties a very high percentage (50-70) 
of all patients treated have “functional” dis- 
orders while practically all “organic” re- 
actions or illnessess from lesions express 
mental symptoms ranging from mild anxiety 
and fear of pain to confusion and active 
delirium. 

The student should understand from the 
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beginning that the old concept of mind and 
body -is now considered unsound and that 
the patient with his sktn, bones, bodily 
organs, brain, emotions and life experiences 
constitutes an entity to be studied as such 
in action. He should be taught that certain - 
primitive biological needs are characteristic 
of all individuals and that there is an intimate 
relationship or correlations between psycho- 
logical factors and bodily functions that ren- 
ders collaboration between >sychiatrists, phy- 
siologists and internists essential. 

The study of psychiatry brings the stu- 
dent closer to the things emongst which he 
lives, widens his horizon and intensifies his 
hold on life. Therefore, any scheme for 
clinical teaching should begin with familiar 
events and phenomena, should be related to 
daily life and should not be taught with a 
view to making specialists, as this objective 
should be retained for those who develop 
a flair for special knowledge. Minute and 
detailed studies in psychiatry should be made 
only as a specialization after the student 
has had experience and when his judgment 
and sense of relationships have been trained 
in this field. 

It is important to instruct the young cli- 
nician in all aspects of the patient-physician 
relationship. A thorough training in the 
technique of interviewing cannot be over- 
emphasized. The psychiatric interview well 
conducted by an expert will reveal more 
about a patient mentally and/or physically 
than any other single procedure or type of 
examination. This is a bold statement, but 
one that can be defended and demonstrated 
by any experienced psychiatrist, who is also 
well grounded in pathology and internal 
medicine. Moreover, the student should 
know that every interview has either a fa- 
vorable therapeutic or an untoward effect on 
the patient. 

Clinical observation remains the founda- 
tion of psychiatric medicine and it becomes 
an essential discipline if progress is to be 
made. Students and others in training must 
be taught to make thorough clinical ex- 
aminations at the bedside of the patient, in 
keeping with similar. metheds used in general 
medicine. 

During the third year lectures and demon- 
stration courses covering the principal re- 
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action types of psychoses, psychoneuroses 
and the special problems of children become 
essential, as well as do conferences in two 
and clinical clerkships in three hour periods 
with their opportunities for informal dis- 
- cussiot's with the instructors who have as- 
signed them suitable cases. 

The teacking conference should rarely be 
less than two hours long. Here there should 
be allowed, a free expression of opinions to 
give the student experience in thinking and 
discussing. In most teaching clinics and con- 
ferences they are not given a sufficient op- 
portunity to participate. I find that students 
in these situations are capable of asking 
some very challenging questions concerning 
the behavior of the patient, the meaning of 
the content of his speech, the differential 
diagnosis, and the therapeutic approaches. 

Among the topics and types of cases 
utilized in the psychiatric hospital, in out- 
patient departments and on the medical and 
surgical wards one would include as many as 
possible of the “organ neuroses” and othe- 
psychosomatic problems, and stress the ap- 
lication of supportive psychotherapy in gen- 
eral practice. The technique of interviewing 
and the critical analysis of information 
gained from patients by the student should 
be constantly in the foreground for possible 
improvements and for advice from the in- 
structor. In these clinical clerkship hours 
the student should become familiar with and 
have experience in the thorough working 
up of case histories irom the psychiatric 
viewpoint. 

Whatever procedure is followed and 
taught in history taking technique it should 
go without emphasis that it should be well 
organized, systematic, as accurate as pos- 


sible, order-y chronologically and include . 


those psychobiographical events that have a 
bearing on the lifeline, growth, developmen: 
and adaptation of the patient concerned. 
These topics need not be enumerated here. 

When once the history taking technique 
is learred through application to cases, per- 
haps not too much is gained by prolonging 
it. Some o? the hours available might be 
devoted to reading selected references rather 
than to prolonged history writing “into eter- 
nity.” Much of the psychiatric history, as 
taken in some places may be highly impor- 
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tant in research or to the thoroughgoing 
specialist but it seems to the student to be 
a waste of time and makes a heavy drain on 
his interests. 

The phenomenology or the descriptive 
features and the differential diagnosis should 
be clearly presented. The diagnosis of men- 
tal disorder or “psychoneurosis” by the ex- 
clusion of somatic diseases is rarely justi- 
fied. Diagnosis is possible on the basis of 
positive evidence in the great majority of 
cases, and the student should learn to do it 
on positive findings. This statement is not 
intended to discourage any necessary or de- 
sirable studies to test the assumptions and 
conclusions. 

Owing to the trend of interests and the 
recent tendency of instructors to bore into 
the dynamics and pathoplastic environmental 
and social features to the neglect of good 
clear descripticns of the disorders, many 
medical graduates speak glibly of “com- 
plexes” and “inferiorities” but lack skill in 
differential diagnosis such as students have 
always wanted and will rightly continue to 
demand. 

Both phenomenology and “depth” psy- 
chology should be taught. If the unconscious 
factors are omitted or slighted the students 
will be poorly trained and experience has 
shown that such are no match in a clinical 
situation for those well oriented and prop- 
erly acquainted with the functions of the 
unconscious. 

There should be a systematic presenta- 
tion of the history, fundamental concepts 
and principles of psychoanalytic thinking 
and practice, and of its evolution and place 
in modern psychiatry and sociology with 
emphasis on the theory of instincts and of 
ego psychology. Because of its unique value 
for the understanding of human behavior 
it belongs in any basic training program. 

V. Fourth Year Training—Additional 
Clinical Experience:. Practical Applica- 
tions.—By means of lectures and clinics the 
fourth year student should be informed on 
the practical management of all usual types 
of cases and about places where patients 
may be treated; namely the approach, study 


‘and treatment of the patient when visited 


in the home, when seen in the physician’s. 


- office, and when seen in the clinic, and also, 
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of course, the different types of hospitaliza- 
tion facilities. There should be an evaluation 
of the different therapeutic procedures and 
methods, with particular attention to the 
` emergency problems which he will have to 
meet when he is out in the community in 
practice. 

During the fourth year the student should 
be made acquainted with certain practical 
aspects of the mental hygiene laws, includ- 
ing the various ways of admitting a patient 
to a hospital for mental disorders, the legal 
and property rights of patients, the medical 
and legal concepts regarding the so-called 
“criminal insane,” and particularly the med- 
ico-legal practices regarding accident and 
compensation neuroses with their attendant 
court work features. . 

In times of war there are certain special 
military psychiatric problems that have to 
be brought in for consideration. Here trau- 
matic neuroses and psychoses from head 
and other injuries, post-traumatic constitu- 
tional reactions, conversion states, acute 
flurries and malingering are among the dis- 
orders, the wartime study of which has con- 
tributed to our understanding and treatment 
of similar, but sometimes not exactly similar 
states found in civilian practice. 

All the problems in the foregoing para- 
graphs should be illustrated by clinical ma- 
terial whenever it is available. 

Throughout the year additional work can 
be done on the psychiatric syndromes, in 
clinical clerkships, on the wards and in the 
outpatient department. 

As a major function of the medical school 
the hospital outpatient department is to in- 
struct medical students and interns. It af- 
fords during the third and fourth years, an 
opportunity to observe those cases which 
are not admitted to the hospital but will be 
seen in general practice. 

Should there be extra hours available 
elective work may be undertaken. The spe- 
cial focus for elective study can be worked 
out on the basis of the time, the particular 
interest of the student, the material and the 
, Opportunity for such work in the department. 

Before closing, a few additional general 
teaching suggestions for improvement that 
apply here and there through all of the 
medical school years might be offered: 
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1. More time should be spent in teaching 
how to examine a patient psychiatrically. 

2. More subclinical cases and problems 
should be demonstrated. 

3, A better orientation should de afforded 
in the pertinent literature—books and refez- 
ences to read during the courses. In mary 
centers this is sadly neglected. 

4. More emphasis on the sociological a3- 
pects of the subject and on the principles 
of mental hygiene. 

5. A more extensive use of charts, out- 
line schemes, pictures, lantern slides, moving 
pictures, pathological specimens, and patients 
for demonstration. 

I believe I have indicated the territory 
to be covered and what should be taugh:, 
but I have refrained purposely from stating 
any definite number of hours, either miri- 
mum or maximum, desirable to accomplish 
the purpose. Naturally the time allotted to 
psychiatry in the medical schools depen=s 
on a number of matters wnich are the con- 
cern of those involved in any particukr 
organization and curriculum plan. We usu- 
ally need more time than is available in a 
crowded medical schedule, and therefore we 
have to plan carefully to expose the student 
to as much useful information as possitle. 


CONCLUDING COMMENTS 


Any “science of life” must deal with lie 
and its aspects as it finds them regardless 
of the type of manifestations or whether 
they will submit to a laboratory experiment. 
Therefore, instruction should be focussed 
largeiy on clinical entities, giving only suf- 
ficient theoretical background to orient the 
student in the problems. Good teaching -e- 
sults in a quickened perception rather than 
in absorption of facts. A medical educat:on 
for the average student is not completed. at 
the medical school. It is only started there, 
but the student can develop habits of accu- 
rate observation, and the all important “at- 
titude” that is necessary to understand een 
the elemental problems of psychiatry. 

As objectives, students in medicine shold 
be taught two fundamental principles: 

1. The concept of man as a reacting 2n- 
tity, as a living being in action, and that 
therefore mental disorders have a “natural 
history.” 
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2. That psychiatry is a part of medicine 
in general, and that psychosomatic problems 
will confront the physician regardless of his 
type of practice or special interests. 

After four years in the medical school the 
student should be sufficiently informed in 
psychiatry to: 

I. Recognize the usual manifestations of 
mental disorders and the common emotional 
components of physically ill patients. 

2. Undertake the practical handling of 
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such situations, and decide what patients 
may be treated by the non-specialist, what 
patients indicate a sharing of responsibility 
with a consultant in psychiatry, and what 
patients require immediate and full psychi- 
atric study ard control by a specialist. 

3. Be alert to their special obligations to 
do what is necessary to protect the patient, 
the patient’s family, and the interests of 
society, The rest of it may be undertaken 
as a specialty in post-graduate work. 


~~ 


THE GENETICS OF EPILEPSY ' 
WILLIAM G. LENNOX, M. D., Boston, Mass. 


A genetic influence in epilepsy is not in 
question, but only the degree of that influ- 
ence. The remark made by Galen early in 
the Christian éra still holds good, “Always 
this is to be remembered that no cause can 
be efficient without an aptitude of the body.” 
How great is this aptitude in epilepsy and 
hew is it to be detected? 

Geneticists have been, and are, much more 


interested in plants and lower animals than 


in man. Animals have epilepsy and the fact 
that convulsions, spontaneous or induced, are 
more common in some animals than in others 
is a demonstration of constitutional differ- 
ences. For example, the hair trigger rabbit 
reacts more readily with a convulsion than 
the more phlegmatic cat. Also, a difference 
in “threshold” or susceptibility exists be- 
tween strains of the same species. For ex- 
ample, audiogenic seizures can be induced 
more readily in gray Norway than in Wistar 
Albino rats(1), and in domesticated than .in 
wild rats(2). However, attempts to demon- 
strate transmission of this trait in the off- 
spring(3) or to determine a Mendelian pat- 
tern(4) have not been conclusive. Doubtless, 
examination of the incidence of convulsions 
and of threshold to convulsive ‘agents in ani- 
mals with respect to species and to the struc- 
ture and organization of the central nervous 
system, together with attempts to develop 
epileptic strains, would be rewarding. Little 
or no study has been made of the occurrence 
of spontaneous cerebral dysrhythmias in ani- 
mals of different species and whether such 
dysrhythmias, if they occur, are transmitted. 

Without this help from our animal allies, 
we must perforce depend on evidence drawn 
from a study of human material. This means 
a study of family trees, either individually or 
as à forest. Every family tree, if examined 
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twig by twig, would be an epileptic tree, for 
something like one person in 200 has epi- 
lepsy, and a family tree has innumerable 
twigs. However, twigs carry little weight 
and most reliance must be placed on exami- 
nation of the visible lower branches. In other 
words, how many of the members of the 
immediate family of the epileptic are simi- 
larly affected and how does this number com- 
pare with the immediate family of non- 
epileptics ? 

From Hippocrates onward, physicians 
have speculated about the place of heredity 
in the etiology of epilepsy. In the scores of 
generations which have succeeded Hippcc- 
rates, doctors have continued to speculate— 
but not to tabulate. Admittedly mherent dif- 
ficulties of tabulation are substantial. Two 
of these are: the inexact delimitation of epi- 
lepsy (the differentiation from syncope or 
hysteria, from convulsions of childhood, from 
a “cured” epilepsy); and the difficulty of 
gathering truthful information about symp- 
toms which must be kept secret. Any 
dependable structure of knowledge must be 
built on the following data: 


1. The incidence of epilepsy in various age 
groups of the general population. 

2. The incidence of seizures among the 
blood relatives of epileptics with attention to 
possible genetic and acquired factors. 

3. The incidence of seizures in those rela- 
tives in which the hereditary factor is known, 
i, e., in monozygotic twins. 

4. The incidence of asymptomatic ceretral 
dysrhythmia in the general population, in 
epileptics and in the co-twins or other rela- 
tives of epileptics. 


We shall outline the progress which has 
been made in these various categories. Stein 
(5) has reviewed the older literature, most 
of which is not significant because of the 
small number dealt with, the lack of control 
data, or the introduction of clinical entities, 
like alcoholism, hypertension and insanity, 
which have no demonstrated “blood relation- 
ship” to seizures. 
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I. EPILEPSY IN THE POPULATION 


The incidence of epilepsy in the population 
—a fundamental point of reference—is un- 
known. Among the near relatives of 1115 
personnel cf state hospitals 0.66 percent had 
experienced one or more seizures(5). Fig- 
ures from the military draft have the virtue 
of large numbers but the defect of a selected. 
age group and, what is more important, vir- 
tual dependence on the draftee’s statement 
‘for the diagnosis. For want of better data, 
most writers accept the incidence reported 
in the United States draft figures for World 
War I, namely, 0.5 percent(6). The screen- 
ing out of evileptics who were in institutions, 
the absence of the child population with its 
high seizure rate, and the failure of many. 
men tc know about or to report their seizures 
are factors which, if corrected for, would 
tend to increase the reported incidence. 
Therefore 0.5 percent is probably a conserva- 
tive estimate of the proportion of the popula- 
tion subject to recurring seizures. 


2. INCDENCE AMONG RELATIVES 


There would seem to be no excuse for in- 
adequate information concerning the number 
of epileptics among the blood relatives of 
epileptics. The family histories of hundreds 
of thousands of patients are in the records 
of institutions, of clinics and of private physi- 
cians. Tabulations of small groups have 
been published, but results cannot be com- 
bined to form a worthwhile total because of 
the diversity of methods used in collecting 
and in treating the data. Most authors as- 
certain the percentage of patients who have a 
“positive” family history, but the extent of 
the relationship included is variable. The 
method takes no account of heavily or lightly 
laden family trees, and “control” information 
(the percentage of affected families in the 
general population) is lacking. 

For the reasons just stated, we elected to 
deal with the morbidity not of families but 


of individuals, the method used in all vital . 


statistics. Sixteen years ago, Stanley Cobb 
and I distributed 6,000 blanks among neu- 
rologists throughout the country and asked 
them to record on these blanks certain in- 
formation akout clinic and private patients 
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seen during the following 12 months. The 
observations which follow deal with the data 
contained in more than 2,000 blanks. Most 
of the clinical tabulations await publicaticn. 
We deal with the members of the immediate 
family only, the parents, siblings and children 
of the patient. We determined their number 
and the incidence of epilepsy in the total and 
in subgroups. 

The 2,130 patients have a total of 12,119 
near relatives, whose history is stated. Of 
these 2.7 percent have a history of recurrent 
seizures. This means that any given child 
of the “average” epileptic has about 39 


‘ chances out of 40 of being “normal.” The in- 


cidence of 2.7 percent is approximately 5 
times the incidence of epilepsy among 
draftees in the first World War. Therefore, 
as stated in the beginning, heredity is un- 
doubtedly a factor in the etiology of epilepsy. 

Comparison With Other Diseases.—For 
maintenance of perspective we should com- 
pare this five to one ratio with ratios simi- 
larly determined for other non-infectious dis- 
eases. Unfortunately, this seems a neglected 
field of interest, and we can note only that on 
the basis of the proportion of persons with a 
positive family history, the influence of he- 
redity is about the same in diabetes and in 
epilepsy, 2 times greater in obesity, and 8 
times greater in migraine than in epilepsy 
(7). 

Genetic Versus Acquired—-Among the 
2,130 patients cf this series only 17 percent 
knew of any blood relative who was similarly 
affected. Therefore, heredity cannot be the 
whole cause of seizures. In one patient it 
might be ro percent responsible, and in an- 
other 90 percent. Study of the histories of 
epileptics quickly dispels the “either-or” 
conception of etiology. Too many patients 
have both a family history of epilepsy or 
migraine and evidence of acquired brain 
pathology. Heredity is not a fixed all or 
none ingredient. Acquired morbid condi- 
tions bear a reciprocating relationship to 
transmitted precispositions, as illustrated by 
the accompanying diagram (Fig. 1). The 
smaller the genetic influence, the greater the 
influence of those conditions which are ac- 
quired. Of possible acquired states, those 
resulting in pathology of the brain, either an- 
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atomical or physiological, are of most conse- 
quence. However, severe damage to the 
brain may not in itself result in convulsions 
either in animals or in persons. Professor 
Lashley, who has mutilated the brains of 
numberless rats in his maze learning experi- 
ments, never observed one with convulsions 
(8). Kopeloff ef al(g) found that only cer- 
tain substances introduced into the brain 
proved epileptogenic. In patients both the 
location and the extent of brain injury are 
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Fig. 1.—Schematic representation of the recipro- 
cating influence of genetic and acquired factors in 
the etiology of seizures. At the top and at the 
bottom are patients who might be considered re- 
spectively as purely genetic (essential) or acquired 
(symptomatic) epileptics. The majority of patients, 
however, would be placed somewhere along the 
diagonal which represents a combination of genetic 
and acquired conditions. 


important. The proportion of persons who 
become epileptic as a result of wounds or 
tumor of the brain may be very high, 50 to 
8o percent, a number presumably far above 
the proportion who are “carriers” of the 
disorder. 

We sought statistical evidence of the rela- 
tive importance of acquired epilepsy by divid- 
ing the 2,000 odd epileptics into two groups 
—those with and those without a history or 
other evidence of brain injury which ante- 
dated the onset of seizures. In the group 
having such a history there were 2,714 rela- 
tives of whom 1.4 percent were epileptic. 
Among the 10,152 relatives of the patients 
without history of brain injury, 3.0 percent 
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were epileptic (Fig. 2). Therefore, inheri- 
tance, as judged by á number of epileptic 
relatives, is only 40 percent as great in ac- 
quired (symptomatic) epilepsy as in genetic 
(essential) epilepsy. The incidence of epi- 
lepsy among relatives, is 3 times greater in 
the acquired symptomatic) group of epi- 
leptics than in the general population. There- 
fore, an “essential” or genetic influence is 
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Fic. 2.—The incidence of epilepsy among the near 
relatives of patients, with reference to the absence 
or the presence of evidence of acquired brain pa- 
thology which antedated the first seizure. The inci- 
dence is 3.0 and 1.4 per cent respectively, compared 
with an incidence of 0.515 among draftees in che 
war beginning in 1914. The waviness oi this line 
suggests uncertainty regarding the accuracy of this 
information. 


present even in the acquired group. This 
general fact can be illustrated by numercas 
case histories in which patients with so- 
called traumatic epilepsy have a family his- 
tory of epilepsy. 

Sex—Various conditions may modify the 
weight of heredity. A constitutional variant 
of much interest is sex. Long age Gowers 
(10% pointed out that epilepsy begins cis- 
proportionately early in females, but he at- 
tempted no explanation. Our-statistics con- 
firm this finding which seems illcgical be- 
cause males are more prone to birth injuries. 
A possible explanation lies in the fact that 
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conditions which are predominatly genetic in 
origin tend to manifest themselves early in 
life. If this is so for epilepsy, those whose 
seizures began early should have an unusual 
number of relatives with epilepsy. This 
proved true in our series. Following is the 
total number of relatives and the percent who 
have epilepsy, with respect to the age of the 
patient when epilepsy began (including iso- 
lated childhood convulsions). 


No. of Percent 

Onset relatives epileptic 
O68 Yeats sect Meee aweces eens 3747 4.5 
O VEAts ccaitobin EEA 5170 2.5 
20: ANd OVE! fis xd takes ee eek 4497 I.2 


Epileptic relatives are nearly 4 times more 
numerous if epilepsy began in the first five 
years than if it began after thirty years. 

Dividing the data on the basis of sex we 
find that female patients had 5314 near rela- 
tives or whom 3.1 percent were epileptic, and 
male patients had 7,100 relatives of whom 
only 2.1 percent were affected—a 50 percent 
excess of female over male. 

Investigating the role of age at onset with 
respect to sex, we find that young females 
have a disproportionately large number of 
epileptic relatives. This is displayed in the 
following breakdown of totals. 


Male patients Female patients 
aerat No.of Percent No.of Percent 
Seura relatives epileptic relatives epileptic 
OFA YIS. soca aos 1440 3.4 1307 5.8 
D IO YIS oroita 2796 2.2 2374 2.9 
20 yrs. or over... 2864 1.2 1633 1.2 


Thus, among male patients epileptic relatives 
are nearly 3 times more numerous if the pa- 
tient experiences his first seizure in the first 
five years than if it occurs after he is twenty. 
But among female patients the epileptic rela- 
tives are nearly 5 times more numerous. In 
the youngest group the incidence among rel- 
atives is 70 percent greater in girls than in 
boys (Fig. 3). 

In order to check this unexpected finding 
a different method was used. Patients were 
divided into three groups—those without 
epilepsy or migraine in the immediate family, 
those with one other affected member, and 
those with more than one. An isolated child- 
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hood convulsion was not counted as marking 
the onset. 


All patients | Female patients 


: Average Average 
Relatives age at age at 
affected No. onset No. __ onset 
None affected . 1672 15.4 705 14 
. One affected .. 190 13.9 89 13.1 
More than one 
affected .... 50 10.7 30 7.0 


Here again earlier onset of epilepsy ac- 
companies evidence of heredity, but the rela- 
tionship is much clearer in female than in all 
patients. 


PERCENTAGE OF EPILEPTIC RELATIVES 
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Fic. 3.—Incidence of epilepsy among the near 
relatives of patients with respect to the sex of 
patients and their age when seizures began. When 
seizures began early in life, the proportion of rela- 
tives with epilepsy was much greater for female 
than ‘for male patients. 


Type of Seizure-—Obviously, patients 
who have seizure patterns which are asso- 
ciated with brain pathology (Jacksonian and 
focal grand mal convulsions) will have rela- 
tively few epileptic relatives. Petit mal at- 
tacks rarely accompany brain pathology. The 
genetic influence doubtless accounts for the 
fact that 4 percent of the relatives of the fe- 
males subject to petit mal have epilepsy, 
whereas the proportion for all females is 
only 3.1 percent. 

The higher proportion of epileptic rela- 
tives of female patients is due to multiple 
cases in the family rather than to an unusual 
number of affected families. No one has sug- 
gested that epilepsy is sex linked. The pres- 
ent observations only show that the genetic 
factor (as measured by the number of epi- 
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leptic relatives) is greater in females than in 
males. 

Mentality.—The causes of mental defect 
in epilepsy are multiple(11). In certain in- 
dividuals such defects may be transmitted, 
either with or without linkage with the trans- 
mitted predisposition to seizures. In our 
series of cases, the proportion of epileptic rel- 
atives varied with the mental state of the pa- 
tients; 5.9 percent in the small group of pa- 
tients who were mentally defective at birth; 
3.0 percent in patients mentally normal at 
birth but who later became deteriorated ; and 
only 2.4 percent if mentality was always 
intact(12). 

Here again age at onset seemed to have an 
influence. If patients were defective at birth 
and also began to have seizures before the 
age of five, 9.3 percent of near relatives were 
epileptic. Sex also played a role. In the 
mentally abnormal group of patients, female 
patients had twice as many epileptic relatives 
as male patients. 


3. [INCIDENCE AMONG TWINS 


Twins are especially useful in the study of 
genetics because identical (monozygotic) 
twins have the same heredity, whereas frater- 
nal (dizygotic) twins do not. Evidence col- 
lected by Conrad(13), Rosanoff(14) and 
others has demonstrated the frequency of 
epilepsy in both co-twins if they are identical 
and its rarity in both if they are fraternal. 
We have studied 55 twins affected by seiz- 
ures. The percentage of twin pairs in which 
both co-twins were epileptic was 94 percent 
in the monozygotic group without evidence 
of brain pathology, and only 17 percent in 
the monozygotic group in which the epileptic 
co-twin had evidence of brain pathology. 
Only one of the dizygotic twins had epilepsy 
in both co-twins. 

Though the groups are small the results 
give convincing evidence of the importance 
and the interrelation of both genetic and ac- 
quired factors. 


4. THE Brain WAVE TEST FOR CARRIERS 


The “predisposition” to epilepsy is a nebu- 
lous quality, a subject discussed and argued 
through the ages, but never observed. Like 
an unseen plane, its presence is postulated 
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but not proved. The fact that persons sut- 
ject to seizures display individuelity as well 
as great irregularity in the pattern of the 
electrical waves coming from the brain suz- 
gested to us that wave paiterns be studied 
from the standpoint of genetics. To that end, 
with the aid of the Committee on Human 
Heredity of the National Research Council, 
Dr. and Mrs. Gibbs and I[(15) made eles- 
troencephalograms of 71 “normai” twins and 
found the brain wave design, like finger 
prints or the color of hair and eyes, could be 
counted as an hereditary trait; the brain 


wave records of normal monozvgotic coud 


not, and those of dizygotic twins could be 
distinguished. 

Abnormality of rhythm is present in thre2- 
fourths or more of epileptics and oftentimes 
in patients who are without evidence of brein 
pathology and at the very onset of their ill- 
ness. Therefore it occurred to us that irreg1- 
larities of the brain waves might constitute 
the long debated predispos:tion. To test this 
theory we have recorded brain waves of 470 
near relatives of epileptics, including both 
parents of I40 patients. We have aiso 
studied 55 twin pairs affected by seizures 
(16). 

A little reflection will temper any expecta- 
tion of securing a conclusive answer through 
this laboratory technique: the brain weve 
pattern is a trait which may have been 
altered by some acquired patholcgy or patho- 
physiology of the brain, ard which is a fluid 
trait changing with the activity of the brain. 
Furthermore, a certain proportion of un- 
doubted epileptics have a normal brain wave 
pattern and abnormalities, when they exist, 
differ in degree and in specificity. If a per- 
son has dysrhythmia without history, symp- 
toms or neurological signs of pathology of 
the brain, or at the time of the examination 
does not have severe alkalosis, anoxemia or 
hypoglycemia, or other metabolic disorders 
associated with dysrhythmia, his disordered 
potentials are doubtless genetic in origin. 

Paroxysmal “seizure discharges’ (high 
voltage waves either abnormally slow or 
fast) are especially significant of epilepsy. 
In the group of 470 near relatives some de- 
gree of abnormality was observed in 50 per- 
cent against 16 percent in an adult normal 
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“control” group. Rhythms which were 
mildly slow or fast were 2.6 times more fre- 
quent in relatives than in controls; very slow 
or fast rhythms were 6 times; and seizure 
discharges 8 times more frequent(12). 
More pertinent, but more complicated, is 
information derived from examination of the 
brain waves of both parents. Electroer- 
cephalograms were made of both parents of 
140 patients. In 24 percent, the records of 


both parents were in some degree abnormal. 


This is approximately 12 times the corre- 
sponding percentage for chance matings 
from the control group. In 25 percent of the 
families, one or both parents had a grossly 
abnormal record, either seizure discharges, 
or dominant rhythms which were very slow 
or fast. Details are in a previous article(12). 
Most significant is information derived 
from electroencephalograms of twins. A 
study of 55 twin pairs affected with seizures 
will be presented elsewhere(16). In the 
group of identical twins in which one of 
the co-twins has epilepsy and cortical dys- 
rhythmia, the brain wave record of the nor- 
mal co-twin is almost always abnormal also. 
In identical twins also, the epileptic co-twin 
almost always has evidence of having ex- 
perienced an acquired injury of the brain. 


SUMMARY 


Study of the incidence of epilepsy among 
12,119 of the near relatives of 2130 epileptics 
and among 55 twin pairs affected by seizures, 
together with analysis of the brain wave 
records of 470 relatives and of the 55 twins, 
leads to the conclusion that epilepsy per se is 
not inherited but a tendency or predisposi- 
tion usually is inherited. The terms, genetic 
and acquired epilepsy, should replace the 
meaningless conventional terms essential and 
symptomatic. Probably in most patients 
both genetic and acquired factors are present. 
The incidence of epilepsy is higher among 
the near relatives of epileptics if pathology of 
the brain did not antedate the onset of sei- 
zures, if the patient's epilepsy began early in 
life, if he was mentally abnormal at birth, 
if he has petit mal and if the patient is female. 

The electroencephalogram is an hereditary 
trait and brain wave tracings, properly made 
and interpreted, may be of positive value in 
visualizing a transmitted quality which (with 
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the possible help of acquired pathology or 
pathophysiology) may eventuate in epi- 
lepsy. The practical value of this evidence is 
limited, because cortical electrical activity is 
a fluid trait, dysrhythmia cannot always be 
demonstrated in patients, and tracings of rel- 
atives may display only minor deviations 
from normal. Therefore, negative electroen- 
cephalographic evidence may not be signifi- 
cant. 
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THE NEUROPSYCHIATRIC PROGRAM OF THE VETERANS 
ADMINISTRATION * 


DANIEL BLAIN, M.D.2 ann JOHN H. BAIRD, M.D? 


As a prelude to more detailed discussions 
to follow by Special Section heads of the 
Neuropsychiatric Division, I propose to out- 
line briefly the over-all plan necessary to full- 
fill the obligations of the Veterans Adminis- 
tration to its neuropsychiatric beneficiaries, 
the policies on which these plans are based, 
the scope of the responsibilities of the NP 
Division and a report of the progress to date 
with a forecast of the speed with which these 
obligations will increase. 

I. To orient you with the plan of organi- 
zation of the medical functions of the Vet- 
erans Administration and especially the role 
played by neuropsychiatry in carrying out 
its functions, I have had prepared three 
slides. The first one shows the divisions of 
the professional services which are under the 
general supervision of the Chief Medical Di- 
rector. You will note that there are four 
main divisions, General Medical, Surgical, 
TB and NP. The Central Office Medical 


Service is the policy making body for the. 


entire Veterans Administration. 

The second slide shows the sub-sections 
of the NP Division, with Special Assistant 
for Personnel, a Section having to do with 
editorial work, statistical reports and regu- 
lations, and six special sections concerned 
respectively with neurology, clinical psychol- 
ogy, psychiatric education, outpatient func- 
tions, inpatient activities and research. You 
will note also that the NP Division maintains 
close liaison with the Social Service and 
Nursing Departments. 

The third slide represents the extension of 
Central Office functions to the field, through 
the 13 branch offices in the 13 areas cover- 
ing the country. In each branch office there 


1 Read at the ro2zd meeting of The American 
Psychiatric Association, Chicago, Ill, May 27-30, 
1946. 

2 Acting Assistant Medical Director for Neuro- 
psychiatry, U. S. Veterans Administration, Wash- 
ington, D. C. 

8 Chief, Editorial, Statistical and Reports Sec- 
tion, Neuropsychiatric Division, U. S. Veterans 
Administration, Washington, D. C. 


is authorized a full-time Chief of the NP 
Service and also a part-time Senior Consal- 
tant jor NP. These psychiatrists direct she 
NP activities in the Regional Offices, Oat- 


: patient Treatment Units and Hospitals in 


the area concerned. There are also to be 
assigned specialists in neurology and psy- 
chology in the Branch Offices, the neurclo- 
gist as a part-time consultant and the psy- 
chologist full-time. You will note that all GM 
& S hospitals are to have NP Sections in 
them and that all NP hospitals are to heve 
GM & S Sections. 

' Of signal importance in the over-all plan- 
ning of the NP Division is the creation of 
an Advisory Committee composed of 23 oat- 
standing and nationally known psychiatrists, 
neurologists and representatives of social 
service and psychiatric nursing. This cam- 
mittee had its initial meeting in Central 
Office the last of April when many important 
policy matters were discussed and decisions 
were made. It is planned that the committee 
will meet in Washington with Dr. Blain end 
his staff at least three times a year. The ad- 
vice of the entire group as well as of smaer 
committees of the group will be sought from 
time to time by correspondence and personal 
contact. They will also be available to advise 
field stations direct. 

II. It is our belief that the most impor- 
tant policy that has been established by zhe 
NP Division is a thorough integration of 
psychiatry with internal medicine and sur- 
gery which should unquestionably reflect in 
improved over-all care for all types of >a- 
tients. Of scarcely less importance is che 
policy of the broad extension of outpatient 
facilities for the treatment of: the functional 
illnesses which will insure a concentration 
on psychiatric problems at their source 
rather than upon the end results requirng 
prolcnged hospitalization. 

Other important policies which have ben 
adopted and which are being realized as 
rapidly as circumstances permit are: 

(a) The education of physicians in the spe- 
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cialties of psychiatry and neurology through 
the residency program and in service train- 
ing and encouraging them to become certified 
by the American Board of Psychiatry and 
Neurology. 

(b) The education of the public in the 
prevention of psychiatric illness through 
publicizing the program of the Veterans Ad- 
ministration for those requiring treatment. 
(c) Individualization of the patient with 

psychiatric disability in the minds of all 
persons whose responsibility it is to serve 
him, through training courses in all hospitals 
for physicians, psychologists, social workers, 
nurses, dieticians, physical therapists, occu- 
pational therapy aides, chaplains, librarians, 
attendants, etc. 

(d) The provision of adequate NP facil- 
ities in general medical and surgical hos- 
pitals and adequate general medical and sur- 
gical facilities in NP hospitals. 

(e) The greater use of ancillary medical 
personnel in general; social workers, aides, 
psychiatrically trained nurses, etc. 

(£) The use of clinical psychologists, not 
only in Mental Hygiene Clinics but also in 
General, TB and NP hospitals. 

(g) The close association of all NP in- 
stallaticns with medical teaching centers in- 
sofar as is possible. 

(h) The modernization and extension of 
treatment units for veterans with tubercu- 
losis who are also psychotic. 

(1) The development of special treatment 
facilities for the disorders of old age. 

(j) Reducing to a minimum the adminis- 
trative duties of physicians in hospitals to 
allow them more time with their patients. 

(k) The development of a program of 
foster home care for selected psychotics and 
an extension of the trial visit program gen- 
erally. 

(1) The extension of the use of consul- 
tants in psychiatry and neurology in all field 
stations. 

(m) The endorsement of the much im- 
proved physical therapy and recreational 
therapy programs for NP hospitals now be- 
ing developed. 

(n) The raising of the standards of quali- 
fication for attendant personnel in NP Units. 

(o) The development of an enlightened 
program of treatment for chronic alcoholics. 
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(p) The establishment of special treat- 
ment centers for aphasic speech disorders 
and for epileptics. 

(q) The raising of the standard of care 
for psychotic patients. 

(r) The simplification of regulations and 
procedure governing the handling of psy- 
chiatric problems which will permit field 
stations to operate more independently. 

(s) The provision of adequate treatment 
facilities for wamen with NP conditions. 

(t) The development of a logical building 
program with attention to placing new units 
near medical centers and utilization of the 
best professional and architectural talent 
available to ensure ideal structural plants. 

(u) The careful study of medico-legal 
matters in order to bring about needed re- 
zorms and more uniform procedure. 

(v) The establishment of Convalescent 
Treatment Centers for the inpatient treat- 
ment of severe psychoneurotics. 

(w) The development of Rest Centers 
for the care of certain borderline cases 
among veterans who do not require formal 
hospitalization Eut who need more attention 
than can be given in outpatient clinics. 

(x) The encouragement of the greater use 
of properly indoctrinated volunteer workers 
in hospitals. 

(y) The development of the use of gen- 
eral practitioners in sparsely populated areas 
and their training in the fundamentals of 
psychiatry. 

(z) The adoption of a more comprehen- 
sive and definitive nomenclature of psychiat- 
ric disorders. 

III. It is difficult indeed to comprehend 
the magnitude of the medical responsibilities 
of the Veterans Administration toward vet- 
erans with NP disorders of World War II 
and prior wars, in the form of hospital and 


outpatient treatment, to say nothing of the 


medical examinations required for the de- 
termination of eligibility for monetary bene- 
fits, 2. e., compensation, pension, retirement 
pay, insurance, eligibility for vocational re- 
habilitation, feasibility for a particular type 
of training and outpatient treatment of vet- 
erans during such training. 


The number of living veterans of World - 


War I and earlier wars is estimated as about 
4,066,000. The general estimate of the num- 


* 
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ber of persons who have served in the Armed 
Forces of World War II is about 15,000,000. 
This roughly makes a total of nearly 20,000,- 
000 persons who are potential beneficiaries 
of the Veterans Administration. Many more 
women, nurses, Waves, Wacs, Spars and 
Marines will be eligible for Veterans Ad- 
ministration medical care than was the case 
following earlier wars. 

I shall now show a few slides which I be- 
lieve will give you some idea of the size of 
the NP program. The first slide shows the 
separations from the Army for NP condi- 
tions, between January I, 1942, through 
June 30, 1945. There were 320,000 granted 
medical discharges (CDD) because of NP 
disorders. This represented 41% of all 
medical discharges. In addition 137,000 men 
were discharged for NP disorders under a 


* non-medical category which includes mental 


deficiency, psychopathic personality, enuresis 
and certain other conditions. Taking into ac- 
count both medical and non-medical cate- 
gories, a total of 457,000 men were dis- 


charged from the Army for NP disorders, 


from just after Pearl Harbor through June 
30, 1945- 

Approximate figures from the Navy 
covering about the same period show that 
106,600 were discharged for NP disorders. 
This number does not include persons with 
borderline psychiatric conditions discharged 
under non-medical categories. This makes 
a total of 563,600 discharged from the Army 
and Navy for NP disorders through last 
June. 

The next slide shows the service connected 
NP cases on compensation and pension rolls, 
as of the last of the calendar year 1945. The 
figures for World War I and World War II 
are not comparable since the figure for 
World War I represents only the residual 
number receiving compensation. There is 
no register maintained showing the total 
veterans of that war who have been com- 


. pensated for NP disorders. However, you 


will note the very high percentage of World 
War II veterans with NP disorders on the 
pension rolls who are listed in the functional 
or psychoneurotic group. 

The next slide shows the number of au- 
thorized beds in all NP hospitals and the 


number of patients hospitalized as of April 
2 
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18, 1946. This slide also shows the totel 
number of admissions to all veterans hos 
pitals and contract hospitals for NP disorders 
during the period July 1, 1924, through Juns 
30, 1945. 

The last slide shows the projection of pos 
sible hospital loads to 1975, by five year 
periods. You will note that it is predicted 
that there will be a steady increase in the 
number of veterans with NP disorders to te 
provided for until 1965 or 1966, approx - 
mately 20 years hence. 

IV. Now finally as to the progress mace 
to date in the accomplishment of some of our 
objectives, I might mention the following: 

(a) The organization of a smooth rur- 
ning team of psychiatrists, psychclogists and 
lay assistants in the NP Division with close 
association with social and nursing services. 

(b) The functioning oë the Advisory 
Committee to the NP Division which hes 
already resulted in the initiation of a number 
of needed reforms in medical practice in the 
Veterens Administration. 

(c) A broadening of outpatient trea=- 
ment units both in our own Regional Offices 
and under contract with establisned clinics. 

(d) A reclassification of Social Worker 
positions ranging in the field from P-2 
($2989) to P-5 ($5180) and the establisi- 
ment of Chief Social Worker and Case 
Supervisor positions. The social worker 
strength has increased from a total of a- 
proximately 150 on duty a year ago to nearly 
500, with 300 more positions authorized. 
About ten schools of social work are placing 
students in our stations for their field wo-k 
(Ist and 2nd year) and plans are being 
worked out with about twelve more schocls 
for similar placements. 

(e) The liberalization and simplification 
of certain regulations corcerned with the 
care of NP patients. 

(f) The beginning of a psychiatric educa- 
tional program for physicians, and other pro- 
fessional and non-professional personnel, m- 
cluding contact men and wcmen to whom tne 
veteran goes with a variety of problems. 

(gi An educational program ior veterans 
with emotional ills urging them to seek psy- 
chiatric help early. 

(h) The formulation of an educational 
and treatment program in neurology in co- 
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operation with the American Neurological 
Association. 

(1) An expansion of the in-service psy- 
chiatric nursing educational program in each 
NP hospital under the direction of a nurse 
instructor who functions under the general 
supervision of a nurse specialist in neuro- 
psychiatry in Washington. Seventeen NP 
hospitals are approved for senior cadets and 
3 are accepting afhliate student nurses. 

(jù The advantages resulting from the 
decertralization program which in the main 
are as follows: 

1. A more immediate contact between the 
field station and the administrative authority. 

2. The greater familiarity of the Branch 
Office with local situations than has been 
possible with Central Office attempting to 
supervise the activities throughout the entire 
nation. 

3. The greater ability on the part of the 
Branch Office to effect needed changes more 
promptly through surveys of a difterent type 
than have ever been conducted in prior years 
by Central Office. 
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4. The Branch Office working in close and 
continuous cooperation with the field stations 
thus furthering the best interests of all pa- 
tients served. 

(k) The setting up of residencies under 
the auspices of Deans’ Committees and pro- 
fessors of neuropsychiatry offers intensive 
and supervised training in the specialty to 
interested physicians. 

As to a forecast of the speed with which 
our obligations will increase, I have shown 
the estimated probable hospital requirements 
for veterans with disabilities requiring in- 
patient care. However, we feel that ulti- 
mately there will be a far greater number of 
veterans who will need and desire psychiatric 
treatment administered in outpatient depart- 
ments. This likelihood is more impressive 
when one considers the great number who 
are already rated as service connected for 
psychoneurotic disorders, Then too, one has 
no way of estimating the number of veterans 
with general medical or surgical disorders 
who will need psychiatric treatment for con- 
comitant NP conditions. 
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Much has been said concerning the present 
and anticipated neuropsychiatric load of the 
Veterans Administration. The quoted fig- 
ures are impressive; admittedly our present 
personnel and facilities are too few. Of 
necessity the problem of proper care of our 
patients in clinics and hospitals has been un- 
dertaken with a disquieting knowledge of 
current limitations. Our approach, therefore, 
has been realistic without sacrificing the ob- 
jective of adequate and modern treatment. 
Much planning has been done and now four 
months after the passage of our “Enabling 
Act” we are gradually implementing what we 
believe to be sound policies. 

There will be continuing insistence on 
placing Veterans Administration Hospitals 
near medical centers, the greatest single aid 
to the proper care of the patient. If it is 
demonstrated conclusively that our present 
medically isolated hospitals cannot be ade- 
quately staffed, we will not hesitate to rec- 
ommend that patients be moved to a more 
favorable location. 

We are working on the building plans for 
new hospitals and have been able to incor- 
porate progressive ideas in the construction 
of neuropsychiatric installations, with the in- 
tent of providing the best environmental 
surroundings and facilitating the practice of 
modern therapy. The general appearance 
will be non-institutional. The design of the 
buildings is functional and represents the 
best in present day ideas in architecture. 

All general medical and surgical hospitals 
to be newly built or acquired will: have at 
least 30% of the total beds allocated to the 
NP service, which will be approximately 


equally divided between the psychiatric, neu- 


1 Read at the ro2d meeting of The American 
Psychiatric Association, Chicago, Ill, May 27-30, 
1946. . 

2 Chief, Inpatient Division, Neuropsychiatric 
Service, Department of Medicine and Surgery, Vet- 
erans Administration, Washington, D. C. 

8 Chief, Outpatient Division, Neuropsychiatric 
Service, Department of Medicine and Surgery, Vet- 
erans Administration, Washington, D. C. 


rological and convalescent sections. “che 
convalescent section will care for the psycho- 
neurotic who cannot be successfully treeted 
on an outpatient basis but does not require 
formal hospitalization. The section is tc be 
located in a separate building if possible or, 
if nct, on the lower floor and as iar from the 
psychiatric section as is structurally feasible. 
Every effort will be made to provide a ron- 
hospital atmosphere. There will be adequate 
facilities for a complete activities program. 

Each section of the neuropsychiatric 3er- 
vice will be headed by chiefs, all of whom 
will be responsible to the Chief of the Ser- 
vice who will have a status equal to tha: of 
the Chiefs of Medicine and Surgery. The 
neuropsychiatric activities in present gen2ral 
medical and surgical hospitals are to be simi- 
larly developed as far as facilities and avail- 
able personnel permit. It is our policy to 
hospitalize the maximum number of NP pa- 
tients in general hospitals rather than in 
special NP hospitals, recognizing the <act 
that a large proportion of NP problem: in 
veterans can be treated, and treated rore 
successfully, at the general hospital level. 
The development of this program shculd 
give inestimable aid to the bringing of psy- 
chiatry into general medical and surgical 
wards everywhere, 

The so-called specialized neuropsychiatric 
hospitals are to have two self-contained ut-ts, 
acute and continued treatment. In addit.on, 
there will be adequate general medical and 
surgical sections to care for the veterans of 
the community as well as the hospital pop- 
ulation. An existing kospital has keen 
changed to the acute and continued treatment 
plan as a “pilot” and we have been sufficiently 
encouraged to consider similar changes in 
other specialized NP hospitals. It may be 
that at this time it would be appropriate to 
consider completely discarding the two ap- 
pelations “General Medical and Surgi:al” 
and “NP.” As you may know, except for 
purely statistical purposes, the Veterans 
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Administration now calls all its hospitals 
simply “VA Hospitals.” | 

The need for increased facilities for women 
veterans is recognized with the allocation ot 
2% of new beds. In hospitals principally 
for NP patients the proportion is 5%.° We 
anticipate this percentage because of rela- 
tively inadequate NP screening of women in 
the Armed Forces during World War II. 

NP TB patients will be treated in hos- 
pitals properly staffed and equipped and stra- 
tegically distributed throughout the United 
States. These hospitals will be under neu- 
ropsychiatric supervision coordinated with 
the Tuberculosis Division of the Departmen: 
of Medicine and Surgery. 

Family care is being developed. It is 
proposed to pay $10.00 per week for each 
patient boarded out. The hospital will con- 
tinue to be responsible for adequate super- 
vision of each patient. 

A continued attack is being made on elim- 
inating non-medical duties for doctors and 
nurses with heartening progress, despite ob- 
stacles inherent in any governmental agency 
which, we have found, are not always 
insurmountable. 

The Nursing Service is intent on providing 
the best nursing care, and realizes that this 
can be done only by increasing the knowledge 
and skill of the nursing staff. Training pro- 
grams have been established for instructors, 
head nurses, staff nurses, cadet student 
nurses, affiliated student nurses and atten- 
dants. .The value oë the properly trained at- 
tendant in the therapeutic program is recog- 
nized and every effort is being made to 
improve his status. The training of the at- 
tendant in the Veterans Administration 1s 
based on the manual compiled by the nursing 
committee of the A.P.A. The program has 
been approved by thé National League of 
Nursing Education. 

The Social Service Division of the Vet- 
erans Administraticn works closely with the 
NP Division. A representative from the 
Social Service Division sits in on our policy- 
making meetings and correlates social service 
programs with that of the general NP Divi- 
sion. Social service plays an important role 
in our treatment plans. For example, in our 
anticipated family care program, we will be 
relying upon the social worker’s skill in find- 
ing foster homes where, in addition to good 
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physical care, the patient will have the proper 
psychological environment. We will also 
rely upon social service for supervising the 
families giving patients such care. The social 
worker is an integral part in all aspects of 
the NP program: in hospitals, convalescent 
sections, mental hygiene clinics, and in rural 
work. The proper training of these workers 
is important. We are, therefore, heartened 
to know that such programs are under way, 
both for social workers already employed 
and for those who are still in training. 
Every hospital will have a complete medi- 
cal rehabilitation program supervised by a 
specifically qualified medical officer. This 
service will include the department of phys- 
ical medicine, which will be complete and 
well equipped for the treatment of various 
types of disabilities with all the modalities 
used by psychiatrists. There will be cor- 
rective physical rehabilitation personnel who 
will specialize in the corrective training so 
successfully utilized in the armed forces. 
Another important unit in the rehabilitation 
service is that of educational retraining 
where a wide variety of subjects can be 
studied. There will be a staff of instructors 
who will teach courses and assist with in- 
dividual studies, The United States Armed 
Forces Institute has made available to the 
VA 175 different courses for correspondence 
work and self-study with academic credit 
available for work accomplished. There will 
be an extensive shop program in each hos- 
pital. In these shops the patient will have 
a rather wide choice of work he may wish to 
do for the rest of his life. This is really pre- 
vocational training and it leads to a con- 
tinuous process of rehabilitation. : 
Representations are being made to provide 
adequate housing and recreational facilities 
ror hospital personnel, needs which are not 
being met at this time and threaten the entire 
treatment program due to their adverse ef- 
fect on recruitment and the morale of our 
personnel. Organized public opinion could 
render great aid in correcting this situation. 
In addition to our hospital plans it is, of 
course, necessary a program be developed 
that is designed not only to alleviate minor 
neuropsychiatric illnesses but to prevent the 
development of more serious ones and 
thereby reduce in number the veterans re- 
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quiring hospitalization. This will be particu- 
larly true where a somatic complaint is the 
symptom of a mental illness. 

Outpatient care is being provided and 
planned in several ways. The Veterans Ad- 
ministration is to have its own Mental Hy- 
- giene Clinics in a number of the larger cities. 
` Thirty-two have been authorized, but we 

‘expect that this number will be increased. 
Thirteen clinics are already functioning. A 
few have complete staffs in full swing, some 
are only partly staffed and others at the 
stage of preliminary spade work.. All are 
seeing some patients, but the general pro- 
gram is still in the initial stages of imple- 
mentation. However, several clinics have 
been functioning for a sufficient length of 
time and with adequate personnel to confirm 
the original estimate of the need and 
effectiveness of treatment. 

Rapid organization is impeded by the scar- 
city of personnel, including psychiatrists, 
psychologists and social workers, as well as 
by difficulty in obtaining space in convenient 
locations. 

Contracts are being made with established 
Mental Hygiene Clinics usually in the larger 
urban areas. Contracts with fourteen such 
clinics have been made, and a score or more 
are at the present time pending or under 
consideration. These clinics accept anywhere 
from two or three to thirty or more new pa- 
tients per month and carry caseloads up to 
fifty or sixty. We should like to receive 
proposals from a great many more clinics, 
through our local sub-regional or regional 
offices. Direct applications can also be made 
to the Central Office in Washington. 

Efforts are being made to employ neuro- 
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psychiatrists on a fee basis particularly in 
areas where neither of the previously men- 
tioned services is expected to be available 
Action is also being expedited at present tc 
secure the services of neuropsychiatrists un- 
der the so-called state plan. Contracts are 
being made with responsible agents of State 
Medical Societies whereby members are em- 
ployed on a fee basis, so that, if there are 
no VA services conveniently at hand, the 
veteran may select his own doctor. 

The employment of psychiatrists on a fee 
basis either directly or through the state plaa 
is being developed primarily for the needs 
of the rural areas where the population is 
not sufficiently dense to warrant clinics but 
where hospitals and sanitaria with competent 
neuropsychiatrists are frequently located. In 
addition, we are planning to use the services 
of various traveling mental hygiene clinics. 

As indicated previously, the policies beinz 
developed and followed in regard to bota 
inpatient and outpatient care of neurops)- 
chiatric disabilities are intended to be prc- 
gressive, comprehensive ard sound. Our 
personnel individually or in groups have the 
opportunities of exploring all legitimate ave- 
nues cf treatment. Our residency training 
program will enable us to give concentrated 
and individualized care to patients with dis- 
orders particularly amenable to therapy. Tre 
doctors will pursue their duties with tke 
encouragement and under the direction and 
supervision of professionally qualified sups- 
riors. It is expected that with our great 
amount of clinical material we will be ab-e 
to make a real contribution to modern 
neuropsychiatric treatment, 
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The training of specialists in all of the 


varicus fields of medicine through the joint 
efforts of a government agency and the medi- 
cal schools is an adventure in administration 
and education that calls on the experience 
and wisdom as well as the patience, fore- 
bearence and the experimental attitude of 
the great body of doctors joined together in 
this effort. There are no precedents for this 
—oniy the traditions of our profession. Like 
all advances in medicine, it has come about 
in arswer to a need that shouts from the 
house tops as well as almost any popular 
magazine one happens to open. 

The needs in psychiatry involve three in- 
terrelated categories of problems: the short- 
age of psychiatrists, the body of knowledge 
which comprises cur specialty, and the meth- 
ods we use in teaching. As to the shortage, 
we need only look to a few figures. The 
propertion of hospital beds for neuropsy- 
chiatric cases in the Veterans Administra- 
tion is approximately the same as in the gen- 
eral population—slightly over 60%. In addi- 
tion we anticipate a very large outpatient 
load. We do not know the number of vet- 
erans suffering from the psychoneuroses but 
we do know that almost a quarter of a mil- 
lion veterans of World War II, as of De- 
cember 31, 1945, were receiving pensions for 
“functional nervous diseases,” the category 
used for the psychoneuroses. 

Where are the doctors to come from who 
will take care of these patients? At present 
the psychiatrists listed by The American Psy- 
chiatric Association constitute approximately 

4% of the total number of doctors in the 
country. What else can this mean but that 
every doctor qualified not only to care for 
patients but in teaching has a part in this 
effort. This applies not only to our residency 

1 Read at the 1o2d meeting of The American 
Psychiztric Association, Chicago, Ill, May 27-30, 
1946. 
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program but to the undergraduate medical 
school. Students must learn what modern 
psychiatry is, what a challenge it presents 
and what wide variety of medical interests 
are served in this specialty. 

Our training plan is just beginning to 
operate. We hope to educate 1000 residents 
in the next three years. The Veterans Ad- 
ministration will pay for the program but 
we ask the medical. schools to be responsible 
for the teaching, carried on however with 
our active cooperation. Doctors who are 
veterans have preference for places. Each 
prospective resident must have had at least 
a year’s rotating or medical internship. The 
residencies will be from one to three years 
and the men must have the intention of 
taking training sufficient to meet the Board’s 
requirements for certification. Basic training 
in the necessary sciences and in neurology 
are included. There can be no legal obliga- 
tion to continue in the Veterans Administra- 
tion. We hope that the men will feel a moral 
obligation to stay and we believe that the 
service will be so good that they will want to. 

We have tried to work out plans that re- 
quire a minimum of recording and reports, 
and allow the necessary amount of flexibility 
to deal with different situations. We ask 
only for that which is required to carry out 
the law and keep the Central Office informed 
in general. The millennium has not been 
reached but we are doing the best we can. 

The deans of the medical schools in any 
locality constitute a dean’s committee for 
residency training in all the specialties. If 
there is only one school, the dean, of course, 
acts alone. This committee then appoints a 


a” attinoal 
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sub-committee on neuropsychiatry, usually _ 


consisting of the professors of psychiatry in 
each school, but others may be added. This 
neuropsychiatric committee selects and rec- 
ommends the residents and the part-time 
teachers, and works out a curriculum. Al- 
though the need is so great, it would not be 
met if the quality of the men selected for 
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residents was sacrificed for quantity. Sev- 
eral medical schools are working on the prob- 
lem of selection, and Dr. James Miller with 
the staff of Winter V. A. Hospital are also 
at work on it. Since a complete, well- 
rounded course cannot be given at the vet- 
erans hospitals, necessary experience which 
cannot be obtained there may be had else- 
where, but at least 50% of the time of the 
resident must be spent with veteran patients. 
This time may be divided in whatever way 
is most feasible and gives the best training 
in the particular circumstances involved. 
Teaching in the Veterans Administration 
hospitals is carried out by the consultants and 
attending psychiatrists and one or more full 
time teachers under the supervision of the 
professors of psychiatry in charge of the 
work, and is an integral part of the teaching 
program. This teacher, who is called the 
director of clinical psychiatry, also has charge 
of an active treatment service which we aim 
to keep small so as not to interfere with his 
teaching duties. 

In addition to the teaching of residents, 
we are deeply interested in in-service train- 
ing. Many junior and senior physicians who 
have worked hard and well under the most 
trying conditions are eager for more train- 
ing. Because we are short staffed, it is not 
possible at present to give them leave for 
study elsewhere. We must do as much in- 
service training as possible. All teaching 
rounds and discussion groups are open to the 
entire staff and when possible men will be 
given time to attend a specific course outside 
of the hospital to supplement this. Hospitals 
too far from medical schools will, wherever 
possible, be visited once a month or oftener 
by members of the nearest faculty for a day 
of rounds and clinics. Or a visiting doctor 
may hold a series of clinics for a week at 
a hospital and as many doctors from the area 
are brought in as is feasible. We believe that 
the caliber of this over-all teaching program, 
initiated and supervised by the psychiatric 
departments of the medical schools, wili 
merit approval as training hospitals by the 
Board, and that it will attract men who want 
to learn and doctors who can teach. 

It should now appear why a few moments 
ago I called this program an adventure. 
Most medical’ schools have used the limited 
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services in local city or county kospitals for 
their undergraduate teaching in psychiatry. 
The number of internships available there 
are few. The most sought for general resi- 
dencies, by and large, have been in the uni- 
versity hospitals, very few of which have 
psychiatric services. So, in the main, mest 
psychiatrists had to get their experience in 
hospizals with little formal teaching aad 
little supervision or case discussion. Tis 
was slowly beginning to change in the thir- 
ties, but it took the war with its overwheln- 
ing need for psychiatrists and the recognition 
of this need by the medical profession to 
bring about such a program as I have de- 
scribed, as well as others carried out uncer 
local auspices. The great opportunities in the 
large Veterans Administrazion hospitals and 
clinics provide the locus for such training 
and the participation of our medical schools 
provide an integrated teaching program. 

This brings us to the question of the ccn- 
tent of the training and the methods of teach- 
ing to be used. Our emphasis on the well- 
trained teacher and a definite curriculum 
does not mean that we are interested ir a 
rigid system of courses, spdon-fed to groups 
of passive nonentities. Psychiatry is the pos- 
sessor of an enormous and rapidly increas- 
ing body of experimental and experiential 
observations and facts, for the most part ll- 
digesżed and poorly integrated. This natar- 
ally leads to widely varying theories and 
basic philosophical concepts, and from tnis 
lively rivalries develop. A. healthy state to 
be in as long as we don’t stay there. We ¿re 
like adolescents with new experiences and 
concepts of the world impinging on th2m 
which they must understand, test and in- 
tegrate if they are to mature. We have -he 
same job if psychiatry is to progress. There 
have been signs in the literature and in cur 
discussions that such progress is being mede 
and our training must recognize it and aim 
to increase it. 

Therefore, the emphasis must be laid on 
the fullest possible discussion of careftlly 
made observations, on the development of 
new theories as well as the study of old ones 
and on their testing. This is a process in 
which teacher and pupil are only distn- 
guished by the longer experience of the for- 
mer and by the attitudes toward patients 
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which: practice has taught them. The his- 
torical foundations of our science and art 
need to be studied—but as a spring board 
from which to go on. 

How to do this best, we have yet to learn. 
Since the inauguration of clinical clerkships 
there has been no outstanding advance in 
methods of teaching. Perhaps the group ex- 
perimenting with the short courses in psy- 
chiatry for general practitioners under the 
Commonwealth Fund will find new methods 
—perhaps some of our own hospitals will. 
Once the need is recognized we can expect 
advances in this field also. 

Training in psychiatry under the Veterans 
Administration can only be as good or as 
poor as the medical schools make it. We will 
give whatever funds and cooperation the law 
permits. We have an Advisory Committee 
on Education from whom recommendations 
may be expected from time to time. We are 
appreciative of the opportunity to serve as 
a clearing house for experiences and perhaps 
at times as a touchstone for further advances. 


II 


We also construe psychiatric education to 
include non-professional employees and to 
some extent the patients and their families. 
Everyone who comes in contact with a pa- 
tient should understand enough of the situe- 
tion tc be able to help the patient by his atti- 
tude and behavior. Ignorance and fear need 
to be overcome, and experience shows that 
valuable returns are obtained from a rela- 
tively smali amount of time spent in teaching 
lay personnel. This includes every employee 
of the hospital and clinic. 
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In addition, there are the contact men and 
women—employees to whom a veteran goes 
with any problem, to find out what kind of 
aid he can get and where and how he can 
get it. Every town and village has one such 
person and cities have many of them. We 
have prepared three film strips to use in their 
training—one to give some understanding of 
the neurotic and psychotic behavior they en- 
counter, another on how to handle it under 
the circumstances in which they operate and 
one to help them with their own emotional 
reactions to difficult contacts. These strips 
will be cut and rearranged for use with other 
lay groups. An illustrated pamphlet for con- 
tact men and a simpler one for other em- 
ployees have been written. 

We have asked the hospital managers to 
arrange for discussions with groups of fami- 
lies of patients where possible. Unfortu- 
nately, there have never been regular visiting 
days which makes this difficult. 

In regard to patients, we feel that group 
discussion of their problems at an intellec- 
tual level has some value, though limited, and 
is not a substitute for either individual or 
group therapy. 

Perhaps, our most important educational 
problem—certainly one of the most difficult 
to approach—is the education of the veteran 
to seek psychiatric help early, to understand 
that going to a mental hygiene clinic does 
not mean that he is “psycho,” and to get the 
cooperation of medical and surgical men in 
this. Of course, since the veteran is one- 
sixth of our population, that means many 
more psychiatrists to be trained-—so we have 
come back to the point at which this paper 
started. 
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THE NEW RÔLE OF PSYCHOLOGICAL TESTING IN PSYCHIATRY * 
KARL MENNINGER, M. D., DAVID RAPAPORT, Pu. D., ann ROY SCHAFER, B. S. 
Topeka, Kans. 


It is common knowledge that the systema- 
tization of psychiatric nosology was begun by 
Kraepelin, but it is unfortunately not com- 
monly appreciated that the cradle for this 
systematization was built in the psychologi- 
cal laboratory of Wundt. The journal Psy- 
chologische Arbeiten published by Kraepelin 
(as well as Kraepelin’s own volumes, par- 
ticularly the Manic-Depressive Insanity and 
Paranoia) bear witness to the fact that Krae- 
pelin observed fundamental differences in the 
basic psychological functions of different 
types of psychiatric cases and hoped that it 
would prove possible to distinguish between 
them by means of psychological laboratory 
experiments, Perception, attention, con- 
sciousness, memory, retention, train of ideas 
(the thought process), associations, inhi- 
bition, mental efficiency, mood, pressure of 
activity and speech, degree of excitability— 
these were some of the functions Kraepelin 
considered fundamental. 

However although it was Kraepelin who 
envisaged these psychological functions as 
fundamental he did not proceed to organize 
them into a consistent framework from the 
point of view of psychopathology or psy- 
chology proper. The list just cited confuses 
functions with phenomena (e. g., attention 
as a function and inhibition as a phenome- 
non); it also includes functions not clearly 
distinguished from one another (e. g., mem- 
cry and retention). Further, the so-called 
“fundamental” psychological functions as 
listed by Kraepelin include many symp- 
toms, such as hallucinations and delusions. 

Bleuler, the other fountainhead of modern 
psychiatry, was much more clear-sighted 
in this respect. In his rarely read and 
untranslated volume Dementia Precox or 
the Group of Schizophrenias he distin- 
guished the fundamental or primary symp- 
toms of schizophrenia from its secondary 


1 Read at the to2znd annual meeting of The 
American Psychiatric Association, Chicago, IIL, 
May 27-30, 1946. 


symptoms. As primary symptoms he in- 
cluded the association disturbanc2s, the affect 
disturbances and the ambivalence, with cor- 
ollary disturbances in perceptior and apper- 
ception, orientation, memory, cansciousness, 
motility, reality appraisal, attention and will; 
and as the secondary symptoms he listed sen- 
sory illusions, delusions, catalepsy, stup2r, 
negativism, mannerisms, hyperactivity, au- 
tomatism, echopraxia, impulsive acts, conzu- 
sion, twilight states, deliria, and fugues. Ac- 
cording to him the primary symptoms pre- 
cede the secondary ones in time—often by a 
considerable period—hence he ccnsidered the 
early detection of these primary symptoms 
to be the prime diagnostic task in schizo- 
phrenia. Bleuler relied partly cn the word- 
association experiment and partly on the in- 
terview to establish the presence or absence 
of such primary symptoms. Like Kraepe-:n, 
he hoped that psychological experimenta- 
tion would become the tool for detecting dis- 
ordered functioning before gross and overt 
mental disorder develops. 

We are therefore justified in asking what 
progress has been made to date in wake of 
the initial ideas of these two thinkers. The 
balance sheet one can draw up from modern 
textbooks of psychiatry indeed provides a 
disappointing answer. Interest in psycho- 
logical functions (in the sense quoted above 
from Kraepelin and Bleuler) did not in- 
crease; in fact it decreased. Taere seem to 
be two good reasons for this. The reasons lie 
in the retardations in the development of 
psychiatry on the one hand and in those of 
psychology on the other. 

On the side of psychiatry for a long time 
the prevalent nosology was arbitrary and 
not based on the etiology of the disorders, 
and therefore any differential diagnostic 
technique was doomed to failure. Psycho- 
logical experiment could be no more useful 
than the framework in which it was applied. 
Interest in psychiatry subsequently, and to 
some extent consequently, shifted to etiology 
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of mental disorder and the new emphasis fell 
partly on neuropathology and partly on psy- 
chopathology of psychoanalytic orientatior.. 

On the side of psychology, it must be re- 
membered that the laboratory of Wundt, 
whence Kraepelin’s work emerged, was also 
the cradle of experimental psychology. Psy- 
chology was at its very beginnings. The 
functions and phenomena it proposed to in- 
vestigate were not yet well defined. How 
could these ill-defined functions have been 
the basis for sound diagnostic differentia- 
tions, even if they had been applied to etio- 
logically-clear nosological entities? Thev 
were not applied, however, and the result 
was discouragement, reflected in the litera- 
ture by futile, unsystematic attempts and by 
loss of interest. | 

The integrating of the efforts of psychiatry 
and psychology had to be postponed until 
more etiological clarity had been achieved in 
psychiatry and more theoretical maturity had 
been reached in psychology. Thus, the ways 
of the two disciplines, once so closely linked, 
parted. The distance between them grew 
particularly great when psychiatry’s interest 
in dynamics and etiology became all absorb- 
ing, e. g., in psychcanalysis; and when psy- 
chology’s paramount interest became theo- 
retical, e. g., in gestalt psychology. 

In the meantime, however, psychological 
testing, issuing from‘a cradle different from 
the common Wundtian cradle, developed on 
its own and served as a temporary liaison be- 
tween psychology and psychiatry. It was 
first confined to intelligence testing, later to 
aptitude testing and to the questionnaire 
method of personality testing. Yet, all the 
while, it again and again used the association 


experiment and, under the fructifying in-. 


fluence of dynamic psychiatry, it also de- 
veloped what is commonly called projective 
testing. 

Today, psychological testing has reached 
an unparalleled development in this country 
and has proved that it is here to stay. Yet 
' for a long while it suffered under the same 

handicaps which doomed to failure the early 
attempts at joining the efforts of psychiatry 
and psychology. It set out first to appraise 
intelligence before the concept intelligence 
was systematically understood. In the ab- 
sence of systematic understanding, pragmatic 
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application, always handy, was the result. 
In general, intelligence tests were applied 
only to make pragmatic distinctions between 
degrees of mental ability and efficiency. This 
remained the case until recently, even though 


for the last 35 years efforts were also made 


to study the qualitative relationships between 


different parts of intelligence test perfor- 


mance and different types of adjustments and 
maladjustments, as well as the qualitative 
relationships between different types of re- 
sponses on the word association test and 
different types of disorders. These efforts of 
psychological testing were also handicapped, 
as indicated above, by the continuing lack of 
nosological clarity in psychiatry, and also by 
the fact that validation of diagnostic indica- 
tors was precluded by the conflicting and in- 
consistent diagnostic criteria used in state 
hospitals, the usual source of cases for re- 
search. An additional handicap was the 
statistical-pragmatic construction of intelli- 
gence tests, without a theoretical orientation. 
As a matter of fact even most of the cur- 
rently popular projective tests were de- 
veloped ‘as pragmatic procedures (excepting 
perhaps the play techniques which were 
based on the concept of the projection mech- 
anism and which used psychoanalytic inter- 
pretive principles). The Rorschach Test and 
the Thematic Apperception Test developed 
without theoretical clarity as to the processes 
involved in producing the responses and as 
to the laws governing the relationship be- 
tween response and personality makeup. Yet 
old-timers in clinics well knew that there are 
qualitative relationships between test per- 
formance and specific diagnosis, and had 
hunches as to how the development of a 
story or response comes about differently in 
different types of people and in different types 
of sick people. This knowledge, however, 
remained either anecdotally, or not at all, 
recorded. So the Kraepelin-Bleuler heritage, 
the idea that changes in psychological func- 
tions or their relationships is characteristic 
and therefore diagnostic of different types 
of disorders, remained all but forgotten even 
with the advent of general interest in testing. 

Psychiatry, however, has begun to ap- 
proach greater etiological clarity—even 
though it is far from having solved its noso- 
logical problems. Similarly, psychology has 
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grown out of its mechanistic childhood boots; 
and its developmental, comparative and ex- 
perimental as well as theoretical achieve- 
ments set at least a baseline against which 
evaluation of efficiency of functioning can be 
made. In psychological testing new advances 
have been made, not only in the sense of de- 
veloping more, new, bigger and better testing 
procedures, but also in the sense that interest 
has arisen in the functions that go into 
achievements or reactions on different tests. 

Therefore the time appears to be ripe once 
again to raise the Kraepelinian and Bleule- 
rian questions: what psychological functions 
are selectively impaired in different mental 
disorders; and can we, and how are we to, 
establish the presence or absence of the pri- 
mary symptoms of mental disorder before 
the gross, secondary symptoms are clinically 
conspicuous ? 

Diagnostic psychological testing can help 
answer these questions, motivated as it now 
is to approach every case with these ques- 
tions in the back of its mind. It has the ad- 
vantage over clinical observation in that it 
has completely recorded segments of the 
patient’s behavior at its disposal, and 
through the study, scoring and evaluation of 
these segments it makes possible quantita- 
tive inter- and intra-individual comparison 
of those psychological functions which go 
into producing the various achievements and 
reactions on the several tests. Clinical ob- 
servation, in contrast, never has isolated seg- 
‘ ments of behavior nor has it had quantifi- 
able behavior at its disposal. For example, 
a notation of impairment of both judgment 
and attention based on direct observation or 
case history, is at best only a gross estimate, 
and does not allow for a decision as to which 
of the two functions is the more impaired. 
But only such relative assessment of im- 
pairment or retention of psychological func- 
tions can serve as an objectification of what 
Kraepelin already observed: that specific 
impairments are characteristic of specific 
mental disorders. Furthermore, fine inter- 
individual comparisons of impairments can- 
not be made from clinical observation: who 
would be ready to say which is the poorer of 
two poor judgments made in two different 
settings by two different people? Or who 
will be or is able to judge without tests like 
the association test or Rorschach test the 
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presence of a fundamental but early associa- 
tive disorder, distinguishing the products of 
such an associative disorder from genuine 
originality of thought and wealth of idiosyn- 
cratic memories ? 

In today’s clinical psychology a variety 
of new intelligence tests (particularly the 
Bellevue Scale) and concept formetion tests 
(particularly those of Goldstein), as well as 
the Rorschach Test and its parallel series; 
the Thematic Apperception Test and the vari- 
ous quantifiable play and other projective 
procedures—all serve to elucidate assets and 
impairments in various psychological func- 
tions. And modern psychiatry’s trend toward 
a loosening of nosological rigidity allows for 
more reliable comparison of varieties of men- 
tal disorders in regard to the chzracteristi- 
cally impaired psychological functions ir. 
each. Furthermore, the ever-increasing in- 
terest of dynamic psychiatry in ego-psychol- 
ogy and defense mechanisms opens a way 
for psychiatry to understand assets of every- 
day-psychological-functioning and to com- 
pare these with assets seen in test achieve- 
ments. Finally, the theoretical developments 
of psychology allow for exploring the specific 
nature of these functions, which, by thei- 
impairments or by their being outstanding 
assets of the individual, reflect the character 
or the disorder makeup, the defense mecha- 
nisms or their breakdown, used by the indi- 
vidual to cope with his conflicts. 

It appears that the following interlocking 
sequence is fundamentally important for the 
test assessment of patients in adjustment 
and maladjustment: certain patterns of de 
fense mechanisms are adopted and these de- 
termine specific strengths and weaknesses 
and in psychological functioning which then 
become characteristic of the adjustment ci 
the personality ; with the onset of maladjust- 
ment, an exaggeration or breakdown in these 
strengths and weaknesses characteristic fcr 
that maladjustment occurs which can te 
measured; this leads to a diagnostic differ- 
entiation, 

For the psychological examine: the intez- 
locking sequence should be, first, knowledge 
of the dynamic etiology of the mental dis- 
order as productive of specific defenses or 
their breakdown; second, the theoretical 
knowledge oi the psychological functions 
which are related to specific defenses or their 
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breakdown; and finally the knowledge of 
tests of the psychological functions. 

The systematic and intelligent use of tests 
in psychiatry should yield extremely fruit- 
ful results. The employment of these test 
metkods should not only lead to a greater 
proportion of correct and timely diagnoses, 
but in addition they can be utilized in an 
experimental way to investigate an impor- 
tant aspect of ego-psychology, -namely, the 
nature of human thinking. 

As a practical matter this is now work- 
ing out as follows: Psychological testing 
has revealed the presence of a schizophrenic 
process in many patients, while clinical evi- 
dence of schizophrenic tendencies is faint or 
absent. To put it another way, the psycholo- 
gist is discovering schizophrenia or “poten- 
tial” schizophrenia or “latent” schizophrenia 
in patients who are not suspected of being 
classifiable as schizophrenic according to old 
concepts and which have puzzled the psychia- 
trist diagnostically and therapeutically. This 
is nct happening in a few cases, but in a 
considerable number of cases, enough to make 
us suspect that the vast majority of persons 
in wkom a “schizophrenic process” is present 
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are not easily recognizable as such without 
specific testing. It may be, indeed, that it is 
only the exceptional schizophrenic who comes 
to the psychiatric hospital for treatment, and 
it may be, again, that many persons whom 
we have called “alcoholic addicts,” “psy- 
chopathic personalities,” “intractable neu- 
roses” and so on, must be viewed in a very 
different diagnostic (and therefore thera- 
peutic) light. If so, our present nosological 
systems and many of our notions about 
“typical” clinical pictures are going to have 
to be radically revised. It may be that we 
shall have to look more sharply for certain 
traits of negativism, incongruity, impracti- 
cality and so on, and less searchingly for 
stich gross manifestations of dereism as hal- 
lucinations and ideas of reference. 

This is only one of the modifications in 
psychiatry which collaboration with modern 
psychological testing techniques is bringing 
about. The better the cooperation between 
psychologists and psychiatrists, the better 
founded will be the development of new 
nosological concepts, the more accurate and 
more timely our diagnoses, and the more 
specifically directed our treatment. 


as 


THE PSYCHOANALYTICAL APPROACH TO THE MASCULINE 
AND FEMININE PRINCIPLES IN MUSIC 


MARGARET TILLY 
Head Music Therapist, Langley Porter Clinic, San Francisco, Cal. 


In considering music as a therapeutic 


agent, an interesting aspect worthy of fur- 
ther investigation is that of the masculine 
and feminine principles as evinced in both 
the personality of the composer and his com- 
positions, and the possibility that they may 
have a direct relationship to like principles in 
ourselves. 

The fact that all the great composers have 
been men, does not confuse the issue. Jung’s 
theory shows man’s feminine side (or 
Anima) to be usually suppressed, remaining 
for the most part in his unconscious. When 
the Anima is overstrong, and not projected 
onto a woman, a neurotic condition is caused 
and results in a homosexual personality. 
Much of the Anima is likely to be projected 
through the creative work of the individual, 
in which we then recognize a strongly neu- 
rotic feminine flavour, while in the better 
integrated man, his feminine side will show 
as merely part of a well-balanced whole, for 
the Anima then serves rather than dominates 
him. 

Careful analysis seems to indicate the rel- 
ative strength of the Anima to be the same 
in both the personality of the composer and 
his work; moreover many years of associa- 
tion with musicians, students and listeners 
have convinced the writer that we are apt 
to respond most favourably to music in 


© which the strength of the Anima approxi- 


mates that in ourselves. This seems to be 
true regardless of either the sex or the men- 
tal condition of the individual. 
schizophrenic patient, far removed from 
reality, will react according to his basic type; 
e.g. a male patient in whom the masculine 
principle is weak, will prefer music strongly 
feminine in character. 

In analysing compositions care must be 
taken lest we become confused by the style 
and period, which at first glance may cloak 
the individual expression, for although per- 
sonality will cut through even the most es- 


Thus the. . 


tablished forms, one mus: often look care- 
fully to find it. 

Before proceeding further, it is necessary 
to set down the premise from which we szart, 
namely, a group of those masculine and neu- 
rotic feminine qualities which we may ex- 
pect to find manifested in musical com- 
posiiion. 


Masculine Qualities 


Form 

Impersonality: 

Direct Approach 

Drive 

Rhythmic power 

Sustained thought and emotion 
Superior thinking 

Great output of large works 


Neurotic Feminine Qualities 


(As found in the man) 
Mood 
Personal approach 
Ind:rection 
Sentimentality 
Rhythm subservient to melody and harmony 
Quickly shifting emotions 
Love of decoration, per se 
Small output, with short works predominatinz 


The following brief analysis of the lives 


_of several of the great composers and the 


outstanding characteristics of their work, 
will show the underlying psychological pat- 
tern of the man and of his work to be similar. 


THE FEMININE PRINCIPLE PREDOMINATING 
CHOPIN 


Life-——Born of good family in the pecu- 
liarly music-loving province of Mazovia, 
Poland, Chopin had a happy childhood, sur- 
rounded by brilliant and adoring people who, 
however, pampered him because he was frail 
and sickly. This led to an adult life of deeply 
dependent relationships with both men and 
women. He made strong projections, lasting 
all his life, on two men met in early youth, 
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with homosexual relations indicated but not 
proved. For some vears he was also in love 
with a singer, who finally jilted him, but his 
strongest attachment was to a dominant 
masculine woman in the person of George 
Sand, who managed and mothered him for 
several years. She describes him as “living 
on infatuations and secret discontents which 
poison his dearest affections.” She says fur- 
ther, that real grief never disturbed him as 
much as small vexations, the slightest of- 
fences being remembered for weeks, and that 
he was forever tormented by melancholy 
thoughts, though having occasional outbursts 
of extreme gaicty. His health was always 
fragile and he is described as feminine, irri- 
table, sensitive and easily hurt, superstitious 
and mocdy. On hearing music he would fre- 
quently burst into tears. He showed an in- 
ordinate interest in his clothes and appear- 
ance, and in letters to friends, would give the 
most detailed account of everything said 
both to and about him. He remained forever 
tied to his family, and when away from 
home, was so entranced by a letter or pres- 
ent from any member, that no one might 
touch or even look at it for more than a 
moment. | 

All his life he moved in an aristocratic 
milieu. The luxurious salon life of Paris 
suited him, with its elegance and its adoring 
female society, whereas the slightest sign of 
poverty was extremely repugnant to him. 
Manners, he also felt, were so all-important 
that the least breach was never forgiven. 
There are frequent comments on his talent 
as an actor, but his playing was described as 
weak. He always wanted violets in his room. 
He was not outgoing to his fellow musicians, 
was anti-Jewish and had few men friends. 
He thought Beethoven’s work too colossal, 
the storms of passion too violent and that he 
lacked delicate finish. Mozart was more to 
his liking. 

Work.—Neurotic feminine traits can be 
found in the preponderance of short works 
in song form, preoccupation with delicate 
tracery and sentiment which only his genius 
saved from sentimentality. In general, 
everything in his music was subservient to 
the melody, which in turn served the quickly 
shifting moods and over-subjective and often 
morbid outlook. His rhythmic’ sense was 
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either nationalistic, or a highly nervous ex- 
pression, rather than the manifestation of 
true virility. Aïmost his entire output was 
for solo piano, 

Summary.—Mother-complex, shown by 
lifelong dependency on women or effeminate 
men, culminating in an attachment to a mas- 
culine woman. Feminine tendencies also 
shown in the enjoyment of soft luxurious 
life, love of clothes, moodiness, sentimen- 
tality, over-subjective attitude, lack of ro- 
bustness in both physique and creative work. 


TSCHAIKOWSKI 


Life-—His was a childhood dominated by 
an almost hysterical passion for his mother, 
and further controlled by a succession of 
governesses. Altnough his entire family was 
unusually deficient in musical feeling, his 
father did not discourage his study of music, 
although not until Tschaikowski reached his 
twenty-third year, did he himself take his 
studies seriously. He had a hatred of fric- 
tion, which caused him more and more to 
seek solitude. He was shy, timid and nerv- 
ous and for a time suffered from hallucina- 
tions. At the age of 28 he fell in love and 
desired marriage but was not accepted. 
Throughout his life, he was extremely sub- 
servient to his teacher, Anton Rubinstein, 
but his strongest tie was the strange friend- 
ship carried on entirely by correspondence 
with Mme. von Meck, a wealthy patroness of 
the arts, whom he never met, but to whom 
he poured out his thoughts as to no other 
person. There is no indication that the very 
warm and genuine mutual interest of these 
two people was in any way affected by the 
generous financial support the . composer 
received from his friend. 

After thirteen years of this association, in 
an attempt to assert his masculinity Tschai- 
kowski allowed himself to be persuaded by 
a young girl into a marriage which lasted 
but a few weeks and culminated in his severe 
mental breakdown.. He dwelt on his grief to 
a morbid degree and allowed his correspon- 
dence with Mme. von Meck to end. His 
depression increased, he cried easily and 
moped himself into a state of anxiety. He 
was always profoundly disturbed by any 
criticism of his work, was absentminded and 
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a victim of bad dreams and insomnia. When 
his mother died, it was nearly three years be- 
fore he could bring himself to tell even his 
closest friends. Both he and his brother were 
homosexuals, a fact which disturbed him 
greatly and to which he frequently alluded 
in letters to this brother. 

W ork.—The many works of large propor- 
tions show an almost continual turbulence 
and a lack of emotional balance that leans 
towards lush morbidity. The short periods 
of relief are more in the nature of neurotic 
sprightliness than healthy good humour. 
Rosa Newmarch says: “.... His prog- 
ress is based on impulse rather than upon 
intellectual convictions . . . . the futility of 
human achievements... . the attractive 
luxury of woe.” Certainly self-pity and 
hopelessness show throughout all his great 
outpourings. 

Summary—Mother-complex, shown by 
an abnormal passion for his mother, later 
transferred to Mme. von Meck. His fear 
.of responsibility shows in homosexual at- 
tachments and the emotional friendship with 
Mme. von Meck with its attendant financial 
support. His inability to make the necessary 
adjustment to his brief marriage and the 
mental breakdown which succeeded it, help 
to paint the picture of a highly neurotic and 
sexually immature personality. 


LISZT 


Life—We read of his sickly boyhood, 
with much time spent on his knees in prayer 
and in tears, and of his great dependence on 
his mother. This developed into an adult life 
in which vanity and a love of flattery and 
approbation played a prominent part. In 
company he became an actor, bent on making 
a sensation, but too weak to withstand harm- 
ful influences. He was feted by women in 
the salon life he loved, and indulged in 
whimpering self-pity, alienating his men 
friends. Of himself he says, “My true nature 
is for martyrdom ....am I condemned 
forever to this trade of a buffoon, whose 
business it is to entertain a salon?’ Others 
write: “You are too much preoccupied with 
being grand.” “Liszt will never have the 
courage to take a resolution to break any- 
thing. The man in him oscillates widely, be- 
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tween the two poles of extremest passion; 
apparently he has not yet found that centre 
of gravity for his innermost being that is 
so difficult for the greatest man to find.” 

Liszt’s gesture in becoming an abbe 
shows less religious conviction than one 
more craving for the dramatic spot-light. 
As an insight into his own character, nothing 
is more revealing than Liszt’s short biog- 
raphy of Chopin, where in his descriptions 
of the famous Pole he gives himself away in 
every sentence. 

Work.—His musical style is one of over- 
elaboration, bombast and “effects,” being 
also over-emotional and streaked with 
pseudo-religious sentimentality. His interest 
is in colour rather than form, and he shows 
a marked weakness for making cheap and 
elaborate arrangements of other composers’ 
works. In perspective, his contribution to 
music is seen to be chiefly that of adding to 
orchestral “effects.” His compositions direct 
the attention to the performer rather than to 
the music itself, always reminding the lis- 
tener of the pianist Liszt of the fabulous 
technique. His works have been described 
as “religious, idyllic, heroic, erotic’ and full 
of “delirious romanticism.” 

Sumimary—Mother-complex, shown in 
dependency first on his mother, then trans- 
ferred first to many women throughout his 
life and finally to the Church, where the 
father confessor takes up the mother role. 
Narcissism shows by his concentration on 
the effect of his own personality on those 
around him and his love of all tha: was 
showy and ornamental for its own sake. 


Tue MASCULINE PRINCIPLE 
PREDOMINATING 


BACH 


Life—Born into a family famous for 
several generations on account of the great 
number of distinguished musicians it pro- 
duced, Bach spent a happy childhood where 
the study of music was taken for granted. 
When the boy lost his parents at the age of 
nine, he went to live with a brother, but be- 
came entirely independent when only fifteen. 
From then until the end of his life, -he as- 
sumed responsibility for all needy members 
of the large family and although never 
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wealthy was so friendly and hospitable to all 
about him that his house was seldom without 
guests. He always enjoyed the company 
of his fellow musicians, from whom he re- 
ceived love and admiration, but spent little 
time with other people. 

He made two happy marriages and was 
unremitting in his efforts to give the best 
possible education to his many children and 
also to his pupils. He chose persons of dis- 
tinction as godparents for his children, with 
foresight as to their ability to help them in 
their subsequent careers. This sense of re- 
sponsibility was carried into the teaching 
field also, for he kindly but firmly shed 
pupils he considered insufficiently talented, 
thus spreading a sense of the dignity and 
value of art to an ever growing circle. He 
was fond of saying, “The sole object of all 
music should be the glory of God and pleas- 
ant recrection.”’ His was a deeply religious 
nature, balanced by a keen interest in the 
world abcut him, for throughout his life he 
was eager to know and understand every- 
thing new. - He possessed a fine library and 
showed more interest in the literature of 
music than most of his contemporaries. 

Oi powerful build, Bach was endowed 
with an equally powerful personality—inde- 
pendent, -eliable, arbitrary, dignified, ready 
to fight fer his own rights, yet full of human 
sympathy and consideration, never criticis- 
ing his fellow artists and seemingly unaware 
of his own great gifts. He had a fine sense 
of humour and the comic style was as fa- 
“miliar to him as the more grave. It is notice- 
able that ne found it necessary to play some 
work (often of inferior quality) by another 
composer, before he could free his own crea- 
tive spirit and begin to write, and he wrote 
slowly with much rewriting. As a choir- 
master, he was a failure, as he lacked the 
tact and patience for elementary teaching 
and was too irritable to control boys. Yet 
his home life seems to have been unusually 
happy and satisiying. It is interesting to 
note that as a young man, Bach played the 
viola in ensembles, thus choosing a rich inner 
voice, binding together the whole, rather 
than the more prominent and acclaimed 
violin or ‘cello. Bach went blind in the last 
year of kis life and died of an apoplectic 
- stroke, unnoticed and unsung. 


MASCULINE AND FEMININE PRINCIPLES IN MUSIC 


j Jan. 


W ork.—Bach holds the unique position of 
summing up an entire period, for instead of 
blazing fresh trails he took the material of 
his time and carried it to heights that have 
never been approached before or since. The 
technique of handling such amazing intrica- 
cles of contrapuntal writing, while at the 
same time evolving ever larger and more 
complex forms, could only have been de- 
veloped by a brilliant thinker; yet so great 
was Bach’s genius, that in listening one is 
overwhelmed by the feeling that this must 
perhaps be the greatest example of inspired 
human creation. Here is not only a man of 
colossal mind, but one assured and well- 
adjusted to life, for in all his writing one 
finds a noble serenity, balanced and logical, 
tempered by warmth and a sense of humour 
and a love of humanity that reaches both up 
and down. In the sustained power of mood 
and phrase (phrases of tremendous span) 
there is an inevitability not to be denied, 
coming from an appreciation and acceptance 
of life in the fullest meaning of the term, not 
from the aggressive, compulsive drive of the 
neurotic. 

Summary—Independence, stability, power 
and vigour, self-assurance and a voluntary 
assuming of responsibility and protection to- 
wards those about him, a long and happy 
marriage, plus a lifetime spent in the glori- 
fication of form, add up to an outstandingly 
mature and masculine personality. 


HANDEL 


Life -—Handel’s father, 63 years old when 
the boy was born, objected strongly to music 
and intended his son to practice law. Young 
Handel made no strenuous objections, but 
secretly took every opportunity to learn 
what he could of music on the side, so that 
upon the completion of his law training he 
was able to turn his full attention to the pro- 
fession of both composing and performing. 
Hure was a man of immense physical and 
mental stature, possessed by a tyrannical 
urge to create, rough and peremptory in 
manner, given to outbursts of violence and 
fury, always, however, tempered by wit and 
underlying good humour. His manners and 
tastes are said to have been gross, yet the 
general tone of his life was high, especially in 
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comparison with that of his age. He trav- 
elled extensively in Europe and spent some 
years in Italy, before finally moving to Lon- 
don, where he spent the rest of his life. 

His life is characterised by vigour, action, 
wit, kindliness, independence and readiness 
to do battle rather than compromise. Rol- 
land says: , l 


He wrote his music with such an impetuosity of 
feeling and such a wealth of ideas that his hand 
was constantly lagging behind his thoughts and 
in order to keep pace with them at all, he had to 
note them down in an abbreviated manner. .... 
Handel is a great painter of characters... . all 
bear witness to the suppleness and the profundity 
of his psychological genius. .... This genial im- 
provisor had the cult of style and instinct for 
immediate and vital effect. Our epoch has lost 
the feeling of this type of art and man, pure 
artists who speak to the people and for the people, 
not for themselves or their confréres .... Han- 
del’s eloquence was not without relation to that 
or the epic orators .... this eloquence did on 
occasion thrust itself into the soul of the nation, 
as in the days of the Jacobite invasion where 
Judas Maccabeus incarnated the public feeling. 
In the first performance of “Israel in Egypt” some 
of the auditors praised the heroic virtues of this 
music which could raise up the populace and lead 
armies to victory..... Certain melodies once 
written down continued to slumber in Handel’s 
mind for many years, until they had penetrated 
his subconscious nature .... they are so to speak, 
in search of a body where they can reincarnate 
themselves, seeking the true situation, the real 
sentiment of which they are but the latent ex- 


pression and having once found it, they expand 


themselves with ease. It is even difficult to see a 
conscious and logical evolution in him. .... He is 
of the kind who drink in the life universal, assimilat- 
ing it to themselves. His genius adapts itself to a 
thousand images of passing events, to the nation, 
to the times in which he lived, even to the fashions 
of the day ... . such is the power of assimilation 
and the prevailing equilibrium of his nature that 
he never feels submerged and overweighted by the 
mass of these strange elements. Everything is duly 
absorbed and classified. This immense soul is like 
the sea itself, into which all the rivers of. the 
world pour themselves without troubling its 
serenity. 


When Handel wrote, it was always at 
breathless speed——often composing an entire 
oratorio in a week. His flood of ideas poured 
out in their final form, for he never turned 
back to rewrite any passage, and this early 
confident ease continued irrespective of the 
usually stormy and troublous state of his 
public life. During his early London years 
Handel wrote 46 operas, most of which were 
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produced, at first with great success. Later, 
however, partly because this success aroused 
the jealousy of his fellow musicians, but 
chiefly owing to political intrigue in the 
Court against the King, who was Handel’s 
patron, another opera company was set up 
by the opposing faction, and for a long time 
Handel suffered all the sneers and humilia- 
tions that his rivals could think up, which 
caused him both bankruptcy and physical 
breakdown on more than one occasion. In 
spite of all this, the quality and serenity of 
his work never changed, although he finally 
turned away entirely from opera and began 
writing the many oratorios, which he felt 
would reach the hearts of the greater mass 
of the people. He seemed indeed io retire 
into himself, depending on his power of con- 
centration to shut out the sounds of the 
storm whirling about him. One cannot speak 
of Handel’s private life, for he seems to have | 
had none. One or two mild love interests 
in his youth are mentioned, but he seems to 
have had no sex life. He was too busy for 
many social activities, and apparently had 
only one friend, a friend of his youth, who 
reappeared towards the end of his life end 
remained with him during his last years. 

Handel’s great concern for the poor was 
outstanding, and he was quietly gererous to 
both individuals and charitable institutions. 
He greatly helped the Society of Musicians 
(for the indigent) and was responsible for 
establishing the recently opened Foundling 
Hospital on a firm financial footing. During 
his lifetime, performances of the “Messiah” 
might be given only for the benefit of the 
Foundling Hospital (to which he gave the 
original score) and three institutions for the 
poor, in Dublin. He went blind a few years 
before his death but continued writing until 
the end, leaving money and directions in his 
will for a statue of himself to be placed in 
Westminster Abbey. 

W ork.—Handel was a prolific writer of 
works almost entirely in large form. They 
were dramatic and forceful, the mental and 
emotional elements being well-balanced. So 
tremendous was the amount of creative ma- 
terial constantly crowding him, that, “one 
can truly say he improvised every minute of 
his life.” Roliand in writing of the way in 
which Handel translates emotions into music 
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says: “We often speak of the psychological 
analysis of character in dramas and novels, 
but the term synthesis is more appropriately 
applied to Handel’s dramatic art, for he adds 
one trait to another until he has built up 
the entire character... .he represents 
every emotion in isolation, unmixed and 
pure, leaving it to the listener to form an 
impression of a character as a whole, making 
his men and women express their feelings 
and reveal the secrets of their souls charac- 
teristically, convincingly, naturally. A char- 
acter in a Handel opera is expressed musi- 
cally by the sum of the arias given to him. 
Each aria reveals a different characteristic.” 
Beethoven thought Handel the greatest 
musician that ever lived. 

Summary.—Independence, drive, sus- 
tained thought and energy, superior thinking, 
shown in the tremendous output of large 
© works, the stress on form, the drive and 
strength that enabled him to produce in 
spite of devastating obstacles, point to a per- 
sonality strongly masculine. 


BEETHOVEN 


Life—-Against a background of poverty 
and misery, with a drunken father and a sad, 
gentle, consumptive mother, the young Bee- 
thoven grew up a shy and taciturn boy, un- 


tidy, negligent and poor at his school studies. 


His father was a hard taskmaster, and the 
boy became obstinate, self-willed and scorn- 
ful of all men, full of a colossal arrogance. 
His biographers one and all speak of him as 
the personification of energy and vigour, of 
his great physical strength, his extreme 
clumsiness and wild -gesticulations, his loud 
shrill laughter and his humour which was 
merely an indulgence in horseplay and 
clumsy punning. He was inordinately proud 
of honours that came to him, but jealous and 
critical of others who received them. He was 
always a misanthrope, refusing to pay defer- 
ence to others, but demanding great respect 
towards himself. His loudest criticisms al- 
ways concerned morals, showing a merciless 
attitude toward any hint of sexual delin- 
quency in others, yet his own philanderings 
were frequent and his business dealings dis- 
honourable. . .. . This sex complex caused 
him to cast aspersions on the character of 
any person who in any way opposed him. 
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As his deafness increased, he became in- 
sanely suspicious of his fellow man and his 
rudenesses and offences were continual and 
were followed by equally intense repentance, 
hardly consistent with complete sanity. In 
ordinary life, his contemporaries felt his 
mental structure to border on stupidity. He 
was always inclined to profound melancholy, 
and his whole rough awkward nature mel- 
lowed to a gentle sweetness in his latter 


. years. Many of his troubles are symptomatic 


of the venereal disease from which he was 
reputed to suffer. All through the years his 
love of nature and the country is manifest, 
but outside of his art, his unhappy and neu- 
rotic guardianship of his nephew was per- 
haps the strongest feeling in his life. 
Schauffler writes: “This was a man whom 
nothing could down; a man who could walk 
through the valley of the shadow of death 
and turn the croakings of the ravens into 
a rollicking canon... . he had that infec- 
tious intensity, that almost superhuman vi- 
tality characteristic of the great ....a 
colossus with one foot in classicism and one 
in romanticism ;” and Rolland says: “Bee- 
thoven scarcely ever emerges from himself, 
but this self is a Universe, the masculine 
sculptor who dominates his matter and bends 
it to his hand . . . . the spirit in command.” 
Work—Ernest Newman has described 


_his music as “Inspiration plus headwork, re- 


flective reasoning, the latter, in his greatest 
music, on the same high level as inspiration 

. inspired technique.’ The widely 
varied writing, always in large forms, while 
free and spontaneous in effect, is nevertheless 
handled in such a way that structure is of 
the very essence of the emotional content. 
The assurance which enabled him to break 
with tradition, the rhythmic vitality, the rich 
harmonic treatment of the simple, almost 
banal themes, could have been achieved only 
by a powerful nature, dominant to the point 
of ruthlessness. 

Summary.—A. deeply introverted person- 
ality, unable to adjust to the outside world, 
showing evidence of a persecution complex, 
probably brought about by his deafness. His 
life, while undoubtedly neurotic, shows no 
sign of an over-stressed Anima, nor is there 
evidence of neurotic femininity in his music. 
Feminine passages in his scores, are the 
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warm, balanced demonstrations found in a 
man in whom the masculine principle pre- 
dominates. 
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DILANTIN TREATMENT FOR BEHAVIOR PROBLEM CHILDREN 
WITH ABNORMAL ELECTROENCEPHALOGRAMS * 
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More and more material has accumulated 
in recent years in the literature suggesting 
the existence of a disturbance of the cerebral 
electroactivity in the so-called behavior dis- 
orders in children and also in some of the 
behavior and personality disorders in adults. 
These findings support the assumption that 
organic oz metabolic factors might be of etio- 
logical significance in the causation of some 
behavior disturbances. The term “behavior 
problem,” as it is used in clinical diagnosis, 
comprises a multitude of symptoms which 
are not necessarily caused by one specific 
etiological factor and is, therefore, rather 
vague. Very little, indeed, is yet known of 
the mechanisms of cerebral functioning and, 
therefore, of the disturbances of cerebral 
functioning. Since the electroencephalogram 
represents one of the objective tools which 
medicine possesses today to investigate the 
abnormahties of central nervous system 
functioning, it was used in the study of the 
so-called behavior disorders, especially the 
behavior problems of children, because they 
are usually assumed to be somewhat less 
complicated than adult behavior problems. 

Jasper, Solomon and Bradley(1) in 1938 
reported the occurrence of abnormal cortical 
potentials in 70 percent of a group of be- 
havior problem children which they studied 
and drew attention to the similarity to epi- 
lepsy in the abnormal pattern found, although 
clinically none of the cases were having con- 
vulsions at the time, and in most of them epi- 
lepsy was not suspected. The importance of 
these findings as a possible etiological factor 
was stressed. This was soon followed by re- 
ports from other investigators who con- 
firmed the original findings and published 
additional studies(2-7). Solomon and co- 
workers(8) in 1944 concluded on the basis 


1Read at the ro2nd annual meeting of The 
American Psychiatric Association, Chicago, I, 
May 27-30, 1946. 
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of their study that, although a large per- 
centage of abnormal EEGs is found in severe 
behavior disorders, these findings could not 
be considered in any way conclusive but 
could be regarded as an additional unfavor- 
able factor, among others, influencing be- 
havior adversely. Michaels and Secunda(g) 
in 1944 laid emphasis on their observation 
that the electroencephalographic findings 
correlate with certain neurotic traits of be- 
havior disorders and not necessarily with the 
vague syndrome of behavior problem. Simi- 
lar findings were again reported by Michaels 
(10) in the following year. 

Silverman(11), Hill(12), and others re- 
ported abnormal  electroencephalographic 
findings in constitutional psychopaths, and 
Strauss(13) directed attention to the fre- 
quent abnormal records found in chronic 
neurotic patients and suggested that some of 
them may be found suffering from some 
chemical or biological insufficiency as indi- 
cated by the abnormal EEG, and that, clini- 
cally, they might fall into certain categories. 

Putnam and Merritt(14) described the 
symptom of “dullness” as an epileptic equiv- 
alent, and further understanding concerning 
allied epileptic disorders, latent epilepsy, and 
the heredity of epilepsy was gained through 
the well-known work of Lennox and Gibbs 
(15) and Lowenbach(16). Hill(17) re- 
ported frequent correlation of abnormal 
EEGs with aggressiveness in psychopathic 
personalities. 

It is of further interest that Ross(18) 


_ found that the EEG in children may stay 


abnormal for a long time after encephalitis 
and encephalomyelitis, although at the same 
time no evidence of clinical pathology or of 
behavior disorders can be demonstrated. 
Very recently, Gibbs and co-workers(19) 
reported that extensive studies reveal no sig- 
nificant differences in the electroencephalo- 
graphic findings of criminals as compared 
with those of control subjects taken from the 
general population, and that no significant 
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correlation could be found between the EEG 
and the type of criminal behavior. In a 
preliminary study, they(2o) had previously 
reported a greater incidence of abnormal 
EEGs in criminals. 

In comparison with the relatively large 
number of investigations concerning abnor- 
mal brain potentials and abnormal behavior, 
it is somewhat surprising that compara- 
tively little effort was made to utilize 
the findings for therapeutic procedures. 
Dilantin and other drugs have been used ex- 
tensively in the treatment of epilepsy, but 
there are very few reports concerning their 
use in behavior disorders or other mental 
conditions. Cutts and Jasper(21) in 1939 
reported on the effect of benzedrine and 
phenobarbital on behavior problem children 
with abnormal EEGs. In 1942, Lindsley 
and Henry(22) studied the effect of benze- 
drine, dilantin, and phenobarbital on 13 in- 
stitutionalized children, and reported that 
they found benzedrine most effective, dilantin 
next, and phenobarbital least in controlling 
their behavior. These children were severe 
behavior problems, and no attempt was made 
to differentiate which type of behavior dis- 
order might respond more to one than to 
another drug.? Bradley(23) reported more 
specifically the use of dilantin in the treat- 
ment of children with behavior disorders but 
failed to give detailed data concerning his 
method with this particular drug. Brown 
and Solomon(24) however, in the same 
year, reported that in a group of 20 cases of 
institutionalized behavior problems which 
they studied, 7 were given dilantin, 0.1 gram 
four times a day for a period of seven weeks, 
and 4 of the patients responded. No refer- 
ence is made to the difference in electroen- 
cephalographic findings of those patients who 
responded and those who did not. It was 
only later that conditions other than clinical 
epilepsy were treated with dilantin on a 
somewhat larger scale. Putnam and Kali- 
novsky (25) medicated 60 psychotic patients 
with 0.3 to 0.6 grams of the drug daily over 
a period of two to five weeks and reported 


some improvement in about fifty percent of | 


2 In the experience of one of the authors, benze- 
drine has been found less effective in children 
who responded to dilantin. . 
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the patients during the period of treatment. 
This was followed up later by Freyhan (26) 
and Kubanek and others(27) who found im- 
provement in psychotic patients with marked 
motor excitement, restlessness, moodiness, 
and irritability during a period of treatment 
with 0.3 to 0.6 grams of dilantin. No EEG 
had been obtained in either group of psy- 
chotic patients. A recent paper by Brill and 
Walker(28) reports the successful use of 
dilantin in a Ig year old soldier with severe 
psychopathic behavior and an abnormal 
EEG who had shown no eviderce of yp 
epilepsy at any time. 

In the present study, dilantin was used in 
the treatment of children who “all clinically 
in the category of behavior prob-em children, 
both conduct and neurotic type, and in whom 
abnormal electroencephalographic findings 
were obtained. 


MATERIAL AND PROCEDURE 


The children studied in this group were 
selected on the following basis: The clinical 
diagnosis was behavior problem, the electro- 
encephalographic findings shcwed abnor- 
malities, and there was no known family his- 
tory of epilepsy and no definite history of 
central nervous system disease in the chil- 
dren. They were between the eges of seven 
to twelve, of both sexes, colored or white, 
from various economic levels and of various 
intelligence. They were referred through wel- 
fare agencies, juvenile courts, pediatric cut- 
patient ‘clinics, through private physicians, 
or brought by their parents directly. All but 
one child were examined on an out-patient 
basis, and all of them were treat2d on an out- 
patient basis. 

The routine procedure followed in these 
cases was complete physical examination, 
neurological examination, social history, psy- 
chiatric examination, psychometric testing, 
primarily on the Stanford-Binet test, Form 
L (with additional psychological procedures 
carried out on some of the patients) with 
electroencephalographic recording when the 
child had been without any medication for 
at least eight days. X-rays of the skull were 
obtained on all children with a history of 
head injuries. Routine laboratory tests as 
used in the usual pediatric work-up were 
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done. Some of the children had additional 
tests which were requested by the parents 
but were always negative and are of no sig- 
nificance here. During each examination, the 
child was alone with the examiner. 


The EEGs were obtained with the standard 
method now employed in most electroencephalo- 
graphic laboratories. Six monopolar tracings or 
six dipolar tracings in different relative arrange- 
ments were recorded simultaneously. Details of 
the clinical findings usually remained unknown 
until after the electroencephalogram had been inter- 
preted. 


Follow-up studies on patients were con- 
ducted in the majority of cases through ‘re- 
turn visits to the out-patient department. 
Occasionally this was done through corre- 
spondence and reports from the parents in 
the intervals between: visits to the clinic. The 
dosage employed in the treatment was be- 
tween 30 mgs. tid. and o.r gram t.i.d. on 
the basis of size and age of the child, indi- 
vidual need, and clinical progress. No com- 
bination of drugs was used in this study. 
The cases reported here have been treated 
and followed over a period of nine to eight- 
een months. Increase of dosage of medica- 
tion was advised primarily on the basis of 
clinical observations and symptomatology, as 
in the treatment of epilepsy. 


Case HISTORIES 


Case I-—E. L. P., age 10, white, female, was 
referred to the psychiatric out-patient clinic from 
the pediatric clinic of this hospital with the chief 
complaint of frequent crying spells, failure in school, 
and marked change in her total behavior of about 
a year and a helf duration. It was learned that the 
child has been considered to be well-adjusted, 
happy, and bright in school until her present illness. 
When eight years old and in the third grade just 
before school ended, she became ill, developed ab- 
dominal pain end occipital headaches, seemed on 
edge, and became dissatisfied with school. She 
suffered from poor appetite and appeared dull. 
The next fall she got failing grades in school, began 
to cry unexpectedly without obvious reason, was 
frightened, refused to sleep by herself, and was 
also frequently observed talking aloud to herself. 
Her condition zradually increased in severity, and 
at the time she was brought to the clinic, it was 
difficult to make good contact with her. She seemed 





8 For the permission to use his electroencephalo- 
graphic reports for the description of the elec- 
troencephalographic technique, the authors are 
grateful to Dr. Hans Lowenbach. 


only partially interested in her environment and 
afraid to talk. 

She is the fourth of five children. Some of the 
siblings are described as having nervous trouble 
or temper tantrums. The family’s economic con- 
dition is very inacequate. The father feels over- 
worked and is frequently irritable. The mother 
keeps house and is often cross with the children 
because she has been sick and nervous for a long 
time. The patient has always gotten along fairly 
well with the family. 

The patient’s birth is said to have been normal 
and her development average until the onset of her 
present illness. At the age of three, she was 
knocked down by a car but was not unconscious 
and had no severe injury or other sequele. Some 
bed wetting beyond the age of three was success- 
fully handled by getting the child up at night. There 
is also history of breath-holding spells when she 
was small, but no history of convulsions or any 
serious illnesses at any time. 

The physical examination and routine laboratory 
studies revealed ncthing beyond a somewhat poor 
nutritional state. The psychiatric examination 
showed the patient to be very passive, somewhat 
withdrawn, fearful, and even slightly negativistic. 
Contact was rather poor. Psychometric examina- 
tion on the Stanford-Binet test, Form L, revealed 
an I. Q. of 81 under somewhat poor testing con- 
ditions because of the inadequate cooperation. 

The EEG was reported as showing moderate, 
predominantly occipital dysrhythmia during the 
resting state; pronounced and almost paroxysmal 
dysrhythmia during overventilation and for some- 
time afterwards. 

Dilantin, 0.1 gm., bid, was prescribed. Two 
months later, the child appeared improved, more 
alert and friendly. The mother reported that the 
patient was eating well, was not crying, was taking 
interest in helping in the housework, and again 
liked to play with other children. She was still 
somewhat afraid of sleeping by herself. Medication 
was increased to dilantin, 0.1 gm. tid. She was 
not seen again until four months after the original 
interview because she had scarlet fever in the 
meantime. She appeared better nourished, smiling, 
cheerful. The family reported that no difficulties 
in her management had occurred, and the patient 
has since been followed for over a year, has been 
going to school quite regularly, is in good contact 
with her environment, appears friendly, although 
somewhat shy, and is getting along well. 


Case II.—S. J. M., age 9, white, female, was 
admitted on the psdiatric service with the chief 
complaint of nervousness of three years’ duration. 
She was referred for psychiatric consultation after 
initial pediatric studies revealed nothing of sig- 
nificance. 

The patient is the second of three children and 
the only girl. The family has always been fnan- 
cially secure. Both parents are college graduates, 
the home situation is described as congenial, and 
the parents’ attitude towards their children is very 
good. It is known that the patient makes every 
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attempt to utilize to her advantage her unique 
position as the only girl in the family. 

Birth and development in infancy were normal 
except that it was thought she was somewhat slow 
in learning to talk. She had enuresis until the age 
of five and has always bitten her fingernails. She 
was started in a private progressive school system 
where she got along well. Then the family moved, 
and the child was transferred to a public school 
system in which she was put back a grade. She 
has never liked it there but had no special difficul- 
ties until the onset of the present illness when she 
began to show severe temper tantrums, was not 
able to sit still in school, was often reprimanded 
for not paying attention, could not get along with 
other children, and gradually began to fail in her 
school work. She cried easily and retired from 
company of her own age. Three to four months 
prior to this examination, she began sucking her 
thumb again. Her management at home became 
more difficult, and the problem she presented 
became increasingly puzzling. The family history 
is said to be negative for nervous or mental dis- 
orders. 

The psychiatric examination revealed a rather 
attractive, well developed, well nourished, nine- 
year-old girl who appeared alert, established contact 
readily, and talked freely about her various prob- 
lems. It was noted that she was quite restless and 
rarely sat still during the interview. Occasionally 
her attention appeared to drift; however, this was 
so mild that it might have escaped occasional ob- 
servation. The psychometric examination on the 
Stanford-Binet test, Form L, revealed an I. Q. 
of 116. 

The EEG was reported to be within normal 
limits during the initial resting state. Overventila- 
tion almost immediately produced a severe dys- 
rhythmia with large, slow, and fast waves which 
persisted for a considerable time after the end of 
the procedure. Conclusion: Severe instability to 
overventilation (latent cerebral dysrhythmia). 

A prescription for dilantin, 30 mgs., t.i.d., was 
given, and the patient has been followed since for 
a period of ten months. She has improved con- 
siderably, is getting along well with other children, 


‘and likes school. The mother states that she does 


not appear to be nervous at home, has stopped cry- 
ing, and having temper tantrums. 


Case II.B. C. F., age 7, white, male, was 
referred by a private physician with the complaint 
of behavior difficulties and inability to progress in 
school. He had been difficult to manage for a long 
time and was described as destructive, forgetful, 
impulsive and restless. 

The patient has a twin brother who presents no 
problems. Family living conditions have always 
been adequate and compared favorably with the 
average farming family in this part of the country. 

The birth was said to be normal, and the de- 
velopmental history was non-contributory. The 
patient started school at the age of six and was 
considerably handicapped in his adjustment by his 
family’s moving three times during the course of 
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the school year. The twin, in ccntrast, was able to 
adjust to these changes adequstely. The teacher 
advised that the patient be taken out of school 
since she found that he was difficult to- manage 
and probably mentally retarded. _ 

The physical examination was essentially nega- - 
tive. The psychiatric examination revealed a 
cheerful, fairly well developed, cooperative and 
friendly, seven-year-old, white, male child who mace 
good contact, talked freely, was anxious to play, 
and shcwed seli-confidence. His speech was some- 
what slurred and difficult to understand at times. 
There was a marked tendency to hypezactivity and 
restlessness. The Stanford-Biret, Form M, in- 
telligence test revealed an I. Q. of 73. 

The EEG showed slightly abnormal waves over 
the left parietal region of questionable significance. 
Overventilation had no effect on the pattern. 

The patient was placed on dilantin, 30 mgs., three 
times a day. The patient has since been seen on 
several occasions over a perioc of eight months. 
He appeared less hyperactive, and was generally 
easier to manage. The mother reported that except 
for a period of about a week when she was unable 
to have the prescription refilled, she has had no 
special difficulties with him and has considered his 
behavior normal. 


Case IV.—W. J. K. age 8, colored, male, was 
referred by the Juvenile Court. The pztient’s prob- 
lem was reported es truancy from home and school, 
stealing, lying, and “meanness” for the past two 
years. 

The patient is the oldest of six children in a 
day laborer’s family with rather low hygienic and 
dietary standards, The patient’s birth was normal 
and followed a full-term pregnancy. At the age of 
ten months, the patient had a series of boils on his 
head accompanied by a high fever. He never 
learned to talk plainly although he was said to 
have begun speaking at the average age. He 
has never completely given up thumbsucking and 
resorts to this when confused or worried. Truancy 
and staying out late at night began shortly after he 
started to schoo! at the age of six. He was teased 
a great deal by other children for his speech im- 
pediment, and was often punished for fighting back 
at the other boys. Because he could not deal with 
the patient’s behavior, the father finally took him 
to the Juvenile Court, but this did not frighten 
the boy as the father had hoped, and no improve- 
ment was noted. 

Physical examination was negative except for 
poor oral hygiene and a very questionable, inactive 
rheumatic heart. Skull X-rays were negative. The 
psychiatric examination gave the impression that 
the patient’s difficulty was partly on an environ- 
mental basis and partly of neurotic character. On 
the Stanford-Binet, Form L, intelligence test, the 
patient scored an I. Q. of 71. 

The EEG revealed “generalized cerebral dys- 
rhythmia much aggravated by a short period of 
overventilation.” 

Dilantin, 0.1 gm., twice a day, was prescribed. 
Follow-up after one month of medication revealed 
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that the patient was getting along very well, both 
in the home and community, according to the 
mother and social agency. Since, he has not been 
medicated regularly because the family cannot be 
relied upon to provide him with the medication, 
and arrangements are being worked out through 
the Juvenile Court to make the father responsible 
for providing the child with medication. During 
periods without medication, he reverts to his pre- 
vious behavior. 


Case V.—-R. S. S. age 12, white, male, was 
referred by the Juvenile Court because of truancy 
from home znd school, wandering about the streets, 
and lying. 

The patient is the fifth of nine children and was 
said by his father to be the only problem child in 
the family. The family has always had lower- 
middle-class financiel standards, and their social 
adjustment in the community has been satisfactory. 

The patient’s birth was normal, and the early 
history was negative except for a rapid succession 
of measles, whooping cough, and pneumonia at the 
age of three. At the age of seven, he suffered a 
compound fracture of his arm which was improperly 
set and required later operative correction. He 
started school at the age of six. He failed three 
times partly because of absence but mostly due to 
inability to do the work. He dislikes school, and 
his left arm is weak and slightly deformed so that 
he is unable to play in sports with the other children. 
He feels handicapped in fighting back at the other 
boys. 

During the psychiatric examination, the boy 
stated that there seemed to be a voice telling him 
when to run away from home. On the Stanford- 
Binet test, Form L, the patient scored an I. .Q. 
of 56. 

The EEG was reported as follows: “The cerebral 
electroactivizy is irregular but not definitely ab- 
normal during the resting state. Overventilation 
produces large, slow waves which disappear shortly 
after the end of overventilation.” 

Dilantin, 30 mgs., three times a day, was pre- 
scribed. Follow-up studies reveal that the patient 
has been taking dilantin regularly, and the mother 
feels very definitely that it has helped him. He has 
not wandered away from home since he has taken 
the medicine and has been much easier to manage. 
However, he continnes to have difficulties in school 
and family relationships. 


Case VI.—J. D. F., age 12, white, male, was 
referred by a private physician because of failure 
to progress in schocl, behavior difficulties, and oc- 
casional stu:tering. It was learned that he had no 
difficulties at home until he entered school. He 
failed the first grade and has always disliked 
school. . In the sixth grade, at the time of this 
referral, he was again having difficulty with his 
work, was discouraged, and was very difficult to 
manage. Suspension from school and various types 
of punishment employed by his family were of no 
avail in remedying the boy’s behavior. 

The patient is the fourth of five children and had 
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a normal birth. He showed a tendency to left- 
handedness, and the maternal grandmother is left- 
handed. A brother of the mother stutters. 

The psychiatric examination showed a coopera- 
tive, friendly, quiet, and alert twelve year old boy 
who became uneasy when talking about his diffi- 
culties in school. On the Stanford-Binet, Form L, 
intelligence test, the patient scored an I. Q. of 8o. 

The electroencephalographic report was as fol- 
lows: “During the resting state, there is present a 
moderate but definite dysrhythmia which is most 
pronounced over the occipital regions and which is 
slightly more marked over the right than over the 
left side. Overventilation produces paroxysmal ex- 
acerbations. Conclusion: Dysrhythmia and unstable 
cerebral electroactivity.” 

Dilantin, 30 mgs., t.i.d, was prescribed. ‘The 
patient has been seen several times since, at six 
weeks’ intervals, and it was learned from his family 
that he has presented no disciplinary problem, has 
gotten along better with other children and his 
family, especially with his father, has seemed more 
at ease, has shown interest in reading, and has 
been on the whole better composed. There has 
been no need to punish him at any time. 


Case VII.—M. E., D. age 11, white, female, was 
referred to the psychiatric out-patient clinic by a 
family service agency. The complaint was nervous- 
ness, unpredictable crying, enuresis, occasional mild 
vomiting after meals, and loss of interest in school. 

The patient is the third of three children in a 
family of low economic and cultural standards. All 
the members of the family have shown a poor 
degree of adjustment and have long records with 
many social agencies. The oldest child is feeble- 
minded, the second child is in a training school as 
a result of his juvenile delinquency. The family 
inter-relationships are strained at times, and the 
father is known to beat the mother. 

The patient’s birth and development were said 
to be normal except for the persistence of enuresis, 
temper tantrums, and fingernail biting. She has 
always been considered “nervous”; however, she 
was not regarded as difficult to manage or as a 
behavior problem. The parents felt that some of 
her crying spells might be due to the fact that 
children have teased her about her brother being 
in a “penitentiary,” but that her total behavior could 
not be accounted for on that basis. 

Physical examination and routine laboratory 
studies were essentially negative. Psychiatric ex- 
amination revealed a fearful youngster who cried 
and was aggressive and evasive, expressing anxiety 
that she too may be sent to a reform school. On 
the Stanford-Binet test, Form M, the patient scored 
an I. Q. of 71. 

The EEG was reported as follows: “During the 
initial resting state, the record over the occipital 
region showed many waves of increased amplitude, 
abnormal form, and unstable frequency. Overventi- 
lation leads to a further increase of the abnormality 
both in: number and extent, but after the end of the 
procedure, the pattern is within normal limits.” 

A prescription for dilantin, 30 mgs., tid., was 
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given. Three months following the first examina- 
tion, the mother reported that the child’s behavior 
was much improved, and she was getting along 
better in school. A letter from the social agency, 
four months following examination, stated: “The 
child’s teacher says she has noted marked improve- 
ment in her since she attended your clinic. Pre- 


viously, the girl had always been ‘into something,’ . 


and the teacher had to have Margaret sit right near 
her so the girl could be kept under close super- 
vision. Also, the girl’s attention could be held for 
only a short span of time. The girl is no longer a 
problem of this kind to any great extent.” The 
patient has now been followed over a period of nine 
months, and she is progressing very satisfactorily. 


Case VIIIL—J. C., age 9, colored, male, was 
referred for pediatric and psychiatric examinations 
by the Juvenile Court because of truancy from home 
and school, lying, stealing, unpredictable behavior 
and difficulty in management. 

The patient is the oldest of three children and 
the only boy. The father is a farm worker who has 
been employed in the shipyards during the war. 
Neither father nor mother can read or write. The 
mother has received treatment for syphilis over a 
long period of time, but the patient’s blood tests 
have always been negative. The family has received 
help from many social agencies in the locality. 

Birth and developmental history as obtained from 
the family were negative. The patient started school 
at the age of six and has been promoted to the 
third grade, although he has always done poor 
work. The onset of the present difficulty appears 
to have been a gradual one and started with truancy 
from school. Later he frequently stayed away from 
home over long periods and lied concerning his 
whereabouts. Apparently, he has had all kinds of 
adventures, and since little information concerning 
them could be obtained from him, most was learned 
from outside sources. 

The physical examination was negative. Routine 
laboratory examinations, X-ray of the skull, and 
serology were negative. The psychiatric examina- 
tion revealed a well developed, somewhat dull, nine 
year old colored boy who appeared shy and evasive, 
but friendly, and related some of his difficulties 
freely while keeping steadfastly silent concerning 
others. On the psychometric examination, he scored 
an I. Q. of 65. 

No history could be obtained of severe illness or 
convulsions at any time, but because the child 
claimed not to remember some episodes which weré 
related about him, electroencephalographic study 
was requested. The record showed a moderate but 
definite generalized cerebral dysrhythmia which was 
further aggravated by overventilation. 

A prescription for dilantin, 0.1 gram, twice a 
day was given. An attempt was made to influence 
the home environment through the help of the local 
social agencies. 

Follow-up report, three months after the begin- 
ning of his medication, stated that there was im- 
provement in his “nervous condition” and that he 
was somewhat easier to manage. It was also learned 
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that there had been no improvement in the home 
situation and that the supervision of the boy was 
still very poor. 
Subsequent follow-up studies since have not been 
possible for reasons which are beyond our control. 


Case IX.—C. F. W. age 10, white, male, was 
referred by the local Welfare Department. The 
complaint was “juvenile delinguency and truancy.” 
The mother told how the boy would bring home 
little things from school which were definitely not 
his, and which he said he had found. It was dis- 
covered, however, that these things had been taken 
from other children or from the counter in the ten- 
cent stores. The teacher had also complained that 
the boy was not attentive, conducted himself poorly, 
and that he was occasionally caught smoking in 
school. 

The patient is the third of four children and the 
older cne of two boys in a family of middle-class 
cultural standards but limited means. Patient’s 
birth end development were- said te be normal. 
He hed the usual childhood diseases withozt 
sequelae. However, he has had many accidents and 
injuries throughout his life which necessitated 
medical or surgical care but resulted in no perma- 
nent disabilities. He started school at the age zf 
six and repeated the first and second grades. He 
never liked school very well, and the onset of his 
behavior difficulties is dated by the mother to the 
time he started to school. 

Physical examination was negative. Psychn- 
metric testing showed an I. Q. of 80. An electro- 
encephalogram was requested in view of the frz- 
quent accidents to rule out any organic basis for 
the boy’s behavior. 

The EEG was reported as follows: “During the 
resting state the pattern is irregular tut for a bay 
this age it may still be in the range of norme.. 
Overventilation produces a moderate but definite 
generalized dysrhythmia which, toward the end of 
the procedure, assumes almost paroxysmal chaz- 
acter.” 

On the basis of this report, dilantin, 30 mg., t.i.d., 
was prescribed. It was also recommended that the 
patient and his mother be accepted for psycho- 
therapy, and this was initiated by the social worker 
and a flay therapist. 

The mother stated that the boy showed con- 
siderable improvement on this combined régime. 
After approximately three mon-hs, the mother rz- 
ported some intensification of the boy’s problem 
at a time of upheaval in the family, and the dosage 
of dilantin was increased to 6c mg., tid, Again 
the mother reported improvement. The boy is said 
to obev better and get along better with other 
children. No difficulty with stealing or truancy 
has been reported since the increase in dosage of 
medication. Over a six months’ period now, it 
would be difficult to state wheter this boy might 
not have improved without medication, on the basis 
of psychotherapy alone, or vice versa. However, it 
is believed that the medication at least paved the 
way to successful psychotherapy. 
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Case X—E. D. M., age 7, white, female, was 
first seen in the psychiatric out-patient clinic in 
July, 1944. The chief complaints were sleepless- 
ness, temper tantrums, refusal te go to school, and 
disobedience. She had, during a temper outburst, 
made an attempt to shoot another child with a gun. 

The child is the third of five children. Her 


delivery was normal, she appeared to develop - 


normally, and presented no difficulties until the age 
of abcut three when a younger brother was born. 
She began to disobey, insisted on having her own 
way, refused to go to bed, lying awake for hours, 
and at times had spells where she would plunder 
the drawers in the house and tear up everything. 
The mother was working and could not give the 
child much time or attention. The father was de- 
scribed as easy-going, giving in rather than dis- 
ciplining the child. Shortly after starting school, 
she began to have choking spells and screaming 
attacks, was inattentive in school, and made it clear 
that she did not care to go. Her school work was 
very unsatisfactory and her relationship to the 
teacher quite disagreeable. She was taken out of 
the public school and sent to a parochial school 
where she liked it for five days, but then the same 
diffculty started. It was observed that at times 
she produced large amounts of saliva after the 
temper tantrums, and at times at night. However, 
at no time was she unconscious, drowsy, nor did 
she heve convulsions. About four weeks prior to 
examination, the patient’s five year old sister was 
teased by one of the neighborhood boys, and the 
patient went to her father’s roll-top desk, got a 
pistol, and fired it at the boy. Fortunately, the 
bullet missed and only frightened the children. 
The child was put to bed and soon fell asleep; 


awaking she told the whole story without memory - 


defects. 

The father is a 56-year-old railroad repair man; 
the mother is a 38-year old housewife. The income 
is moderate, and the home on the whole is quite 
desirable. A maternal aunt was at a state hospital, 
and the maternal grandmother is said to have lost 
her mind at the age of 50. 

Physical examination revealed nothing of sig- 
nificance. The mental status showed a well devel- 
oped, well nourished, female child who was neatly 
dressed and well behaved, seemed in good contact 
with ker surroundings, and exhibited good memory. 
The psychometric examination on the Stanford- 
Binet test, Form L, revealed an I. Q. of 04. 

The electroencephalographic examination was re- 
ported as follows: “The recordings show only 
minor irregularities during the resting state but a 
marked instability to overventilation which lasts 
for a considerable time after the end of the pro- 
cedure. The findings are of the type often seen in 
children with behavior disorders and temper tan- 
trums.” 

The child was put on dilantin, 0.1 gram, bid. 
At first, monthly check-ups were made which later 
extended to check-ups once in three months. Ever 
since the frst visit and medication, the child has 
been getting along very well, doing good work in 
school and playing peacefully with other children, 
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has presented no unusual difficulties in management, 
and has shown no excessive irritability or conduct 
disturbance. She was last seen eighteen months 
after the first examination and is at present kept on 
dilantin, 0.1 gram, once a day, with very satisfactory 
results. 


DISCUSSION 


Since the original report by Jasper, Solo- 
mon, and Bradley concerning abnormal elec- 
troencephalographic findings in child be- 
havior disorders, considerable work has been 
done in the field. The relationship of the be- 
havior disorders to epileptic states, the so- 
called epileptic, or epileptoid personality, of 
patients afflicted with behavior disorders has 
been elaborated on, and more recent findings 
also indicate the possibility of some relation- 
ship between cerebral dysrhythmias and neu- 
rotic disorders in some cases. 

For theoretical purposes, it may be as- 
sumed that seme behavior disorders of the 
conduct type, as well as some behavior dis- 
orders of the neurotic type may have a com- 
mon basic principle which lies primarily in a 
disturbance of function of the central ner- 
vous system and.is not primarily of simple 
psychogenic or environmental etiology. The 
response to dilantin, of some patients with 
psychotic states, as outlined by Putnam and 
Kalinovsky and later by Freyhan and the 
case described by Brill and Walker which 
belonged in the group of constitutionally psy- 
chopathic personalities, are of further signifi- 
cance in this line of thought. It is not known 
at this time what might be the underlying 
mechanisms causing the disturbance in the 
cerebral activity, and secondarily probably in 
the behavior. 

An attempt has been made by Strauss, 
Rahm, and Barrera to segregate the group 
of behavior disorders with positive electroen- 
cephalographic findings as so-called epilep- 
toids and to subdivide the group into so- 
called (1) symptomatic epilepsy in which 
the epileptoid behavior originates from an 
organic pathology of the brain indicated by 
focal cerebral dysrhythmia, (2) “idiopathic 
epileptoid with a possible relationship to epi- 
lepsy as indicated by the presence of cerebral 
dysrhythmia,” and (3) pseudo-epileptoid in 
which there is a group resemblance in the 
behavior to that of epileptics but in which no 
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abnormal electroencephalogram was found. 
In the group studied here, the symptoms do 
not appear necessarily to indicate a definite 
relationship to the symptoms commonly pre- 
sented by epileptic personalities. It appears, 
rather, that we are dealing with a mixture 
of features in which we find neurotic diffi- 
culties, retardation in development, impul- 
sive behavior, dullness, and regression as 
well as retirement from the environment and 
aggressiveness. It is of interest that there 
was no known history of epilepsy in the 
family in any of the cases. Lennox has 
pointed out that only in one out of five cases 
of epilepsy is a family history of convulsions 
obtained and, of course, it has been shown 
that a large number of relatives of epileptics 
show positive electroencephalographic evi- 
dence of cerebral dysrhythmia without direct 
clinical evidence of such. 

Behavior disorders, as a diagnostic entity, 
include such a variability of symptomatology 
with a possibility of manifold etiology that at 
the present state of investigations any light 
which can be shed upon the subject with the 
help of one particular method, namely the 
electroencephalogram, must be welcomed. 
Yet the findings obtained must be explored 
slowly and regarded with reservation. The 
authors would be inclined to hesitate to 
accept a subdivision or classification of be- 
havior disorders at this time purely on the 
basis of electroencephalographic studies. A 
negative electroencephalographic report is 
not necessarily of positive significance. One 
might, for example, wonder whether some 
so-called behavior disorders whose electro- 
encephalographic recordings reveal no ab- 
normalities under standard conditions, might 
not produce abnormal recordings under spe- 
cial conditions, such as after increased stren- 
uous activity, or hydration with pitressin 
test, or similar devices. It is further possible 
that more evidence of cerebral dysrhythmia 
could be found if our methods of electrical 
examination were in a more advanced state. 
Too little is known generally about metabolic 
conditions of the central nervous system and 
the influence of metabolic factors on behavior 
and on electroencephalographic recordings. 

For the present, however, although it is 
definitely premature to make any statements 
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concerning the basic nature of any of the be- 
havior disorders, it appears encouraging that 
at least some objective evidence of cerebral 
dysfunctioning can be obtained and trans- 
lated into therapeutic terms. 

In this frame of thought, a heterogeneous 
group of patients with heterogeneous sy:np- 
toms is being presented here. The fact tnat 
all of the patients showed abnormal elecżro- 
encephalographic findings, primarily signi- 
fying cerebral dysrhythmia, while clinically 
not suspected of epilepsy, and the fact that 
they responded to dilantin therapy are con- 
sidered points of significance in the presenza- 
tion. The children were from various sta- 
tions of life, of different intelligerce, and 
from a physical standpoint healthy. The at- 
titude of their various environments towards 
their difficulties was one of rejection rather 
than sympathy. In other words, the attitude 
was one expressed against a social handicap 
rather than against a disease. Nevertheless, 
it was shown that the children responded to 
therapy regardless of environmental factors 
or psychological situations and that =he dis- 
order, namely their “bad beliavior” could 
apparently be controlled or ameliorated 
through an approach directed at the cortical 
cerebral activity. 

The significance of the above study, in 
relation to recognition of the disorder and 
treatment of these difficulties, as well as pre- 
vention of further difficulties, is extensive 
and demands further study in the field. Tae 
importance such early recognition and treet- 
ment can have, in the prevention of long- 
term development of perscnality disorders 
and conduct disturbances, in the prevention 
of institutionalization and the advantage zf 
leaving the children in their home environ- 
ment, adequately warrants intensive further 
investigation. 


SUMMARY 


A group of behavior problem children 
with abnormal electroencephalographic find- 
ings were treated with dilantin. 

None of the children presented clinical ev:- 
dence of epilepsy or were known relatives of 
epileptics. The physical and neurological ex- 
amination of all the children was negative. 
None of the patients were adequately con- 
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trolled by their environment previous to 
treatment. All were treated on an out-patient 
basis and showed definite clinical improve- 
ment under dilantin treatment. 


The results are considered encouraging 


and warrant further follow-up and study. 
The implications and significance of rec- 
ognition and treatment of these cases in 
terms of prevention or amelioration of adult 
neuropsychiatric difficulties are discussed. 
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RACIAL ASPECTS OF EMOTIONAL PROBLEMS OF NEGRO SOLDIERS * 
RUTHERFORD B. STEVENS, M. D., Topexa, Kans. 


For those who have recognized on many 


occasions the failure to understand Negro 
Americans on the part of their white fellow 
citizens, it was not a surprise to learn that 
many military psychiatrists felt insecure 
when dealing with the emotional problems 
of Negro soldiers. This insecurity is easy to 
comprehend if one realizes that the military 
psychiatrist, to be practical and effective, 
must work on the level of the common soldier 
and speak his language. To do so was es- 
pecially difficult for white medical officers 
when dealing with the Negro soldier, because 
most of them have been subjected throughout 
their life to many false concepts of the Negro. 

The purpose of this paper is to aid the 
psychiatrist and others dealing with the emo- 
tional and other health problems of Negroes 
to get a better understanding of the Negro 
patient. It explains reactions of Negro sol- 
diers to racial segregation and discrimination, 
and is based upon observations made within 
the Zone of the Interior during the war. 
Developed in the United States with peculiar 
intensity, these racial factors are partially 
responsible for the incidence of psychiatric 
disorders of Negro soldiers. Since in civil 
life, racial discrimination prevails fully as 
much as in military service, a better under- 
standing of its effects will prove of value to 
anyone who may deal with the health or 
emotional problems of the Negro. Unques- 
tionably, in post-war America large numbers 
of Negroés need psychiatric care and will 
go in search of it to civil and industrial 
hospitals and clinics as well as to the hospitals 
of the Veterans Administration. 

The observations on which this paper is 
based represent five years of military service 
in varied capacities with Negro troops, in- 
cluding assignments as platoon leader and 
company commander in an infantry regiment, 
battalion surgeon (infantry), commander of 
a company of medical students in the Army 
Specialized Training Program and Consulta- 


1 Read at the ro2znd annual meeting of The 
American Psychiatric Association, Chicago, Il, 
May 27-30, 1946. 


tion Service psychiatrist in Army Service 
Forces Training Centers with relatively large 


| Negro populations. These assignments per- 


mitted close contact with large numbers of 
Negro soldiers of varied educational and 
environmental backgrounds, ranging from 
the marginal inductees commonly found in 
ASF training centers to the college graduates 
of the medical ASTP unit. An advantage 
possessed by the writer in dealing with Negro 
soldiers was the absence of the barrier of 
racial difference. He did not have to over- 
come those defenses which the white psy- 
chiatrist was compelled to evaluate more or 
less blindly in arriving at his conclusions. 

It should be unnecessary to call attention 
to the fact that Negroes are not all alike. 
Negroes differ from one another as much as 
any citizen of our country might differ from 
any other citizen. It is difficult tc conceive 
of a statement beginning with “All Negroes 
are... .” which would be true. However, 
although there are Negro millionaires, the 
majority are in the lower economic classes; 
there are many Negro Ph. D.’s, but the 
majority are poorly educated; there are many 
Negro scientists and master craftsmen, but 
the majority are unskilled. It is an accepted 
scientific fact that these conditions are not 
the result of any biological racial inferiority. 
It is understood that the Negro needs only 
equality of opportunity to make progress 
equal to that of other races in America. 

A characteristic of Negroes, and one that 
few of our white citizens have had an oppor- 
tunity to observe, is that the vast majority 
are intensely interested in and conscious of 
their race, and resentful of the imperfections 
of our democracy. This characteristic, so 
eloquently presented by Negro literature, is 
still hidden from great numbers of the white 
race, probably, at least in part, because for 
many generaticns the Negro in the South 
has found that it is much easier to get along 
with the white man if he tells him only those 
things which he believes the white man 
wishes to hear. 


There is much evidence to support the 
493 
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concept that good motivation and morale 
bear an inverse relationship to the incidence 
of wartime psychiatric disorders. As a result 
of this evidence the War Department ex- 
pended great effort towards improving the 
motivation and morale of our soldiers. Ex- 
perience as a psychiatrist in a consultation 
service fostered the belief that poor motiva- 
tion and morale caused a high percentage of 
referrals, and that poor motivation in the 
Negro not unusually originated from racial 
factors, which were superimposed on the 
usual personal factors. While segregation 
and discrimination may be considered direct 
racial factors, some of the normal personal 
factors affecting motivation in the Negro are 
so influenced by race that they may be con- 
sidered indirect racial factors. For example, 
the poor economic status, poor medical care 
and lack of education of many Negroes prior 
to induction, which were undoubtedly in- 
fluenced by race, resulted in poorer health 
with an accompanying increase in chronic 
ailments, lack of ambition or goal, and 
diminished industry, all of which added to 
the difficulties Negroes experienced in ad- 
justing to the military régime. 

There is general agreement that the moti- 
vation of American soldiers to fight was less 
thar. that of the troops of most other large 
nations involved in the war. The American 
apparently fought mainly because he had to. 
Several factors, however, worked toward 
increasing the motivation of the Negro in- 
ductee. First, the fact that most Negroes, 
-as a result of their lack of acceptance in 
our society, gain, at an early age, a deeper 
understanding of democratic ideals as ex- 
pressed in our Constitution and Bill of Rights 
than many Americans; consequently they 
were able to comprehend what was at stake 
in the war against fascism. The Negroes’ 
belief in democracy is positive because it is a 
goal toward which he is striving, rather than 
an eccepted heritage of the past. Other fac- 
tors affecting the motivation of the Negro 
include: the feeling of many that military 
service offered the chance to satisfy the long 
frustrated desire to be thought of as full- 
fledged Americans; the hope and expectation 
of many that the war would result in an 
improvement of conditions affecting their 
race in this country; the fact that in many 
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cases army pay and allotments were greater 
than the meagre incomes from civilian jobs; 
and a feeling that military service offered 
easy flight from a mode of living with which 
they were dissatisfied. The observation of 
these feelings in Negroes entering the army 
has led to a belief that their motivation was 
generally stronger than that of the white 
inductee. 

Now let us consider the experiences of 
those relatively well motivated inductees in 
military service. They had entered the army 
in large numbers from the great industrial 
centers of the North and the farms and 
cities of the South and West. A propor- 
tionately large number were of marginal 
literacy but the majority were fully capable 
of becoming good soldiers, and many had 
skills and abilities much needed by our armed 
forces. Certainly there was no stereotyped 
Negro soldier. 

The first important racial factor encoun- 
tered by the Negro inductee was segregation. 
He found himself separated from all other 
inductees and placed in a Negro American 
unit rather than just an American unit. 
Segregation, however, did not immediately 
deteriorate motivation as some might have 
expected. In fact, the majority of Negro 
inductees apparently accepted segregation 
docilely, and their attitude may be explained 
by their strong motivation to serve combined 
with varying degrees of adjustment to this 
form of frustration gained from previous 
experience. The type and degree of ad- 
justment was. naturally dependent on the 
amount and frequency of frustration en- 
gendered by this factor in the Negroes’ 
civilian environment. 

The reaction of Negro inductees to racial 
segregation may be clarified by dividing 
them into three general groups dependent 
on previous experience, and discussing the 
reaction of each group: First, just as the 
doctrines of racial superiority of the Germans 
and Japanese proved convincing to many 
of their nationals, the doctrine of Negro racial 
inferiority and “White Supremacy” has 
proved convincing to some Negro as well as 
white Americans. The Negro inductees in 
this group, who undoubtedly constituted a 
minority, could have been expected to ap- 
prove segregation. They probably would 
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have suffered emotionally if the army had 
operated on a truly democratic basis. Ex- 
perience during the war has indicated that 
this group was much smaller than has been 
generally assumed, especially by the south- 
ern white man, and that the main reason fcr 
this difference was the habit, noted above, 
of many southern Negroes of telling the 
white man only those things he believes his 
Caucasian fellow citizen wishes to hear. The 
second group, comprising the majority cf 
Negro inductees, was not so well protected 
against reaction to this factor. Although they 
were bitter and resentful, however, their mo- 
tivation was not immediately dissipated, due 
to the fact that in civilian life they had 
achieved a more or less satisfactory adjust- 
ment to racial frustrations, and fore-knowl- 
edge of segregation in the army helped them 
to avoid severe emotional trauma from this 
cause. The third group was formed by those 
who had lived in an environment where 
democracy is practiced appreciably. Prob- 
ably a few of them had never been confronted 
with the doctrine of racial inferiority. Others 
prior to induction had avoided situations 
threatening the Negro with emotional trauma 
from race discrimination. In general, the 
reaction of members of this group against 
segregation in the army was most severe 


when they first learned about it. By the time 


they were inducted, most of them had ac- 
cepted the hopelessness of a struggle against 
an army custom in time of war, and began 
their service with bitterness and resentment 
directed towards an army that did not prac- 
tice the principles for which it was ostensibly 
fighting. A few utilized the courts in an 
effort to avoid induction into 'a segregated 
army. Numerous others were rejected by 
the psychiatrists at induction examinations 
after they verbalized their feelings. 

Although the effect of segregation on the 
Negro inductee was not dramatic and imme- 
diate, it was continuous. It produced an 
emotional cancer, whose growth depended 
to a great extent on the other important 
racial factor, discrimination. 

In order to evaluate reaction to race 
discrimination, one must first appreciate the 
effect of military service (in segregated 
units) on the psyche of the Negro soldier, 
remembering that the military environment 
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constantly changed the individual so that 
previously learned adaptations could no 
longer give satisfactory protection against 
the old frustration. This influence is more 
easily understood when one examines some 
of the practices of discrimination and their 
effect on the life of the Negro soldier. A 
short time after beginning his training he 
usually found that there was little for him 
to do during his off-duty hours because of 
inadequate facilities for recreatior. and enter- 
tainment. He compared these unfavorably 
with the facilities available for white troops. 
He learned that there were athletic teams 
and other activities at his installation from 
which he was barred or discouraged. He 
read the post newspaper and found that al- 
though there were thousands of Negro sol- 
diers on the post, there was very little in the 
paper that directly concerned them. He fre- 
quently found himself assigned to a quarter- 
master or service engineer unit. It was 
difficult to make any troops in those services 
understand the full importance of their effort. 
The Negro soldier in those branches, fur- 
thermore, was usually not in close contact 
with the white soldiers in the same type cf 
units and therefore felt that the dirty work 
had been given to him. Another depressing 
factor was the lack of Negro officers and 
headquarters personnel in many organiza- ` 
tions. Negro officers are not necessary to 
lead Negro troops (good leadership is 
needed for all troops, and is certainly not 
dependent on race), but the absence of 
Negro officers and headquarters personnel 
caused a feeling of inequality of opportunity 
which was easily dramatized. 

Because the Negro soldier was most often 
garrisoned in southern states, whenever he 
left the camp he was confronted with all 
the racial bigotry of nearby communities. 
Whereas, before induction he may have been 
adapted in some degree to segregation and 
discrimination, he expected now that his 
uniform—which indicated that he had been 
called to spill his blood, if necessary, in 
defense of his native land—would mitigate | 
their evils. Instead he frequently found these 
evils to be aggravated because of the fear of 
many in the community that he might forget 
his allotted place of inferiority. These com- 
munity attitudes were frequently strength- 
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ened by the official acts of commanding 
officers, who sometimes placed entire towns 
and large portions of cities off limits to 
Negro troops. Commanding officers, too, 
frequently failed to protect the wearer of 
the uniform, when he was a Negro, against 
unwarranted brutality by civilian policemen 
and other public servants. Although the 
daily community papers read by the soldiers 
rarely gave. muclt space to instances of 
brutality, the Negro papers always gave 
space to even the smallest racial incident on 
a national basis. Although not usually avail- 
able at the post exchanges, the Negro papers 
were always obtained and avidly read by 
Negro scldiers. Inadequate recreational fa- 
cilities granted the most verbal ones plenty 
of time to discuss with others incidents and 
policies thet indicated he was a Negro Ameri- 
can soldier rather than just an American 
soldier. 

Negro soldiers, finally, were frequently 
- commanded by white officers whose attitudes 
toward race were to some degree fascist. 
Even where the racial attitudes of white 
officers, if understood, would have been ac- 
ceptable to the soldiers, they frequently 
alienated -heir troops by failure to under- 
stand that the Negroes, like other minority 
groups, ars hypersensitive about some things 
which appear to be of little importance to the 
majority. Examples are calling soldiers by 
their first names or nicknames, the use of 
words or statements which indicate that the 
officer considers himself fundamentally dif- 
ferent from his troops, and the use of cer- 
tain words which have become distasteful to 
Negroes, such as “boy.” No attempt is 
made in this paper to list all the factors 
which were demoralizing to Negro soldiers 
as such. But, if one considers those which 
have been cited, together with the fact that 
constant discussions of racial incidents and 
policies resulted in a crystallization of re- 
sentment and an increase in frustration, the 
' damage to motivation and morale and the 
consequer.t increase in the incidence of psy- 
chiatric disorders among these soldiers can 
be appreciated. 

The War Department did take action to 
correct inequalities in recreational facilities 
by means of a letter (July 1944) which indi- 
cated that army recreational facilities were 
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for the use of all troops and there should 


be no discrimination on a racial basis. Al- 
though this action proved ineffective at most 
installations, it had an important .salutary 
effect on the mass of Negro soldiers because 
it added a ray of hope to an apparently 
hopeless situation. This is especially im- 
portant from a psychiatric viewpoint since 
only frustrations without hope of solution 
are entirely destructive. 

As a direct or indirect result of racial 
practices common in most parts of our 
country, many Negroes had learned to dis- 
trust white people long before entry into 
military service. Because of the nature of 
military service, the gratification of many 
desires of the Negro soldier was dependent 
on or even at the mercy of his immediate 
commanding officer. Whether he was the 
recipient of good will, neglect or malice de- 
pended to a great extent on the attitude of 
this officer. When his complaints were mis- 
understood or unheeded for a long time, it 
was only natural that a marked sense of 
insecurity would develop with accompanying 
anxiety and without the opportunity for re- 
lief afforded by contact with someone he 
trusted. When this state of chronic emotional 
tension became sufficiently severe, one of 
several varieties of behavior would emerge. 
In some cases a more or less typical anxiety 
syndrome resulted ; others developed somatic 
complaints or were plagued by an exacerba- 
tion of pre-existing problems; still others 
developed antagonistic and rebellious atti- 
tudes often accompanied by military de- 
linquency. 

Those who openly expressed antagonistic 
or rebellious attitudes were likely to find 
themselves in the guardhouse. Needless to 
say, this disciplinary measure was rarely 
helpful. Other types of reaction, when noted, 
invariably sent the soldiers to sick call and 
their dispensary physician. Unfortunately, 
these physicians, as a consequence of the 
organic and physiologic tradition in medi- 
cine, often failed to recognize or consider 
the emotional components of the soldiers’ 
complaints. When, as was most often the 
case, examination did not reveal organic 
disease, they were treated symptomatically, 
and this practice resulted in frequent return 
visits often complicated by an exaggeration 
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of complaints in an effort to get attention 


and relief. The harassed physician then usu- 
ally referred them to numerous consultants 
where organic clearances were obtained and 
then charged or implied that these men were 
malingering. Meanwhile, the emotional ten- 
sions of the soldiers were increased by a 
belief that they were being denied good 
medical care for symptoms, and as a result 
the symptoms tended to become fixed. After 
varying lengths of time they were referrec 
to the psychiatric consultant by their com- 
manding officer, dispensary physicians, sur- 
gical or medical consultant, or chaplain. 
Before considering the meeting of these 
soldiers with the psychiatrist, let us recon- 
noiter the ground on which they meet. Sol- 
diers in general understand very little about 
the psychiatrist. However, they have heard 
that he is an officer who gives Blue (without 
honor) Discharges to men he thinks are a 
little “psycho,” puts men who are more 
“psycho” in the hospital, and returns those 
he believes are not “psycho” to duty. The 
soldiers are anxious to avoid return to their 
previous situation, do not want a Blue Dis- 
charge, and many of them have little con- 
fidence in the hospital because of their pre- 


` vious experience with doctors and the rather 


common belief that the Negro soldier must 
be “almost dead” to get a medical discharge. 
Those with sufficient aggressiveness may 
make a decision and plan their attack. Some- 
times the decision is to get out of the Army 
at any cost, and they embellish their history 
with marihuana or other drug addiction, 
alcoholism or sexual perversion. When they 
desire hospitalization they may exaggerate 
all their nervous symptoms. If less aggres- 
sive, they will probably depend entirely on 
the somatic complaint which they believe is 
incapacitating. 

Personal contact with many military psy- 
chiatrists has led the writer to conclude that 
they differ markedly in their understanding 
of the emotional problems of the Negro, 
especially when those problems are affected 
by or are the result of racial factors. One 
psychiatrist, after offering a rather dogmatic 
Opinion concerning the Negro to a small 
group discussing this subject, admitted that 
his knowledge was the result of eight years 
of contact with his office maid, who was a 
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disciple of Father Divine. Another, after 
drawing a broad conclusion concerning 
Negro soldiers, admitted that his conclusion 
was based to a great extent on contact with 
six Negro members of a reigious cult wita 
doctrines that at least bordered on the subver- 
sive. Perhaps these examples are extreme, 
but there is little doubt that many psychia- 
trists have been affected by the motion pic- 
ture and newspaper portrayal of the Ne- 
gro. Certainly many fail to understand that 
a history of intermittent school attendance 
and frequent changes of jobs is not in some 
communities indicative of emotional insta- 
bility, but the result of an effort to survive. 
They are not aware, furthermore, that free- 
dom from psychopathic traits and a high de- 
gree of morality does not protect the Negra 
from numerous arrests on suspicion in many 
communities. Examples of this leck of un- 
derstanding may be found in recent medical 
literature where studies have been published 
in which as many as 50% o: Negro soldier 
patients were diagnosed as psychopaths. 

Even a good understanding of the racial 
aspects of the emotional problems of Negroes 
is of little value if the examiner is unable to 
obtain rapport with his patient. It would 
be extremely helpful if a magic formula for 
gaining rapport with the Negro patient could 
be presented to the white psvchiatrist. Un- 
fortunately, no formula can be offered that 
will create a pcsitive emotional response on 
the part of the patient toward the examiner 
with the necessary elements of confidence, 
trust and mutual good will. However, a 
better understanding of racial factors and 
their effect on emotional disturbances in 
Negroes would undoubtedly te of aid to the 
examiner. 

The statements just made concerning rap- 
port may be repeated in regard to therapy. 
In military clinics psychiatric treatment was 
limited to a great extent by time. However, 
the patient whose emotional disturbance has 
strong racial aspects will probably become 
completely amenable to therapy only when 
he believes the examiner understands the 
racial as well as the other aspects of his 
problem. The fact should also be kept in 
mind that frustrations due to race, as well 
as those engendered by other causes, are 
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LT. COLONEL HERBERT S. RIPLEY, M.C., O.R.C., AND 
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The incidence of mental illness is com- 
monly considered to be greater among the 
troops in theaters of war than in similar 
groups of soldiers stationed in the continental 
limits of the United States, or among civil- 
ians. This discrepancy must stem, in part, 
from the inability of the individuals con- 
cerned to adjust to the stern environment in 
which they find themselves. Since there ap- 
peared to be an unusually large number of 
Negro soldiers showing failure to adapt to 
army service overseas, an investigation was 
undertaken of the incidence of and dynamic 
factors in mental illness among troops both 
Negro and white in garrison at Biak, z 
tropical coral island in the Netherlands East 
Indies. 

The patients were studied on the wards 
and in the out-patient department of the otk 
General Hospital and data were obtained 
from other hospitals on Biak where Negrc 
and white troops were treated. The person- 
nel of three service units which were com- 
posed of Negro enlisted men under white 
commissioned officers were studied in detail 
and the findings compared to those obtained 
from a similar study of a white service unit 
of approximately the same numerical 
strength as the three Negro units combined. 


QUARTERMASTER SERVICE CoMPANY No. I 


This Negro unit was organized in May 
1943 as a Quartermaster Service Company 
and received training at Fort Custer, Michi- 
gan. Nearly all of the men were recent 
draftees from the New York-New Jersey 
area. Before coming overseas their com- 
manding officer, who was well liked, was 
transferred to another company. He was 
succeeded by a strict, humorless man who 
was unpopular but considered to be fair. 

The unit went overseas in November 1943 


1 From the oth General Hospital, United States 
Army, and the Departments of Medicine and Psy- 
chiatry of The New York Hospital and Cornell 
University Medical College. 


to Sydney, Ausiralia. After two weeks they 
were shipped to Milne Bay. On January 7, 
1944, they were moved to Ora Bay and 
thence to Cape Gloucester where they landed 
on January 13, a few days after D-day. 
There they were subjected to difficult living 
conditions and enemy bombings. The rains 
were heavy, the food poor and their work ci 
building an airstrip hard. They took part in 
the landings at Hollandia and Biak under 
conditions of moderate peril from bombings. 


During the 14 months on Biak the unit did 


laboring work at a quartermaster dump. 
They lived in tents without floors, had few 
comforts and little recreation at first, but 
when the conquest of the island was secure 
they were moved to a reasonably comfort- 
able area where facilities for baseball, radios 
and motion pictures were provided. 

There were 15 courts-martial among these 
men, mostly for pilfering or refusal to work. 
Furloughs to Australia were given to only 
two individuals during the 21 months of ser- 
vice overseas. As in other companies, sexual 
tension was increasingly troublescme to the 
men and rose sharply after the arrival in 
February 1945 of a large company of white 
women of the WAC with whom the Negro 
soldiers were unable to associate socially. 
There occurred a corresponding increase ir 
homosexual activities, and six habitual 
homosexuals in the organization no longer 
had to pay their partners. Luring anc after 
a Japanese air-raid on Biak in March 1945. 
in which a large number of white men were 
killed and injured, several men in this or- 
ganization became intensely fearful although 
none had been injured. 

A total of 154 men from this organization 
was hospitalized on Biak, 76 of these in the 
oth General Hospital; and of the 25 with 
psychoses, 35 with minor psychiatric dis- 
orders and 94 with medical and surgical 
conditions, 21, 17 and 38, respectively, were 
studied in the oth General Hespital. Twenty- 
one were treated in the neuropsychiatric out- 
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patient department and 21 in the medical and 
surgical out-patient department of the oth 
General Hospital. 

The situations which were common to 
others in the groups studied have been well 
described in the unedited diary of one of the 
men from this unit. The viewpoint of this 
individual was characteristic. His first im- 
pressions of the combat zone were recorded 
thus: l 


January 23, 1944.—The place look verv bad. A 
lot of bomb hole. We had to get off in water over 
our waist. And we had all our equipment on. Some 
of the boys fell down. The wave was very bad. 
The marines told us some weary story. We had to 
go right to work too. When we got finished we had 
to find a p.ace to pitch camp. We were giving a 
place in the jungle to sleep. We had to pitch our 
little pup tent. None of us slept much that night. 
We hear a couple of shot and that all. Rain came 
all in our tent. And then there was an air raid and 
we were scare to death. The Jap drop bomb down 
by the air fort. 

Jaruary 14—We got up and had jungle ration. 
It is terrible food. We had to sit around and found 
out we were going to move to. We move to one 
spot but the marines beat us to it. 

We had to move again to a much better area. It 
was nice and clean. The cleanest spot on the island. 
We just know this couldn’t be true. Anyway we 
put up our tent, and got the area clean up. We had 
the best place on the island, camp, tent and mess 
hall. The marines didn't have anything. When we 
eat, a lot of them come over and eat with us. We 
didn’t mind. And they always told us some hell of a 
story. Then a lot of the fellow dig them self a fox 
hole. An some didn’t. That night we had three air 
raid. Again they bomb the airport. Three was kill 
and 27 irjury. 


January 15, 16, 17-—These days we went on detail. 


We seen some Jap skull. Nothing new happen but 
we had a day air raid. And every night we had 
4or 5 air raid. And it rain every day and night we 
having seen the sun yet. And we still had to work 
in all the rain. And we had a lot of round two. 
We were ‘ust 2 miles one way and 6 miles another 
way from the front. And there are Japs out there 
behind our lines. 


There was so much unnecessary shooting 
of guns that the authorities confiscated all 
their firearms. This indignity added to the 
desolate feeling of the soldiers. The lone- 
liness, terror and boredom of the soldier who 
_kept the diary were well expressed in his 
own words: 


January 28.—My son birthday. I sat down a long 
time by myself and start thinking of when he was 
born last year. I felt very bad. Still raining and 
air raid. 
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January 29—This is a day I will never forget as 
long as I live. We were working on the dock. And 
about 3 O’clock. About 10 fellow and myself was 
sitting on the shore. And the other men were 
unload ammunition on a small boat. Then all of a 
sudden. A Jap zero shot down out of know where 
and drop a bomb. I was the nearest one to where 
the bomb hit. About 40 or 50 feet away. It land 
about 3 feet out in the water. The power from the 
explosion knock me over. And the fellow sitting 
on the other side of me got hit in the stomach. And 
another one of our boys got his hand almost blow 
off. His hand was cut right up the center of his 
hand. I will never forget his hand. About 8 marines 
got hurt. Nobody got kill. I was very lucky to not 
get hurt. 

January 30, 31.—The boys that got hurt left and 
when back to the main land. They might go home. 
Things are about the same. I haven’t received any 
mail. Feel down and out. 

February 6—Still raining. Had a bad daylight 
raid. They shot at him but miss. Then two came ` 
back that night. It was like 4 of July. Everybody 
was shooting. Big flare was going of. An the big 
spotlight was turn on him. He ran like the devil. 
They miss him. Boy were we scare. 

February 10—A roomer that we might have a 
parachup invasion. But they having gave us our 
rifle back yet. They kept us up all night with raid. 
They drop a lot of bomb. We didn’t shoot any 
down. 

February Ir to 25.—Things are pretty safe now. 
We have been playing a lot of softball: I am 
booking agent for the team. Still raining hard and 
hot. I also wrote a letter to Blanche that I wish I 
never did write. I guess the devil made me write it. 
I am sorry about it. We seen our first movie show 
on the island yesterday. 


The letter to Blanche was prompted by 
his not having heard from her in a week, and 
in it he implied that she might be being 
unfaithful. 

About six men were wounded at Cape 
Gloucester. None was killed in battle but 
one man was drowned during recreational 
swimming. 

On. April 22 the unit made the D-day 
landing at Hollandia. 


April 20, 21—We was at last told that we are 
going to Dutch Guinea. That didn’t make us feel 
to good. We know that there are three air field 
there and the Jap was sure to put up a fight. Then 
from know where more ship came up then I ever 
seen before in life. There was over three hundred 
ship in our convoy now. All kind of ship you 
could name. That made us feel very nice and good. 

April 22.—It was early in the morning, just about 
dust. We could just see the land. We was moving 
in very slowly. Then the convoy split up into three 
parts. Then the convoy and destories and corvices 
move up in the front and they all started shelling. 
I never seen so many shell. Then the Hell Diver 
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came off the aircraft and start bombing and shottinz 
all over the island. They kept this up for about 45 
minutes. We was looking for Jap planes in the air 
at any second. But there were none. Then the 
infantry start going ashore in duck and anph tanks. 
Then the LST start going into shore. We pull up 
to the beach and we had to run off and drop our 
equipment and start unloading the ships on the 
double. Then they said Jap plane. We all ran and 
hit the dirt or any hole near by. One boy jumps 
in a hole the Jap had for a latrine and did it stink. 
But it was only some of our planes going over. 

Then I seen a big crowd down the beach. I when 
down to see what it is. It was General MacArthur. 
I went to see him. They was taken his picture. I 
think they took mind to. Because I was that clos2 
to him. Then a colored boy from another outfit 
caught a Jap with a knife. 

April 23—Today is my wife birthday and I have 
been in the army one year today. I was feeling very 
low today thinking of my wife and family as always. 
We eat and had to go down to the beach and work. 
We was working on ammo. And we heard that the 
infantry was moving very fast. That made us feel 
good. We go finish work late again that night. An 
before we go off. A Jap bomb that was laying on 
the beach went off. It was right by a fire which 
our shell hit the first day. When it go off we started 
going back to pancake hill to our hole. But we 
couldn’t get by because a MP was standing down 
by the fire and said know one could pass. So we 
had to stay on the beach around the ammo all night. 
We started to eat our ration. An we heard a Jap 
plane. We all lay down. And we hear him dive. 
And then his bomb hit right in the middle of us. 
The tree i was laying under was on fire and al 
around me was burning. I didn’t know which way 
to go. I ran to the beach and ran pass the other fire 
where the Jap bomb was laying and ran all the way 
to Pancake hill. After I got there some of the other 
fellow came up. We stood on top of the hill and 
watch the fire. It caught on to the ammo and it 
started exploding. I just knew a lot of our fellow 
got kill, The ammo and all the food was on the 
beach. And the ammo went off all night. We 
couldn’t sleep for the noise. Then some one said 
the Jap was landing on the beach in barges. We 
was scare stiff, But it was only our barges. 

April 24, 25, 26, 27—The ammo and fire is still 
going off. We got our equipment and move to the 
other island. We made a count of our men. And 
about 30 was in the hospital and 5 missing. Some 
of our boys came out of the hospital and was just 
shook up. 

April 28 to 30-—Things are going pretty good. 
Some of our boys that was in the hospital was 
send back to the mainland to a good hospital. Only 
one die. Ana boy was in very bad shape. We hope 
they all will be alright. We when to a native village 
in our spare time and that is where I got drunk. 
I had that beer and whiskey. Some of the natives 
didn’t look bad. And they were very nice. One of 
the boys took some pictures. 
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This disastrous Japanese bombing of the 
supply and ammunition dumps had im- 
pressed forcibly all of the soldiers from this 
organization and may have constituted an im- 
portant stimulus to anxiety. Mention oi 
homesickness occurs repeatedly in the diary. 

July 5—Today is my wedding anniversary. I am 
feeling very low today. I am so homesick. And to 
think I was thinking of you and thinking of me 


and I could get near you. I took out your picture 
and drank my beer and thought end thcught. 


The fighting had subsided. There was 
nothing but laboring work to do. The unit 
was assigned to the job of unloading supplies 
at the Base Quartermaster Depot. The 
emptiness of this one man’s life was oppres- 
sive and he did not feel able to keep his diary 
any longer. 


QUARTERMASTER SERVICE Company No. 2 


This organization, made up of Negroes 
from nearly all states in the United States, 
but mainly from the south, came2 overseas 
directly to New Guinea in February 1944. 
While in the United States the personnel had 
been members of an Anti-Aircraft Coast 
Artillery Unit which was stationed on the 
Canadian border for a year. 

During the fall of 1943 the Anżi-Aircraft 
Battalion had been dissolved and the unit 
converted into a Quartermaster Service or- 
ganization. The reason for the conversion 
was not divulged, but the company officers 
suspected that it was because of the generally 
low level of intelligence of the men. Only 
four men had an Army General Classifica- 
tion Test ? above Grade IV. In general the 
men resented the change and many con- 
sidered it humiliating to become service 
troops after having been originally trained to 

2 The Army General Classification Test is divided 
into five grades: 

Grade I—Very rapid learners. 

Grade JI—Rapid learners. This grcup includes 
men who are suitable as officers and ron-commis- 
sioned officers. 

Grade I]J—Average learners. 

Grade IV—Slow learners. 

Grade V—Very slow learners. This group in- 
cludes those who are so mentally limited that they 
cannot be expected to perform even simgle assigned 


duties or to exercise the necessary precautions for 
their own safety. 
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be combat soldiers. There were few men in 
the company who were capable of assuming 
responsibility. Within 16 months all but one 
of those who came overseas as non-commis- 
sioned officers had been reduced in rank. 
Nearly everyone in the company had an op- 
portunity at one time or another to serve as 
a non-commissioned officer. Many declined 
and few wko accepted were able to discharge 
their duties satisfactorily. 

After a few weeks of preparation at Fin- 
schaven, New Guinea, the company partic- 
ipated in the invasion of Hollandia on D- 
day, April 24, 1944. They were near a dis- 
astrous munition dump explosion set off by 
a Japanese bomb but suffered no casualties. 
Thereafter they were subjected to a few in- 
tensive bombings but engaged in no combat. 
A month. after landing in. Hollandia they 
took part in the initial assault on Biak where 


they functioned as the principal petroleum 


supply unit for the island. Again they were 
in moderate jeopardy from bombing and 
shelling but sustained no casualties. 

As the fighting subsided the living condi- 
tions of the group were gradually improved 
and by December they were established in a 
clean area in tents and eating a reasonably 
good garrison ration. Movies and facilities 
for sports, as well as other customary special 
service entertainment, were provided. The 
Officers’ quarters were similar to those of the 
énlisted men. Most of the men worked either 
8 or 12 hours ata stretch loading and un- 
loading oil drums. Of the group only 10 men, 
who were granted furloughs to Australia, 
left the tropics during the first 16 months 
overseas. There was a moderate amount of 
drinking and horseplay among the men. 
Only six were tried by court-martial; their 
offenses were drunkenness, disrespect to 
superiors and absence without leave. The 
men constantly complained of being over- 
worked although their commanding officer 
and the base officers who handled the assign- 
ments did not support their contention. 

Approximately 10% of the men reported 
to the daily sick call. Most of them com- 
plained cf headaches, pain in the back, weak- 
ness, lassitude and giddy spells. From Octo- 
ber 1944 through July 1945, 121r were ad- 
mitted to hospitals on Biak, 62 of these to 
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the oth General Hospital; and of the 25 with 
baa 25 with minor psychiatric illnesses 
and 71 ë with medical and surgical conditions, 
21, 18 and 24 respectively, were studied in 
the oth General Hospital. In addition to the 
cases hospitalized, 5 men were treated in the 
neuropsychiatric out-patient department of 
the oth General Hospital. In general symp- 
toms began after about a year overseas and 
hospitalizations occurred after approximately 
18 months. 


SIGNAL Heavy CONSTRUCTION COMPANY 


This Negroc organization was activated 
September 1, 1943, at Camp Crowder, Mis- 
souri. About half the number of enlisted 
men were from the south and the rest from 
Philadelphia and New York. Except for a 


‘cadre of 6 men trained by the Signal Corps, 


all enlisted personnel were assigned from 
Tank Destroyer units. Only 5 of the men of 
the company were rated above Grade V in 
the Army General Classification Test. After 
8 weeks of basic training and 3 weeks of 
technical indoctrination at a Signal Corps 
school they were sent overseas March 21, 
1944. Orders for overseas service were said 
by the men to have been issued earlier than 
planned because the unit was involved in a 
race riot. This supposedly arose from a dis- 
paraging remark attributed to a colonel who 
was serving as a member of the court in a 
court-martial involving an accusation of 
rape. 

The unit arrived in Hollandia in May 
1944. Sanitary conditions were poor. A 
staff sergeant was reduced to the grade of 
private for insubordination when he remon- 
strated with the commanding officer and 
blamed the 40 cases of dysentery which they 
had had on the inadequate sanitary measures. 
This sergeant happened to have the highest 
Army General Classification Test score in 
the unit (Grade II) and the non-commis- 
sioned officers held him generally in high 
regad. They felt that he- had been unjustly 
treated and for that reason they all resigned 
The commanding 


8 This number does not include a group of 23 
admitted on one day because of food poisoning. 
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that of the first sergeant and appointed new 
non-commissioned officers, 

The organization came to Biak June 2, 
1944, six days after the initial landings. They 
met no enemy opposition except for repeated 
bombing. The signal officer of the division 
to which they were attached used the com- 
pany only for laboring work, cutting down 
trees in the jungle for telephone poles, dig- 
ging holes in the hard coral and planting the 
poles. All the technical work of wiring was 
assigned to a white Signal Construction 
Company. This gave rise to widespread re- 


sentment among the men, both because of. 


what they considered the indignity of labor- 
ing for white soldiers of a parallel unit and 
because the work was more arduous and 
hazardous than that of stringing the wire. 

During the fighting on Biak 2 men of the 
company were killed and 8 were wounded. 
Throughout that period and up to Decem- 
ber 1944 there were no neuropsychiatric 
casualties. 

From June to August 1944, 5 men were 
brought before courts-martial, one for defe- 
cating on the road, two for leaving their 
places of duty and two for insubordination. 
All of the men were fined but in each case 
instead of entering the fine on the soldier’s 
service record the commanding officer pock- 
eted the money. Eventually this officer was 
punished and relieved of command. Another 
officer of the company was twice repri- 
manded for breach of censorship regulations. 
Once he wrote that all Negro troops were 
stupid and on another occasion he copied a 
soldier’s letter he was censoring and sent it 
to his own wife. These occurrences became 
known and enhanced the general resentment 
of the soldiers. The officer who offended 
against the censorship rules became the ob- 
ject of special bitterness. 

In February 1945 the division to which 
the company had been attached left Biak and 
the company was taken over by the Base 
Headquarters. The Base signal officer as- 
signed these men to their regular technical 
work of wiring and as a result they were 
much more content. The company was 
moved to a new and more comfortable area 
and provided with the usual athletic and spe- 
cial service facilities. 

At about the time this change occurred, 
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white WACs arrived at the Base and a 
white signal company whose camp site ad- 
joined that of the Negro unit entertained the 
women regularly in their enlisted men’s club. 
The music and noise of their parties could 
be heard in the tents of the Negroes at night. 
On the beaches the Negro men frequenthy 
encountered white soldiers in the company of 
WACs, Sexual tension among the Negroes 
mounted sharply and while many had had 
increasingly frequent sexual fantasies since 
coming overseas, they now found themselves 
able to think of little else. They were less 
and less inclined to work. The commanding 
officer stated that “for a three man job they 
liked to have eight men, and then one or two 
men worked while the rest’talked to them.” 
The soldiers, on the other hand, felt that 
they were overworked and complained that 
their accomplishments were not being ade- 
quately appreciated. Liquor was consumed 
in increasing quantities. Of three men tried 
by courts-martial between October 1944 and 
July 1945, two were arraigned on charges 
of selling homemade spirits. The other had 
been disrespectful to a non-commissioned 
officer. . 

Fiom October 1944 to July 1945, a total 
of 88 men from this organization were hos- 
pitalized on Biak, 54 of these in the gth 
General! Hospital; and.of the 18 with psy- 
choses, 17 with minor psychiatric illnesses 
and 53 with medical and surgical conditions, 
18, 10, and 26 respectively, were stuided in 
the oth General Hospital. Eighteen were 
treated in the neuropsychiatric cut-patient 
department and 17 in the medical and sur- 
gical out-patient departments of the gth Gen- 
eral Hospital. Ten men with psychoses and 
5 suffering from minor psychiatric illness 
were admitted during the months of June 
and July 1945. 


History OF THE WHITE ENGINEERING 
Aviation BATTALION 


This organization had approximately the 
same length of overseas service and exposure 
to combat conditions as the three Negro 
units described. In September 1944 a study 
of its personnel was undertaken by the 9th 
General Hospital at the request of the Base 
Headquarters because the unit’s command- 
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ing officer and medical officer felt that the 
soldiers were “going to pieces” from pro- 
longed overseas service. The organization 
consisted of some 744 enlisted men and 33 
officers who had received their initial train- 
ing at Geiger Field, Washington, during the 
latter part of 1942 and the early part of 
1943. The battalion went overseas in April 
1943 and arrived in Sydney, Australia, May 
21, 1943. It was sent successively to Bris- 
bane, Townsville and ‘finally to Oro Bay, 
New Guinea, on August 5, 1943. 

In Oro Bay there were frequent enemy 
bombings and one man was killed. . The 
unit built two airstrips during its stay of 
six months. In the early part of January 
1944 the organization left Oro Bay and went 
to Saidor, arriving on D-day plus six. At 
Saidor these men defended one mile of beach 
in addition to their usual construction duties. 
They built one ‘airstrip, constructed roads 
and operated a saw mill. Although the 
strip was bombed repeatedly while the men 
were at work upon it, there were no casual- 
ties. After 5 months at Saidor the group was 
transferred to Biak, arriving on June 8, 1944, 
12 days after the initial landing. One com- 
pany worked on an airstrip while it was still 
in the process of being cleared of Japanese 


troops. The meri were subject to machine- ` 


gun fire almost. constantly. Another com- 
pany constructed buildings and similar in- 
stallations and another operated a saw mill 
in an area infested with Japanese snipers and 
booby traps. 

It is notable that these soldiers endured 
the same isolation from women as the negro 
troops discussed. At the time the study Of 
their organization took place, no female en- 
listed personnel had been sent to the bases 
where they were stationed. Likewise, the 
same frustration of seeing others enjoying 
the company of women existed, since nurses 
were available as companions for officers. 
Throughout this period of sustained service 
in a combat zone, no furloughs had been 
granted in the organization. The men com- 
plained that they were worn out and morale 
was considered to be generally poor. The 
battalion had lost 15 men because of neu- 
ropsychiatric illness, an average of 4 per 
company. These illnesses were mainly 
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severe anxiety reactions which occurred 
during the periods of most hazardous service. 

In the hospital survey, each man was given 
a physical examination and a brief psychiat- 
ric interview. No significant physical defects 
were discovered. Of the total of 744 men, 
145 displayed evidences of mild psychoneu- 
rosis, 60 of moderate and 2 of severe re- 
actions. A recommendation was made by the 
hospital that the entire unit be given a rest. 


Instead, a dozen furloughs were granted and 


the organization remained at the base until 
March 1945. 

From September 1944 until March 1945, 
62 men from this organization were hos- 
pitalized on Biak, 31 of these in the 9th Gen- 
eral Hospital. None of these had psychoses. 
Of the 23 with minor psychiatric illnesses 
and 39 with medical and surgical conditions, 
10 and 21, respectively, were studied in the 
oth General Hospital. Of the 69 individuals 
seen in the out-patient department of the 
oth General Hospital only 2 were sent-to the 
neuropsychiatric clinic. 


COMPARISON OF NEGRO AND WHITE Troors 


During the period of observation (9 
months) of the three Negro organizations 
their numerical strength showed the follow- 
ing variations: Quartermaster Service Com- 
pany No. 1: 167 to 192 (average 183) men; 
Quartermaster Service Company No. 2: 176 
to 213 (average 190) men; Signal Heavy 
Construction Company: IOI to 200 (average 
168) men. The average combined strength’ 
of the three Negro organizations was 541. 
The white engineering organization which 
showed little variation in census from month 
to month had an average strength of 740 men 
during a seven month period of observation. 

Fig. 1 illustrates a comparison of the rela- 
tive incidence of medical, surgical and neu- 
ropsychiatric admissions to all hospitals on 
Biak from the one white and three Negro 
service organizations studied. The incidence - 
of medical and surgical conditions as well 
as neuropsychiatric disorders was much 
higher among the Negro organizations than 
in the white unit. For the number of out-- 
patients examined from these units in all hos-. 
pitals figures were not available. At the oth 
General Hospital, however, of the total white 
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out-patients seen 2.3% were patients of the 
neuropsychiatric clinic, whereas among the 
Negroes 43.5% were neuropsychiatric cases. 

In addition to the detailed study of the 
four organizations described, a comparison 
was made of the relative.incidence of neuro- 
psychiatric illness in the total number of 
white and Negro service troops on Biak. 
During the period of observation there were 
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Fro. 1.—Comparison of average incidence of 
medical and surgical and neuropsychiatric admis- 
sions to all hospitals at Biak per 10,000 population 
Der month for one white organization and three 
Negro organizations. 


approximately 2.6 times as many white as 
colored troops stationed at Biak. Fig. 2 
shows a comparison of the incidence of psy-. 
choses among white and Negro troops 
treated at all of the Biak hospitals from 
November 1944 to July 1945. Fig. 3 com- 
pares the incidence of minor psychiatric ill- 
nesses among white and Negro troops 
treated as in-patients. Fig. 4 shows the oc- 
currence of all psychiatric disorders. among 
white and Negro troops admitted to all 
hospitals. 

‘Six hundred and forty-eight neuropsy- 
chiatric patients: were admitted during this 
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period to all hospitals. The incidence among 
Negroes was 3.1 times greater than among 
the white troops. Of those suffering from 
minor psychiatric illnesses 233 were white 
and 215 were Negroes. The incidence was 2.4 
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Fig. 2—Comparison of incidence-of psychosis 
among white and Negro troops treated at all 
hospitals at Biak from November 1944 to July 1945. 
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Fic. 3—Comparison of incidence of minor psy- 
chiatric illnesses among.white and Negro troops 
treated as in-patients at all hospitals at Biak from 
November 1944 to July 1945. 


MARSS 45 SINGS JALAS | 


times greater among Negroes. Sixty-eight 
white men and 132 Negroes had psychoses. 
On Biak, then, psychosis was found to occur 
4.9 times as often among Negroes as among 
white men. Others also have found a greeter ` 
incidence of mental illness among Negroes 
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than among the white population. Wagner 
(1) reported the incidence in the following 
diagnostic categories, per 100,000 popula- 
tion in Cincinnati during one year: 


White Negro 
Neuroses vsiosacarsresre tii 3.8 2 
Manic-depressive psychoses .. 4.7 ` 8.7 
Schizophrenia ............... 16.2 26.3 
Undiagnosed psychoses ...... 6.2 17.5 
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Fic. 4.—Comparison of incidence of all psy- 
chiatric disorders among white and Negro troops 
treated as in-patients at all hospitals at Biak from 
November 1944 to July 1945. - 


O’Malley(2) has found that dementia 
precox is the preponderant mental disease 
entity among Negroes. Malzberg(3) noted 
that the Negro population of the State of 
New York had an annual rate of first ad- 
missions to all institutions for mental disease 
of 150.6 per 100,000 Negro population. This 
exceeded the comparative rate among: the 
white population in the ratio of 2 to 1. The 
rate fcr dementia -precox was 44.4 and 
Ig.2 per 100,000 for Negroes and whites, 
respectively. 

The policy of the oth General Hospital 
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was to treat patients with minor psychiatric 
disorders in the out-patient department (Fig. 


5). There was a significant increase in neu- 


ropsychiatric illness among Negro troops as 
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Fic. 5.—Comparison of incidence of minor psy- 
chiatric disorders among white and Negro troops 
treated as out-patients at the 9th General Hospital 
at Biak. 


the time overseas became longer. In com- 
parison, there was relatively little change in 
the incidence among white troops. 


GENERAL PATTERNS OF REACTION 


From the three Negro organizations 
studied, 59 cases of psychosis and 45 cases of 
minor psychiatric disorders were admitted to 
the 9th General Hospital. These admissions 
were classified as follows: 


Diagnosis No. 
Psychosis, schizophrenia .............000005 46 ` 
Psychosis, manic-depressive ...........00005 5 
Psychosis with mental deficiency............ 7 
Psychosis with psychopathic personality...... a 
PSYCHOMCUTOSIS. oii. iane EN 33 
Psychopathic personality (asocial and amoral 
TVG) aia nheweus caw unos OROEN 
Psychopathic personality (homosexuality)... 2 
Alcohols sorcis Oraa EAAS 2 
Simple adult maladjustment................ 3 


Mental deficiency 


From the above classification one is im- 
pressed by the large number of patients with 
schizophrenia. This diagnosis was always 
adopted with caution; clear cut evidence of 
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disorganization of behavior, with hallucina- 
tions and bizarre trends being required be- 
fore it was made. Investigators have found 
the negroid personality hard to evaluate, the 
distinction between psychologic and psycho- 
pathologic relationships to be frequently ob- 
scure and the differentiation of the various 
psychoses difficult of accurate clinical ap- 
praisal(2, 4, 5, 6). In doubtful cases the pa- 
tients were labelled with milder diagnoses. 
As a result, in many instances, later definite 
evidences of psychosis necessitated a change 
in diagnostic classification. For example, 3 
cases who initially displayed amnesia were 
at first considered hysterical. In two of these 
patients definite evidences cf catatonic 
schizophrenia developed. In other instances 
where complaints of bodily pain were promi- 
nent, the symptom was at first cautiously 
considered to be part of a malingering, 
hysterical or hypochondriacal reaction but 
later proved to constitute a somatic delusion. 
A few patients in whom psychoses were sus- 
pected were sent to a trial of duty. Nearly 
all of these were shortly returned to the hos- 
pital showing more severe symptoms of psy- 
chosis than before, usually auditory and 
visual hallucinations involving members of 
their family or sweethearts. Even in patients 
with minor psychiatric disorders grossly 
illogical .thinking was commonly observed 
when intellectual resources seemed normal. 
The Negroes in the group observed appeared 
to be especially prone to develop disorganiza- 
tion of thinking and hallucinatory experi- 
ences. Evarts(7) has suggested that the 
apparent ease with which the mentally ill of 
the Negro race develop hallucinatory ex- 
periences and ideas of reference may be re- 
lated to the fact that they are but a few gen- 
erations removed from a culture in which 
such mental “abnormalities” are incorpo- 
rated in the actual beliefs and practices of 
their every day lives. In individuals studied 
at the oth General Hospital psychotic mani- 
festations appeared to be relatively superfi- 
cial and easily acquired but in most cases 
they failed to disappear during a two or three 
week period of observation in the hospital. 

The finding of mental deficiency (mental 
age below g years, as tested by Herring re- 
vision of the Binet-Simon test) was noted in 
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approximately half of the Negro patients 
seen on the neuropsychiatric wards. It was as 
common among neurotic patients as among 
psychotic ones. 


Discussion oF DYNAMIC FACTORS 


Among the possible causal factors to be 
evaluated in the emotional and mental re- 
actions of these troops were: 


1. The Selection of Men at Induction 
Centers——The frequent discovery of mental 
deficiency and evidence of severe personality 
disorder, which existed prior to induction, 
suggested that the standards for selection 
had been lower for Negro than for white 
soldiers. Poor selection, thus, may have been 
a large factor in causing the preponderance 
of mental illness among Negroes. Evidence 
which indicates the correctness of this infer- 
ence is found in the reports of the director of 
Selective Service in which it is stated that 
prior to May 14, 1941, there had been in- 
ducted 2,663 whites and 3,711 Negroes who 
could net read or write, although Negroes 
constituted only 10.6% of the total regis- 
trants as of September 30, 1941(8). In a 
later report(9) it was stated that after May 
15, 1941, when the fourth grade achievement 
test in reading and writing was adopted, the 
rejection rate among Negroes was five times 
that for whites. Accordingly, in August 
1942, induction stations were authorized to 
accept for induction educationally deficient 
registrants not to exceed 10% of the white 
and 10% of the Negro registrants inducted 
on any given day. In regard to the applica- 
tion of this ruling, the report comments, 
“This relaxation of the educaticnal deficiency 
regulation has been very liberal at some in- 
duction stations.” In view of the above men- 
tioned rejection rates for whites and Ne- 
groes, the necessity for meeting draft quotas 
may have led to induction of a larger per- 
centage of Negroes than of whites who could 
not meet the requirements. 

In a table of the Selective Service report 
of 1943-44(10) which indicates the percent 
distribution of principal causes for rejection 
at local boards and induction stations from 
3, it is shown 
that 14.2% of whites and only 5.8% of 
Negroes were rejected on psychiatric 
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grounds, Since the incidence of mental ill- 
ness has been found to be greater among the 
Negro than among the white population (1, 
3), it seems likely that different criteria may 
have been used for the rejection of Negroes 
and whites. 

2. The Home and Educational Back- 
ground.—It is well known that the environ- 
mental situation of Negroes is in general 
poorer than that of the white population. 
Negroes often have been forced to live in 
tenements in the cities and in shanties in 
rural areas. Their lack of economic resources 
and opportunities is conducive to a feeling of 
insecurity. In many sections of the countrv 
educational opportunities have been inade- 
quate. In World War II, when standards of 
„a fourth grade education or equivalent were 
set up, a large percentage of Negroes was 
being rejected for failure to meet this stand- 
ard. Selective Service officials state that the 
majority of these men were from areas 
“where educaticnal opportunities just were 
not available to them” (8). A study of re- 
jections of Selective Service registrants by 
race on account of educational and mental 
deficiencies was made(11). In every instance 
a positive correlation was found between 
educational facilities offered and rate of 
rejection. 

a. The Emotional and Intellectual Re- 
sources.-Although individual differences 
make generalization hazardous, the Negro 
and white groups appeared to be distinguish- 
able by certain observable emotional and 
intellectual characteristics. Whether deter- 
mined by constitution or by early life experi- 
ences, they, nonetheless, appeared to differ- 
entiate the Negro group from the white 
group as a whole. Johnson(12) was able to 
distinguish characteristic Negro personality 
and cultural traits from a collection of writ- 
ings of both Negro and white authors, which 
appeared to represent a fair consensus of 
opinion. Pintner(13) suggests that a com- 
parison of results of ordinary intelligence 
tests among Negroes and whites may not be 
velid and may require special weighting of 
ezrly environmental factors. 

Prudhomme(14) concluded that Negroes 
are more labile in mood and more easily 
frightened than white men. Among the pa- 
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tients of the present study, there was some 
evidence to support this conception. Near 
panic reactions were more common among 
Negroes than whites at the time of the bomb- 
ing of Biak in March 1945, although no 
Negro unit was in the vicinity of the bombs 
dropped. In many instances it appeared that 
this surprise bombing served as a precipitat- 
ing factor in the development of psychoses. 
Most of the men had been conditioned by ex- 
posure to previous bombings. Such a re- 
action is illustrated by the following case 
which also shows the effect of poor selection 
and the difficulties of adjustment in indi- 
viduals with meager intellectual resources. 


The patient was a 28-year-old private, first class, 
who had become panicky during the initial assault 
on Biak in June 1944. He had run away from his 
area and had been fourd on the road in a confused 
condition. He was hospitalized and evacuated to a 
non-combat area but was returned to his organiza- 
tion two months later. Thereafter he occasionally 
noted vertical headaches with giddiness and evi- 
dences of confusion. In March 1945 after the 
surprise bombing of Biak, he was admitted to the 
gth General Hospital in a state of acute panic. 
From this he recovered quickly and was again 
returned to duty. He continued to have some tachy- 
cardia and tremulousness, became increasingly pre- 
occupied with his sexual desires and felt that he 
was losing his mind. He was finally readmitted to 
the Hospital in July 1945, complaining of a sticking 
pain beneath his heart, going through to his back. 
He was convinced that he had acquired a serious 
cardiac disease. He also persistently heard his 
name called when no one was around.. A review 
of his past history showed that he had had difficulty 
getting along at school and had left in the fifth 
grade at the age of 15, not having learned to read 
or write. He had wet the bed until the age of 13 
and had had recurrent pains in the abdomen and 
back for many years. In civil life he had worked 
as a farmer. was active sexually and attended 
every church service. In the army he considered 
himself mistreated and stated that non-commis- 
sioned officers had “worked me too hard” and com- 
missioned officers were “too hard to please.” The 
diagnosis was psychosis with mental deficiency based 
on confusion, hallucinations and bodily delusions. 


Lind(15) found that the dreams of the 
Negro are simpler than those of the Cau- 
casian and that the psychological activities of 
the former are analogous to those of a child. 
Among the Negro troops of the- present 
study there was noted a lack of expressions 
of feeling and an inconsistency of reaction. 
A game called “The Dozens” was popular 
among them. To play, one soldier put an- 
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other in the “dozens” by making obscene and 
abusive remarks about the latter’s mother, 
sister or occasionally his wife. The soldier 
thus insulted countered by trying to surpass 
the other in fantastic opprobrium applied 
usually to his mother. It was noted tha- 
while such vilification of one another was 
accepted in good part by these Negro sol- 
diers, even slight profanity used by a white 
officer in conversation with them was invari- 
ably considered offensive. 

Officers in charge of Negro troops fre- 
quently commented on the difficulty in as- 
suming responsibility experienced by their 
men. The Negro often expressed a stronger 
need to be watched over and cared for than 
did the white, seemed to have more trouble 
in adapting to many difficult situations, and 
to be less capable of sustained mental and 
physical work. 

It is a common but probably mistaken idea 
that it is usual for normal Negroes to hear 
voices or to see visions. However, certain 
psychological differences between the Negro 
and white man that bear on this question, 
have been described. O’Malley(2) found 
that Negroes are superstitious, changeable in 
impulse and emotion, lacking in grasp of 
abstract ideas and tend to transform the vi- 
sionary into reality in such a way that the 
transition between real, supernatural and 
hallucinatory experiences is difficult to estab- 
lish in many cases. Lewis and Hubbard(5) 
found that the American Negro, in contrast 
to more highly civilized races, shows a com- 
parative lack of self-consciousness, draws a 
fainter line of demarcation between will and 
destiny, illusion and knowledge, and dreams 
and facts, and makes less distinction between 
hallucinations and objective existence. 

It was impossible to determine how much 
heredity, environment or unsuitable selection 
of troops influenced the finding of low in- 
telligence. Many of the men had such limited 
intellectual resources that it was difficult for 
them to cope with responsibility and compete 
on an equal basis with white troops in simi- 
larly placed units. Moore(6) believed that 
many Negroes are perhaps rated mentally 
deficient when the deficiency is in the content 
of their environment; that rough treatment, 
ignorance and unsound -teaching are re- 
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sponsible for their mental simplicizy and lacx 
of sophistication. | 
4. The Emotional Needs Compared to 
white men, the emotional needs of the Negro 
appeared to be fewer, but prominent among 
them was the sexual drive. The lack of sex- 
ual gratification was perhaps the most fre- 
quently expressed source of conflict. In 
civilian life sexual expression had assumed 
in many a place of primary importance as a 
means of satisfaction and security. Thus, 
sexual desire appeared to be stronger in the 
Negro than in the white man. Some sociolo- 
gists have felt that in peoples native to tropi- 
cal areas sexual drive is greater and that 
more premium is put on sexual potency than 
among people in temperate areas where. in- 
dustry, inventiveness and ability to combat 
the elements are necessary to survival and 
are recognized as qualities that receive the 
greatest social approval. Perhaps through 
centuries of selection the Negro has de- 
veloped greater libido as an inborn trait, and, 
therefore, sexual deprivation may be par- 
ticularly difficult for him. Possibly his libido 
has assumed anthropologic importance be- 
cause of its symbolism of maleness and su- 
premacy, its competitive value and the social 
premium placed upon sexual potency. Dur- 
ing the long overseas periods of isclation 
from Negro women, mounting sexual tension 
and preoccupation became extremely trouble- 
some. The following case is illustrative. 


The patient was'a 22-year-old private who in 
May 1944 had become tense, tremulous, and subject 
to nightmares when his unit invaded Biak. These 
symptoms subsided and were not troublesome until 
the bombing of Biak in March 1945 when he again 
developed anxiety. In June his girl stopped writing 
to him and he became increasingly seciusive, irri- 
table, sleepless, preoccupied with bodily chanze and 
subject to nightmares. He thought constantly about 
women, resented the white outfits having WACs, 
thought that Negro WACs should be brought over- 
seas and felt that everyone was against the Negro. 
He often could hear someone coming after him and 
talking about him when no one was around. In 
civilian life he had been active sexually but had 
had no interest in marriage. He occasionally had 
smoked marijuana. When inducted in May 1343 he 
resented coming into the army and felt that Negro 
troops gct “the short end of the stick.” The diag- 
nosis was schizophrenia, based on confusion, audi- 
tory hallucinations, fixed bodily ideas, paranoid 
trends, loss of intellectual assets and detective 
insight. 
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Homosexuality was common. The Negro 
troops seemed to have less sexual inhibition 
and to resort more easily to sexual perver- 
sion. During the period when there were 
white women on the island homosexuality 
increased in incidence. Confirmed homosex- 
uals usually made the sexual advances. 

In many patients mistaken ideas about sex 
gave rise to anxiety. Some felt that frequent 
sexual intercourse was necessary in order to 


maintain mental health. In many instances. 


frequent masturbation was a source of both 
gratification and conflict. Transvestitism was 
rare. However, in one organization parties 
were held on Saturday nights, in which many 
men appeared dressed as women and at 
which homosexual practices were common. 

5. The Home Problems-—Problems at 
home frequently had deleterious effects on 
the morale and emotional adjustments of the 
men. Among the most troublesome factors 
were economic difficulties, illnesses or deaths 
of relatives and infidelity or suspected un- 
faithfulness of wives or sweethearts. 

6. The Problems and Attitudes of a Mi- 
nority Race-—The social discrimination 
practiced against their race was often de- 
plored by these patients. Many felt that they 
had very little to fight for. There was a 
paranoid coloring to their thinking which 
had some basis in reality. The phrase “all 
men are created equal” frequently was in- 
terpreted to mean that all men are equal in 
endowment and should have equal reward, 
-whether earned or not. White officers had 
to be particularly attentive to these men to 
avoid being reported to higher authorities 
for discrimination. One patient who previ- 
ously had felt greatly discriminated against in 
his home town and who had been frightened 
by the lynchings in his section of the south, 
had run away from home during adolescence 
and settled in the north only to find there, 
too, discrimination existed. The writer of 
the diary quoted above expressed resent- 
ment against the Army and against social 
discrimination. 


Take D-days. Everybody is buddies and every- 
body talk to you. If you don’t have a fox hole in 
a raid maybe a white fellow call you to come get 
in his hole. That lasts like that during combat until 
the island start getting secure. Then it all change. 
A colored fellow can’t get a lift in a jeep and six 
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steps further on they pick up a couple of white 
fellows. Also colored man can’t use the white man’s 
latrine at the base. They gotta dig their own. How 
that make a fellow feel? Another thin, there is 
always a colored checker at the gate of the quarter- 
master dump. The day the General come to inspect 
the Captain told our Sergeant to remove his checker 
‘so he could be replaced by a white soldier. Our 
Sergeant don’t know what to do. He cry like 
a baby. 


7. The Type of Officers in Charge of the 
Men—Many of the officers in charge of our 
patients were not suited to lead Negro troops 
because of temperament or deficiencies in ex- 
perience and training. In some instances 
less capable officers had been assigned to 
Negro units. Some of these men considered 
Negro troops the “cross” they had to “bear.” 
The frequent dissatisfaction of the white 
officers associated with Negro troops had an 
adverse effect on morale. In organizations 
which had both Negro and white officers 
there was often much tension and friction, 
exerting an unwholesome influence on the 
enlisted men. 

8. The Attitudes of Variously Oriented 
Officers Toward Illness—Ilnesses among 
Negro troops in the Pacific theatre were re- 
garded in general with skepticism by line 
officers and battalion surgeons. Patients with 
poorly defined somatic complaints were com- 
monly considered to be malingerers or “gold 
bricks” and were treated with casual indul- 
gence, scorn or reprimand. This unsympa- 
thetic care gave rise to feelings of frustration 
and strong resentment. Often because of 
concomitant evidence of psychopathic per- 
sonality and especially alcoholism, symptoms 
of psychosis were ignored. 

9. The Character of the Work Assigned. 
—~The type of work assigned caused con- 
siderable hostility. Although in general 
Negroes had not been subjected to the hard- 
ships of prolonged periods on the front lines, 
they were frequently assigned to especially 
hard, dull, laboring details. 

10. The Closeness of Association with 
Other Men—The men lived in circum- 
scribed cleared areas in the jungle and were 
crowded together in small tents. There was 
no opportunity for diversion away from their 
camps so that escape from interpersonal an- 
tagonisms was almost impossible. Close as- 
sociation with other Negroes of a crude type 
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was upsetting to the more sensitive members 
of the group. Some of the men were very ob- 
scene and profane and threatened and actu- 
ally resorted to violence. 

11. Certain Peculiar Problems Incident 
to Their Overseas Situation —As the length 
of time overseas became more prolonged the 
reaction of these men to their isolation be- 
came pronounced. In May 1945 the aboli- 
tion of the rotation plan whereby men would 
be eligible for return to the United States 
after 18 months of overseas service, had an 
adverse effect on their morale. This was be- 


. cause under the point system that was sub- 


stituted for the old plan many men became 
ineligible for return to the United States. 
Accordingly many applied for special leaves 
to the United States for rest and rehabilita- 
tion. When all of these requests were turned 
down, hope of escape from what they con- 
sidered an intolerable situation on Biak dis- 
appeared. The incidence of neuropsychiatric 
diseases then mounted further. 

The question has been raised as to the 
ability of Negroes to meet the stresses of a 
civilization developed by the white man, in- 
cluding the rigors of army life. The whole 
problem of his adjustment 1s too complicated 
to warrant any dogmatic statement. Careful 
study is needed in order to determine the 
capabilities and limitations of the Negro in 
the Army. The roots of his difficulty in ad- 
justing emotionally often seemed to lie in his 
problems as a member of a minority racial 
group trying to compete with white men in 
a society prejudiced against him. The de- 
velopment of paranoid trends and taking ref- 
uge in fanciful thinking might be expected 
in such a setting. Furthermore, thoughtful 
Negroes, in view of their experiences at 
home, were not impressed by our national 
propaganda which justified our fighting on 
the basis of protecting the rights of men, 
preserving democracy and promoting indi- 
vidual freedom and equality. Personality 
variations are so great that caution must be 
used in applying generalities to the indi- 
vidual. The conclusions drawn should not 
be applied to Negro troops as a whole unless 
cther evidence has been obtained which 
might indicate that the small numbers con- 
sidered in this study are characteristic of the 
Negro as a racial group. 
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SUMMARY AND CONCLUSIONS 


Data were obtained on the incidence of 
mental illnesses in Negro troops stationed on 
an isolated island in the Southwest Pacific 
and comparisons made witk saly situ- 
ated white troops. 

I. The incidence of psychoneuroses and 
psychoses was found to be appreciably 
higher among Negro than among white 
troops. 

2. The Negro appeared less well equipped 
by virtue of emotional and intellectual re- 
sources to adjust to war zore conditions of 
bodily hazard and isolation from women. 

3. The rigors of military discipline, long 
working hours, and necessarily meager facili- 
ties for entertainment in the war zone acted 
to enhance already existent feelings of mal- 
treatment and racial discrimination among 
Negroes. 

4. Screening out by the induction centers 
of those unfit for military service because of 
mental and emotional defects seemed to have 
been less painstakingly performed among 
Negroes than among white men and this may 
have been a factor in the high incidence of 
psychiatric illness. 

5. In many instances the ofācers were un- 
suitable to lead Negro troops. 
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REVIEW OF PSYCHIATRIC PROGRESS 1946 


HEREDITY AND EUGENICS 
FRANZ J. KALLMANN, M.D., New York 32, N. Y. 


Steady progress in appraising the effect 
of genetic phenomena in relation to mental 
disorders was apparent throughout the neu- 
ropsychiatric literature of the past year. In 
a long uphill struggle for scientific equality 
in debating the relative potencies of nature 
and nurture in the development of “endog- 
enous” psychoses, medical genetics finally 
appeared to have reached the stage where, 
in the opinion of Hoskins(1) and other writ- 
ers, the nurture school found itself charged 
with the “burden of proof” for conventional 
generalizations. The changing trend was 
noticeable not only in the post-war curricula 
and standard books of psychiatric post-grad- 
uate instruction, but also in recently pub- 
lished textbooks of abnormal psychology 


_ such as that of Landis and Bolles(2). 


Much of the credit of deflating current 
versions of anti-Mendelian theories implying 
“inheritance of acquired characters” was 
earned by Dobzhansky(3) and Dunn(4). 
In critical digests and the former’s literal 
translation of the latest book of the self- 
styled Russian fundamentalist and Academi- 
cian, T. D. Lysenko, they showed the fal- 
lacies of the work that had been interpreted 
in the sense of the inheritability of direct 
environmental influences. They concurred 
in a categorical denial that Lysenko’s widely 
popularized ideas were supported by ade- 
quate experimental evidence or represented 
more than a crude restatement of the writ- 
ings of nineteenth-century biologists. 

In striking at another “sociogenetic” an- 
achronism of contemporary psychiatry, Kall- 
mann and Mickey(5) advocated a redefini- 
tion of the old concept of induced insanity 
or folie à deux. They favored restriction of 
the term to the transference of circumscribed 
delusions in closely associated persons not 
related by blood, that is, in marriage partners 
and intimate friends living together. Their 
contention was that loose application of the 
term to the occurrence of any psychotic 
syndrome in consanguineous family units 
disregarded’ elemental statistics of chance 
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distribution and merely obscured the mean- 
ing of average expectancy figures obtained 
in representative samples of twin pairs and 
other sibship groups. 

Of the twin studies published last year, 
the reviewer’s final analysis of an unselected 
series Of 794 twin index families(6) pro- 
vided definite evidence in favor of the genetic 
theory of schizophrenia. The concordance 
rates for 174 monozygotic and 517 dizygotic 
twin pairs showed a statistically significant 
difference which approximated the ratio of 
1:6. Tte difference increased to a ratio of 
1:55 when the two twin groups were com- 
pared with respect to the course and outcome 
of the disease. Therefore, the ability to re- 
spond to certain stimuli with a schizophrenic 
type of reaction (specific predisposition) was 
assumed to depend on the presence of a 
single-recessive factor which must be in- 
herited from both parents. - Constitutional 
ability to resist the progression of a schizo- 
phrenic psychosis was classified as a non- 
specific, graded character controlled by a 
multifactorial genetic mechanism. 

Other twin studies of psychiatric interest 
included the reports of Riecker(7) on pep- 
tic ulcer, of Werne and Garrov(8) on fatal 
anaphylactic shock, and Pacheco e Silva and 


-associates(g) on the “unitary” nature of 


spinocerebellar degeneration. Strandskov 
and Diederich(10) studied the appearance 
of the Rh blood factor in twins, and Kall- 
mann and Anastasio(11) reported that con- 
cordance as to suicide does not seem to occur 
either in monozygotic or in dizygotic twin 
pairs, even if the histories of the twin part- 
ners are very similar in regard to environ- 
mental background factors and psychotic 
manifestations. 
Riecker’s emphasis on the psychosomatic 
connections between genetically determined 
personality patterns and such localized in- 
ternal diseases as peptic ulcer and coronary 
thrombosis was underlined by Dock(12), 
who attributed the much higher death rate 
of coronary disease in males to apparently 
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inherited sex differences in cholesterol me- 
tabolism and in the thickness of the coronary 
intima. Similar genetic relationships were 
assumed by Krauss(13) in regard to post- 
_ choreic personality deviations, and by Landis 
and Cushman(14) in regard to the tendency 
to compulsive drinking. Genetically more 
specific was the discussion of the type of 
inheritance in Friedreich’s ataxia by Lipson 
and DeNardi(15) who observed three cases 
in a father and his two sons, and by Beers 
and Cheever(16) who studied a family with 
eighteen affected males and two affected 
females in six generations. The present state 
of information regarding the hereditary 
forms oz mental defect and epilepsy was 
reviewed by Halperin(17) and Kallmann and 
Sander(18), respectively. 

General problems of human inheritance 
were taken up by Myers(19) in a compara- 
tive study of instincts and by Huntington 
(20) in a widely discussed book “Main- 
springs of Civilization.” In interpreting civi- 
lizetion as “the unfinished product of some 
great evolutionary force which permeates all 
nature,’ Huntington stressed the interdepen- 
dence ol its three main directive principles, 
namely, biological inheritance, physical en- 
vironment and cultural endowment. His 
search for biological phenomena as potential 
causes cf different cultural developments led 
him to both an unconventional emphasis on 
the factors of selective migration, lethal selec- 
tions and selective marriage and to the inter- 
esting suggestion to replace the amorphous 
concept of race with the anthropologically 
less objectionable concept of “kith,” that is, 
a group of people who are “relatively homog- 
enous in language and culture and freely 
intermarry with one another.” The main 
significance of kith formation was claimed 
by the author to rest upon the tendency to 
maintain continuity in distinctive character- 
istics cver sticcessive generations despite a 
certain heterogeneousness in anatomical 
traits, and upon its direct relationship to dif- 
ferent reproductive trends in technically ad- 
vanced, competitive societies. 

The eugenic aims of a positive, democratic 
population policy were reformulated in a 
stirring bulletin of the British Eugenics 
Societv(21). The contrast between the lib- 
eral and the authoritarian application of 
eugenic principles was shown to be in the 


REVIEW OF PSYCHIATRIC PROGRESS 1946 


[ Jan. 


‘use made of the expert. In a liberal system 


of eugenics which concedes freedom of 
choice and independence of action to the in- 
dividual, the function of the expert was 
postulated to be advisory and devoid of dis- 
criminative powers, although widely adver- 
tised and really accessible to everyone. The 
main standards of positive eugenic value 
were proposed to be (a) sound physical and 
mental health and good physique, (b) intel- 
ligence, (c) social usefulness, (d) absence 
of dysgenic family defects, and (e) philo- 
progenitiveness (love of offspring). In out- 
lining the characteristics of a favorable en- 
vironment, the emphasis was placed on (a) 
the removal of social and economic deterrents 
from parenthood, (b) the inculcation of a 
eugenic conscience, (c) universal accessi- 
bility of knowledge as to how pregnancies can 
be regulated, and (d) the establishment of 
facilities by which every engaged or married 
couple can obtain the most up-to-date scien- 
tific guidance on genetic problems. Authori- 
tative information about birth control and 
voluntary sterilization was suggested to be in 
accordance with the family’s religious beliefs. 
The decided advantages of such a democratic 
program of eugenic population policies were 
brought out clearly by Bigelow (22). 

The dysgenic rôle, ascribed to phenylke- 
tonuria, Rh blood incompatibility and other 
foetal antigenic influences through the causa- 
tion of mental deficiency, was widely recog- 
nized by research workers and editorial writ- 
ers. In order to diminish such disastrous 
effects of marriages between mixed Rh blood 
types as were described by Sonn and Wiener 
(23) as well as by Snyder and associ- 
ates(24), the proposal was made in the New 
York State Journal of Medicine(25) to in- 
clude a mandatory determination of the Rh 
factor either in the premarital serological test 
or, at least, in the prenatal examination of 
every pregnant woman. The advisability of 
this plan was underlined by Penrose’s theory 
(26) that the genetically determined group 
of foetal growth anomalies due to antigenic 
incompatibility of mother and fœtus may 
extend to mongolism and zygodactyly. An- 
other interesting finding of Penrose(27) in- 
dicated that phenylketonuria may be linked 
genetically to the blood agglutinogens A, 
B and O. 

The most effective eugenic procedure for 
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the prevention of phenylketonuria was seen 
by Penrose(28) in discouraging consan- 
guineous matings in affected families.and in 
a systematic attempt to reduce the matings 
of two carriers. Eugenic significance was 
also attached to Penrose’s genealogical data 
on 144 cases of anencephaly, spina bifida 
and congenital hydrocephaly, re-emphasiz- 
ing the rôle played by advancing maternal 
age in this group of malformations(29) ; tc 
McGregor’s report on a family showing as- 
sociation of mental deficiency with nystag- 
mus, myopia and congenital eye defects(30) ; 
and to Harris’ observation of microspermia 
in a family distinguished by low fertility and 
the tendency to produce predominantly male 
progeny (31). 

Statistical information regarding the use of 
selective sterilization as a prophylactic mea- 
sure for the prevention of mental defect was 
supplied by Scott Johnson(32) for the State 
of New Hampshire, by Butler(33) for Cali- 
fornia, and by Gamble(34) and Olden(35) 
for all the 27 American States which still 
have eugenic legislation (exclusive of the 
State of Washington where the sterilization 
law was declared unconstitutional in 1942). 
From 1919 to 1943, the sterilization program 
of California was applied to 4,310 mental 
defectives according to Butler, and to a total 
of 16,332 abnormal persons according to 
Gamble. Both writers agreed that the pro- 
gram had been a social and financial success. 

The total number of officially reported 
sterilizations up to January 1, 1946, amounted 
to 45,127 cases. In relation to the total popu- 
lation, Delaware appeared to have made the 
most extensive use of selective sterilization 
with 238 operations per 100,000 inhabitants, 
followed by California, Virginia, Kansas and 
Oregon. In 1943, Utah had the most active 
sterilization program (12.1 per 100,000), 
with Virginia, North Dakota, Delaware, 
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Nebraska and California following. A total 
of 1,336 sterilizations were performed in 22 
states during 1945. 
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Many articles this year seek to evaluate 
shock therapies, prefrontal lobotomy and con- 
tinuous sleep treatment. A vast amount of 
clinical material has been collected, stimu- 


lating further interest both in the clinical 
and the theoretical issues involved. An ex- 
cellent book by Kalinowsky and Hoch(1) 
provides a concise and comprehensive pre- 
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sentation, incorporating the ideas of the vari- 
ous psychiatric schools of thought in a critical 
evaluation. Extensive consideration is given 
to the practical aspects of administering 
insulin and electric shock. The authors con- 
clude that shock treatment is an unspecific 
form of therapy and that much research is 
still needed. 

Several reports illuminate, obliquely at 
. least, the problem of multiple sclerosis and 
other demyelinating diseases, suggesting the 
role of vascular disturbance as an etiologic 
factor. Roizin, Helfand and Moore(2) be- 


lieve that disseminated, transitional and dif- 


fuse demyelineation belong, from a histopath- 
ologic point of view, to the same group of pri- 
mary demyelineating processes. Cordes(3) 
observed an unusual type of foveo-macular 
retinitis found primarily in the navy per- 
sonnel that served in the South Pacific com- 
bat zone. The lesion was limited primarily 
to the fovea and started with a macular 
edema and loss of foveal reflex. In the later 
stages the picture was that of a hole or cyst 
in the fovea surrounded by a gray area of 
0.5 to I disc diameter in size. Of the many 
etiologic causes considered, only two were 
thought to deserve serious attention, namely 
solar retinitis and angiospastic retinopathy, 
The former was rather conclusively ruled out, 
according to the author. Because of this 
suggestion of angiospasm, the paper seems 
pertinent to the present discussion. Schein- 
ker{4) pointed out that a great number of 
pathologists teach that in the absence of 
organic disease of blood vessels in the cen- 
tral nervous system, such as arteriosclerosis 
or syphilis, the alterations in nerve tissue 
must be interpreted as “primary degenera- 
tive” or “toxic.” Only recently has attention 
been called to the importance of functional 
or reversible circulatory disturbances de- 
scribed as “vasoparalysis” and “vasothrom- 
bosis.” A change in caliber of a blood vessel 
may be as detrimental to brain tissue as a 
mechanical obstruction caused by arterio- 
sclerosis. Morrison(5) exposed dogs and 
monkeys daily to atmospheres of low oxy- 
gen concentration. With repeated exposures 
to mild hypoxia, it was observed that the 
first histologic changes occurred in the cell 
bodies of the cortical gray matter. When the 
oxygen was reduced to ro volumes percent 
the white matter became involved and pre- 
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sented a pattern of demyelination with a 
resemblance to Schilder’s disease. Carter (6) 
treated 20 cases of multiple sclerosis by the 
use of histamine intravenously; 17 failed to 
show any improvement. 

Engel, Ferris, and Romano(7) demon- 
strated abnormal electrical activity from one 
occipital cortex in 3 instances of spontaneous 
scintillating scotoma with homonymous vis- 
ual field defect occurring during attacks of 
clinical migraine. Irregular, slow waves were 
recorded from the contralateral occipital cor- 
tex while regular normal activity was re- 
corded from the ipsilateral occipital cortex. 
With disappearance of scotoma the electro- 
encephalographic abnormalities also disap- 
peared. 

Feldberg and Mann(8) confirmed the ob- 
servation that homogenized brain tissue syn- 
thesizes acetylcholine anaerobically in the 
presence of adenosinetriphosphate and cho- 
line. Feldberg(g) has shown ‘that acetyl- 
choline is synthesized by slices of brain tissue. 
Dried and powdered brain substances when 
suspended in physostigmine-saline solution 
also synthesized. acetylcholine. The process 
was accelerated by the presence of ether and 
depressed by oxygen lack. Glucose acceler- 
ated synthesis in fresh brain slices. Calcium 
ions inhibited synthesis while potassium chlo- 
ride increased synthesis. 

Bruch and McCune(10) examined the 
effect of adequate treatment with thyroid 
hormone as judged by physical progress on 
the mental development of congenitally hy- 
pothyroid children. Although there is a dis- 
tinct relationship between early, adequate 
treatment and subsequent physical develop- 
ment, a comparable relationship is absent, 
or at least highly imperfect, with respect 
to mental development. The intellectual in- 
feriority is due in part to a defect in cerebral 
development. 

Taubenhaus and Engle(11) studied a man, 
age 23 years, suffering from idiopathic hypo- 


.parathyroidism and epilepsy. Therapy of 


the tetany led to a complete cessation of the 
epileptic seizures, despite a discontinuation 
of phenobarbitol. They suggested that the 
low level of serum calcium acted as a trigger 
agent for the epileptic reaction. 
Schweitzer(12) found that adrenalectomy 
did not lead to adynamia of directly stimu- 
lated skeletal muscle as long as the arterial 
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blood pressure was within normal limits. 
Forster et al.(13) reported convulsions 
which developed in a young boy with Ad- 
dison’s disease who was treated for two 
years with desoxycorticosterone acetate. Au- 
topsy revealed degenerative changes in the 
cerebral blood vessels. Ungar(14) found 
that the pituitary-adrenal reaction to stress 
was inhibited by splenectomy. It was also 
observed that spleen extracts contain an 
active substance which can reproduce the 
reaction to the original stimulus. | 
Rand and Courville(15) made a detailed 
study of nerve cell damage after fatal in- 
juries to the brain. The occurrence of defi- 
nite and widespread chromatolytic changes 
in the nerve cells, which may persist for 
some time before reversible change takes 
place, furnishes a possible basis for the per- 
sistent psychic residual disturbances which 
so often follow craniocerebral injuries. 
Horvitz and Uiberall(16) reported neuro- 
psychiatric changes in 64 cases of manganese 
poisoning among workers in manganese 
mines in Chile. The prodromal symptoms 
were headache, weakness, pain in the mus- 
cles, stalorrhea and somnolence. The char- 
acteristic mental symptom was a manic 
syndrome. Forty-one showed neurologic 
changes usually related to involvement of 
the extrapyramidal system. Richter(17) 
produced symptoms of intoxication in 4 
monkeys poisoned with carbon disulfide by 
exposing them to inhalation of the vapor. 
There was extensive, bilateral and symmetri- 
cal necrosis of the globus pallidus and the 


zona reticulata of the substantia nigra. The’ 


monkeys presented profound motor distur- 
bances resembling the parkinsonian syn- 
drome. Newell and Lidz(18) reported 28 
cases of toxic psychosis following the thera- 
peutic administration of atabrine. Seven 
other patients developed generalized con- 
vulsions. 

Granit and Skoglund(19) showed that 
nerve impulses transmitted over efferent 
fibers in a mixed nerve are relayed to affer- 
ent fibers in the same nerve at a region of 
injury caused by crushing or cutting the 
nerve. The cut end of the nerve behaves like 
an artificial synapse. Martin(20) feels that 
Hughlings Jackson’s theory of the “discharg- 
ing lesion” is capable of a wider application 
in clinical neurology than has hitherto been 
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accorded to it. Phenomena of abnormal dis- 
charge are not necessarily transient. 

Daly(2t) stated that disseminated lupus 
erythematosus is a systemic disease which 
may produce diffuse damage to the central 
nervous system. Clinical manifestations in- 
clude toxic delirium, frank psychosis, coma 
and convulsions. Neurologic examinations 
show scattered findings which shift rapidly 
on successive examinations. The pathologic 
picture is one of diffuse nonspecific en- 
cephalitis with extensive vascular changes 
and thrombosis. 

Ripiey (22) made neuropsychiatric obser- 
vations on 51 patients with tsutsugamushi 
fever. All patients exhibited involvement of 
the central nervous system, manifestations 
ranging widely from transient toxic cerebral 
symptoms to evidence of severe, widespread 
inflammation resulting in coma and death. 
Pathologic changes in the central nervous 
system were similar to those found in other 
organs of the body. 

Freeman(23) made pathologic studies of 
the cerebral motor cortex in 4 cases of 
amyotonia congenita. The precerntral gyrus 
was characterized by almost complete ab- 
sence of the large multipolar cells of Betz. 
This may prove to be an important point 
in differentiating this disease pathologically 
from infantile spinal muscular atrophy. Bow- 
den and Gutman(24).found that biopsy of 
muscle with study of the pattern cf innerva- 
tion affords valuable aid to diagnosis in un- 
usual cases of muscular atrophy and weak- 


“ness. Billig and his co-workers(25) found 


that they could improve the power of muscles 
with residual paresis caused by poliomyelitis 
by the application of procedures calculated 
to cause axon branching of the motor fibers 
which have escaped destruction in order to 
innervate with the extra branches muscle 
fibers which lost their nerve supply. Bo- 
dian(26) found multinucleated neurons in 
the nervous system of an adolescent rhesus 
monkey which had been killed during the 
acute stage of poliomyelitis. Milhorat(27) 
reported 2 cases of progressive muscular 
atrophy with onset several years after an 
attack of acute epidemic encephalitis. 
Gaski:l and Korb(28) found that cutane- 
ous diphtheria is frequently complicated by 
multiple neuritis. There is no relationship 
between the site of the cutaneous lesions 
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and the development of the symptoms. A 
Guillain-Barré type of albumincytologic dis- 
sociation is a concomitant of this form of 
multiple neuritis. Perkins and Laufer(29) 
studied 21 cases of postdiphtheritic polyneu- 
ritis and found that it exhibits a characteristic 
clinical picture which differs from that seen 
in other neuritides. 

Rudy and Epstein(30) reviewed 100 cases 
of diabetic neuropathy, They concluded that 
this is a generalized neurologic disturbance 
and is observed not only in the acute stage 
of diabetes but also soon after the control of 
the glycosuria and hyperglycemia and in 
the chronic and even mild cases of the dis- 
ease. Symptoms and signs of vitamin B- 
complex deficiency are frequently associated 
with it. The vitamin deficiency is secondary 
and appears to be caused by the disturbed 
metabolism or an associated chronic infec- 
tion. Avery(31) stated that porphyria 
should be suspected in all cases of severe 
ascending polyneuropathy and in all cases 
of stupor and coma of unexplained origin. 
Dunning (32) found that the prognosis was 
satisfactory without operation in 54 percent 
of the cases of sciatic neuritis caused, in 
the majority of instances, by herniation of 
the nucleus pulposus in the fourth or fifth 
lumbar intervertebrai disk. 

Kravitz and Stockfisch(33) state that 
Wernicke’s disease was thought by early 
investigators to be due to alcohol. Later it 
was shown to be the result of a vitamin 
deficiency due to failure of absorption of 
vitamin from the intestines. It is more com- 
mon in alcoholics because alcohol damages 
the liver as well as causing a chronic 
gastroenteritis which interferes with food 
abscrption. 

Oller{ 34) observed paroxysmal autonomic 
crises in a postencephalitic patient. The at- 
tacks consisted of the sudden appearance of 
extreme tachycardia, tachypnea, hyperther- 
mia and diaphoresis, associated with emo- 
tional manifestation resembling “sham” rage 
and with pronounced muscular hypertonic 
phenomena. Davis and Bick(35) considered 
skin lesions of eczema and hyperhidrosis 
under conditions of wartime stress as part 
of a physiological manifestation of general- 
ized anxiety. Blair and Keller(36) found 
that a dog’s ability to prevent fall in rectal 
temperature when it was subjected to ordi- 
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nary cool environmental temperatures was 
completely eliminated by a procedure that 
severed the caudal connection of the entire 
hypothalamic gray matter. Evidence was 
encountered which indicated that at this 
hypothalamic level there are separate neural 
elements for the shivering and non-shivering 
thermogenic functions. Morrison and Spie- 
gal(37) studied skin potential in cases of 
visceral pain. They found that an increase 
of skin potential of Io m.v. or more in the 
dermatomes ccrresponding to an organ caus- 
ing pain, supports the assumption of organic 
disease. 

Reider and Player(38) studied 2 cases 
of hemiatrophy of the body which first 
made their clinical appearance in adult life. 
Pneumo-encephalogram revealed an enlarge- 
ment of the opposite cerebral ventricle. 
Leavitt(39) examined a 21 year old man 
who manifested what appeared to be a con- 
genital motor anomaly affecting the fingers 
of both hands whereby skilled motor acts 
performed with one hand were reflected by 
involuntary analogous activity of the other. 

Fleischhacker(40) stated that under hypo- 
glycemia, schizophrenics show reflex changes 
which usually appear on the left side first 
or are stronger on this side. Also slight 
motor signs are present on the left side in 
a considerable number of patients suffering 
from mental symptoms associated with ar- 
teriosclerosis, senility or mental deficiency. 
Post-mortem examinations showed that the 
right hemisphere is more often or more 
extensively damaged than the left. There 
apparently have been suggestions that dis- 
turbances of the right hemisphere of the 
brain would give rise to mental symptoms 
more often than processes damaging the 
other hemisphere. é 

Bell and Karnosh(41) pointed out that 
co-existing disturbances in skin sensation 
occur in approximately 76 percent of all 
hemiplegics and in most instances consist of 
blunting of all qualities of sensation. The 
flaccid forms of hemiplegia demonstrate sen- 
sory disturbances over the paralyzed areas 
at least twice as frequently as those which 
are of spastic type. The most pronounced 
hypotonia in hemiplegia is found in those 
patients in whom there is also detected 
homonymous hemianopia of the same side. 
The triad of hemiplegia, hemianesthesia and 
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hemianopia is attributed to a lesion of the 
anterior choroidal artery which also inter- 
rupts the tone regulating sensory-motor arcs 
of the basal ganglia, thereby producing a 
flaccid state in the paralyzed arm and leg. 
Kabat and Jones(42) treated patients with 
spastic paralysis with neostigmine. They 
found that this drug decreases the spasticity, 
relieving muscle pain and decreasing de- 
formity. Schlesinger(43) reported that a 
suspension of curare in a mixture of peanut 
oil and white wax afforded good relaxation 


of muscle spasm up to 3 days’ duration in- 


a group of patients with injury of the spinal 
cord, 
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ELECTROENCEPHALOGRAPHY » 
FREDERIC A. GIBBS, M. D., Curcaco, ILL. 


In past years it has been customary to 
list in this section only those reports which 
have been published in full. However, this 
year an exception will be made in order to 


draw attention to the work on post-traumatic 
epilepsy of Earl Walker and his group. This 
work was reported by Walker at the meet- 
ing of The American Psychiatric Association 
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in May, 1946(1). Post-traumatic epileptics 
are studiec electroencephalographically to 
determine whether or not they show a sel- 
zure focus. If none is present small amounts 
of metrazo. are injected intravenously ; ex- 
perience indicates that in many cases a focus 
can be made to appear by this means. The 
decisions ic operate and where to operate are 
based on the electroencephalographic find- 
ings. At operation electrodes are placed on 
the exposed cortex and these are used both 
for electrical stimulation of the brain and 
for recording the response after stimulation. 
No effort is made to produce a convulsion, 
but only an abnormal discharge. An abnor- 
mally discharging area is regarded as a 
-= seizure focus and ablated, thus the final de- 
= cision to excise a particular cortical area is 
based upon the electroencephalographic find- 
ings. Penteld, working with Jasper in Mon- 
treal, has used the electroencephalograph as 
a guide to operation in epilepsy, but he has 
not stated. as complete a reliance on electro- 
encephalography as have Walker and his col- 
laborators. 

The second major development of the past 
year is the demonstration of the almost spe- 
cific effect of tridione on the 3-per-second 
wave-and-spike type of petit mal epilepsy (2, 
3) ;it rarely has any effect against grand mal 
or psychomotor seizures(4,.5). Since the 
clinical diagnosis of the 3-per-second wave- 
and-spike type of petit mal is uncertain, the 
electroencephalograph has thus become an 
important practical guide to therapy. 

The medical-legal implications of electro- 
encephalography have been considered in de- 
tail in the past year(6). Two interesting 
papers have been published by Greenblatt 
anc collaboraters. The first of these(7) 
shows that the EEG is helpful in the dif- 
ferentiation of true syncope from “fainting 
spells” which have an epileptic basis; the 
incidence of electroencephalographic abnor- 
mality in patients with syncope was found 
to be ne higher than in a control series. An- 


other study(8) was conducted on a group of 


dizbetic patients with a history of frequent 
insulin reactions or seizures in which hypo- 
glycemia was considered a possible precipi- 
tating factor. It was found that as a group 
these patients had a much higher incidence 
of electroencephalographic abnormality than 
patients with uncomplicated diabetes. It is 
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concluded that diabetic patients with fre- 
quent insulin reactions or seizures have, in 
addition to their diabetes, a defective regu- 
lation of the cortical activity. The authors 
do not consider the possibility that the slow 
waves and other abnormalities which appear 
in patients with a history of reactions and 
seizures are secondary manifestations of re- 
peated exposure to extremely low sugar 
levels. 

Margaret Lennox(g) has provided good 
experimental proof that sedative drugs in 
the doses commonly employed in psychotic 
patients alter the EEG for as much as 12 
hours. Sodium amytal produced more elec- 
troencephalographic abnormality than phe- 
nobarbital or nembutal; chloral and paral- 
dehyde produced the least abnormality. 

Baudoin and Fischgold have brought 
French electroencephalography up to date 
by a series of articles published in one issue 
of La Semaine des Hopitaux, and in this 
same issue the report of Ajuriaguerra and 
Fischgold(10) on electroencephalographic 
changes in carbon monoxide poisoning con- 
stitutes an important original contribution. 
The authors ond that during the acute phase 
and shortly thereafter the EEG is abnormal, 
but tends to improve with time; mild cases 
clear up in a few days and severe cases take 
longer or may show persistent abnormalities. 
However, though clinical residuals may re- 
main or increase, the EEG tends to improve 
with time, and even in the presence of am- 
nesia, disorientation and confusion the EEG 
may be normal. 

Other articles that have appeared ce 
the past year, or to which reference has not 
been made in earlier reviews are listed in 
the bibliography in alphabetical order(11). 
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EPILEPSY 
WILLIAM G. LENNOX, M. D., anp JEAN P. DAVIS, M. D., Boston, Mass. 


Epilepsy in relation to electroencephalog- 
raphy is dealt with in the contribution of 
Dr. Gibbs. The remainder of the harvest 
of -erticles this year is below average in 
numbers, presumably an aftermath of the 
war and of the curtailment of the program 
of the section of convulsive disorders of 
The American Psychiatric Association. Pub- 
lication of the 44 articles given before the 
joint scientific sessions of the Association 
for Research in Nervous and Mental Dis- 
eases and the International League Against 
Epilepsy on December 13th and r4th of 1946 
will make next year’s report more fruitful. 
The reader is also referred to the current 
number of Epilepsia, which abstracts the 
world’s literature on the subject. 

During the war, America was denied ac- 
cess to foreign books and articles. Two 
monographs have been received recently. 
One is on the etiology, symptomatology and 
treatment of epilepsy in children by Lede- 
boer(1), a leader of Dutch epileptologists. 
The other by Moruzzi(2) and printed in 
Bologna is a detailed review and report of 
the neurophysiology of convulsions as re- 
vealed by electrical and mechanical record- 
ings of nerve currents and of muscle move- 


ments in animals. Some 400 articles are 
referred to. In this country, 1946 produced 
a new edition of the popular book on epi- 
lepsy—‘‘Science and Seizures(3).” 

Probably the most substantial contribu- 
tions have been in the field of therapy. 
Buchanan(4) gives a commonsense state- 
ment of standard treatment in children. Len- 
nox(5,6) outlines newer aspects of therapy, 
especially results with the two drugs which 
are as yet in the experimental stage, methyl- 
phenylethyl hydantoin (mesantoin) and 
trimethyloxazolidine dione (tridion). As re- 
gards the former, Kozol(7) has given a 
more enthusiastic report. Sixty percent of 
his 106 patients had a go percent reduction 
in seizures. The frequency of rash and of 
drowsiness limits the usefulness of this drug. 
However, the absence of ataxia and of 
hypertrophy of the gums makes it a useful 
substitute or adjunct of diphenylhydantoin 
(dilantin) in the treatment of convulsive or 
psychomotor seizures. It is not effective 
for petit mal. Other hydantoinates are being 
scrutinized in experimental laboratories(8). 

Trimethyloxazolidine dione, mentioned in 
the review of last year, has kept its early 
promises(9). Perlstein and Andelman (10) 
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believe it has gone beyond these and helps 
not only the petit mal triad of seizures but 
also many patients with grand mal or with 
the spasticity of cerebral palsy or the spasm 
of tetanus. DeJong(11, 12) finds that the 
drug, when combined with phenobarbital 
or with diphenylhydantoin, is often effective 
in the control of psychomotor seizures. How- 
ever, reviewing his experience in 219 cases, 
Lennox(13) reports almost uniform success 
in the treatment of petit mal, occasional suz- 
cess with combined dilantin and tridione in 
psychomotor epilepsy, and almost uniform 
failure in grand mal. The photophobia 
caused by the drug has not been explained. 
Toxic action on the blood forming elements 
of the bone marrow must be watched for, 
sincé depression of the neutrophils(14) and 
two deaths from aplastic anemia have been 
reported(15, 16). 

Animal studies form a background for 
the evaluation of drugs which may prove 


. clinically useful. Merritt and Putnam(17) 


have made public the results of their exten- 
sive investigation of the anticonvulsant prop- 
erties of some 400 chemicals. Seventy-six 
of these were given a four plus rating. The 
authors record the effective and the minimal 
lethal doses and specify twelve compounds 
that have proved to be toxic. Under grart 
from the Public Health Service, Toman, 
Swinyard and Goodman(18) have studied 
the effects of maximal electro-shock. Con- 
vulsions were produced by electro-shock or 
by metrazol injections. The benefit from 
anticonvulsant drugs was more clearly de- 
monstrable for these maximal convulsions 
than for smaller seizure manifestations. The 
authors rank tridione with phenobarbital in 
protective value(19) whereas glutamic acid 
fails to protect in any dose(20). Cellular 
hydration(21, 22) by electrolyte depletion, 
and by the oral administration of water re- 
duces the seizure threshold in rats by more 
than so percent, although the pattern oZ 
maximal electro-shock convulsions is not 
altered. Dilantin, phenobarbital and tridione 
all raise a convulsive threshold which has 
been lowered by cellular hydration, but do 
not affect the convulsive threshold of the ani- 


mal(23). According to Marks and Spiegel. 


(24) intramuscular and intraperitoneal injec- 
tions of pregnenolene in dogs and cats raise 
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the threshold for electrically induced convul- 
sions. In some animals an increase in thresh- 
old could be observed after a single injection. 

In the future much will be written about 
epilepsy produced by the wounds of battle. 
The best surgical judgment and technique 
must be mobilized for these cases. Walker 
(25) has been aided in tne localization of 
epileptogenic foci by induced sukclinical cor- 
tical seizure discharges. He used intraven- 
ous injection of subconvulsive doses of metra- 
zol, followed, if this proved of localizing 
value, by direct stimulation of the cortex 
with a minimal electrical current. 

‘ Investigations into the background etiology 
of epilepsy have been relatively neglected. 
Statistical and electroencephalographic stud- 
ies of the influence of heredity have been 
reported in two contributions from Boston 
(26,27). Data deal with 12,119 near rela- 
tives of 2,130 epileptics, 50 twin pairs affected 
by seizures, together with analyses of the 
electroencephalograms of 470 relatives and 
of the 50 twins. They suggest that not epi- 
lepsy per se, but a tendency or predisposition 
is inherited, and the electroencephalographic 
pattern is an hereditary trait ; however, praz- 
tical limitations in recording minor changes 
in the EEG limit the application of negative 
results. The incidence of epilepsy is higher 
among the relatives of the following: female 
epileptics; those with petit mal or whose 
seizures antedated any pathology of the 
brain; those in whom it developed early 
in life, and in whom mental abnormalities 
were present at birth. Follow-up studies of 
691 children of the epilepsy clinic at the Johns 
Hopkins Hospital(28) reveal an average re- 
covery rate of 35.7 percent. The rate is 
41.5 percent in so-called idiopathic epilepsy 
as compared with 20.8 percent in organic 
epilepsy. (Recovery is defined as freedom 
from seizures for a period of at least two 
years.) A: heavy family history of epilepsy, 
but not of febrile convulsions, is prognosti- 
cally unfavorable. In addition to these scien- 
tific studies, steady progress is being made 
in the instruction of doctors(2Q9), and nurses 
(30) and in the education of tne general 
public by the American Epilepsy League. 
This lay organization also helps the doctors 
through assumption of financial responsibility 
for the magazine Epilepsia. 
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NEUROSYPHILIS 
AUGUSTUS S. ROSE, M.D. anb HARRY C. SOLOMON, M.D., Boston, Mass. 


The literature on neurosyphilis in 1946 was 
again dominated by the subject of penicillin 
therapy. Another year not only added more 
cases to the investigative studies but also, by 
virtue of the time elepsed, added validity to 
treatment results. Ali observers are in agree- 
ment as to the effect of penicillin on the 
spinal fluid abnormalities but a healthy, stim- 
ulating difference of opinion apparently 
exists concerning the need for fever therapy. 
There were also several papers during the 


year, not dealing with penicillin, which de- 
serve comment. 

Many of those interested in the historical 
aspects of fever therapy will recall their 
disturbed feelings on reading the publication 
of Zakon and Neymann(1) in 1943, and 
subsequently, the editorial in the Journal of 
the American Medical Association of April 
8, 1944, in which it was stated that priority 
for the use of malaria and relapsing fever 
in the treatment of general paralysis should 
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belong to Rosenblum. Although:the impor- 
tance of Dr. Julius Wagner-Jauregg’s work 
was in no-wise belittled by these publications, 
it is consoling to the admirers of Wagner- 
Jauregg to have his version of this subject 
put into print. “The History of the Malaria 
Treatment of General Paralysis’ by Wag- 
ner-Jauregg, translated from the German by 
Bruetsch(2), recognized Rosenblum but 
points out that he did not follow up by fur- 
ther investigation his observations that some 
psychoses recover with fever. . 

The perplexing problems of pathogenesis 
and treatment of primary optic atrophy were 
discussed by Bruetsch(3). From a patho- 
logical study of 70 cases of neurosyphilis, 12 
of which had optic atrophy, the author con- 
cludes that the optic nerves and chiasm are 
invaded from without and that these struc- 
tures show evidences of inflammation com- 
parable to that obtained in general paresis— 
although no spirochetes were found in the 
tissues. Malaria is recommended in view of 
the apparent arrest of the pathological proc- 
ess in cases which received that therapy. 
This paper, although not well documented 
by case reports and detailed description of 
pathological material, is stimulating and pro- 
vocative. Attention should be drawn to the 
discussions which followed the presentation 
of the paper before the section on .nervous 
and mental diseases of the American Medical 
Association. The concepts of pathogenesis of 
optic atrophy and of tabes as held by a 
number of persons in the field of syphilology 
are recorded. 

Syphilitic amyotrophy is discussed by Re- 
villa(4) in a clinical study of 7 cases. In 
these, as in the majority of cases falling 
into this category, proof that the amyotro- 
phy is of syphilitic origin is conjectural, al- 
though one of his cases showed objective 
improvement after 2 months of antisyphilitic 
treatment (metal chemo-therapy). It is note- 


‘worthy that O’Leary(5) obtained no inter- 


ruption in the progression of symptoms and 
signs of 2 patients with syphilitic amyotro- 
phy treated with 12,000,000 and 16,000,000 
units of penicillin respectively. 

Two interesting and instructive cases of 
syphilitic arachnoiditis treated by penicillin 
were reported by Callaway and his co- 
workers(6). The first case was operated 
upon and thickened spinal arachnoid was 
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removed for pathologicel examination. 
Symptomatic improvement iollowed surgerv 
and penicillin therapy, although spinal fluid 
relapse subsequently necessitated fever ther- 
apy and a repeat course of penicillin. The 
second case showed a neurological picture of 
upper thoracic spinal cord compression wita 
partial subarachnoid block. Gradual disap- 
pearance of neurological signs followed treat- 
ment with penicillin. Since surgical explora- 
tion was not necessary in the second case, a 
differential diagnosis between arachnoiditis 
and pachymeningitis was not established but 
there is no doubt of the syphilitic etiology 
in either case. 

Follcwing early investigations which dem- 
onstrated that penicillin dic not enter the 
spinal fluid in any appreciable amount, in- 
terest was stirred into the possibility of intra- 
thecal injection of the drug for the treatment 
of neurosyphilis. Publications in 1945, how- 
ever, presented clinical and experimental data 
to show that large intrathecal doses carried 
the potential danger of convulsions and pos- 
sibly of death. Furthermore, sufficient data 
have accumulated to show that intrathecal 
penicillin is not necessary for satisfactory 
results in all types of neurosyphilis. It is, 
nevertheless, of considerable interest that 


' Weickhardt(7) treated 5 cases of general 


paresis with intrathecal penicillin alone. 
Small initial doses were gradually increased 
to a maximum of 100,000 units. A febrile 
response followed the initial cose in 4 of the 
5 cases, but no other untoward effects oc- 
curred. One case died on the 8th treatment 
day from suffocation by food in the trachea 
and autopsy showed no pathological change 
which could be attributed to the intrathecal 
penicillin. The remaining 4 patients had 
maintained both clinical and’ spinal fluid im- 
provement at the end of 1 vear following 
treatment. 

Callaway and others(8) reported the re- 
sults of treatment in their first 100 cases 
which were followed for 6 to 18 months 
after 4,000,000 units of penicillin alone. 
These cases were all considered “active” 
neurosyphilis and were classified as follows: 
asymptomatic 37, paresis 39, tabes dorsalis 
ITI, taboparesis 7, meningovascular 6 Nine- 
ty-one cases showed “good” or “excellent” 
results by combined clinical and serological 
criteria. Only 5 cases showed poor results. 
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Stated differently, “60% have shown clinical 
imprevement associated with definite im- 
provement in spinal fluid findings, 31% 
clinical improvement alone, 4% improvement 
in spinal fluid findings unassociated with 
clinical change, and 5% have shown decided 
clinical deterioration with no improvement 
or progression in their spinal fluid findings.” 

©O’Leary and co-workers(9) reported the 
treatment with penicillin of 100 patients with 
different types of neurosyphilis, in various 
schedules and doses and also in combination 
with fever therapy. They emphasized that 
the most outstanding result common to most 
patients is found in the spinal fluid, which 
showed a return of cell count, total protein 
and gold curve to within normal limits and a 
reduction of strength of the complement fixa- 
tion test. The outstanding clinical efforts were 
a gain in weight and a reduction of severity 
and frequency of pains in the legs. They 
state further that patients who had meningeal 
-neurosyphilis were most responsive both 
clinically and serologically, while patients 
who had parenchymatous forms of the dis- 
ease were helped only slightly, if at all. 
O’Leary and Kierland(5) in a review of 
“Today’s Treatment of Syphilis” read in the 
general scientific meetings at the 95th annual 
session of the American Medical Association, 
San Francisco, July 2, 1946, restated the 
above results and pointed out that “more 
clinical remissions were obtained in paretic 
patients who received combined penicillin- 
fever treatment than when penicillin was 
given alone. In fact, we have not observed 
a frank clinical remission in a paretic patient 
after administration of penicillin alone, al- 
though such remissions have been observed 
by others.” 

The active and thorough investigations 
into the effects of penicillin in neurosyphilis 
at the University cf Pennsylvania were re- 
ported by Stokes and others(10) whose 
results with penicillin alone are considered 
more favorable. Two hundred and eighty- 
three patients, followed from 120 to 719 
days, were studied. They showed a spec- 
tacular return of the spinal fluid findings 


toward normal in a high percentage of cases . 


of all types of the disease. Clinically, symp- 
tomatic neurosyphilis showed an overall im- 
provement in 65%. However, they observed 
a difference in the results of the different 
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types of the disease for “30% of these with 
dementia paralytica improved definitely, 31% 
of the tabetic, 17% of the meningo-vascular 
patients.” But, Stokes believes “Penicillin 
is outranked by malaria as yet in clinical 
improvement, probably because of the short 
observation period of penicillin.” 

Reynolds, Mohr and Moore(iz1), report- 
ing results in dementia paralytica from Johns 
Hopkins, make a comparison between 24 
cases treated with penicillin alone and 17 
cases treated with penicillin combined with 
malaria. They conclude that penicillin alone 
“produced at least some degree of clinical 
improvement in 11 of 24 patients (46%). 
Improvement in spinal fluid abnormalities 
generally was apparent. Penicillin admin- 
istered concurrently with malarial therapy 
resulted in clinical improvement in at least 
10 of 17 patients (58%). Improvement in 
spinal fluid abnormalities was even more 
complete than with penicillin alone.” 

The results obtained in 100 cases followed 
I year or more at the Boston Psychopathic 
Hospital (12) were presented before the sec- 
tion on dermatology and syphilology of the 
American Medical Association in July at 
San Francisco. All but 19 of these cases 
received fever therapy in addition to peni- 
cillin, the amount of fever being limited to 
4 to 6 paroxysms of malaria or 20 hours of 
fever above 105° F. in the fever cabinet. 
The course of 3,000,000 units of penicillin 
was repeated if indicated by clinical and/or 
serological data. Sixty-two cases were im- 
proved, 35 showed no definite clinical change 
and 5 were worse. Thirty-six of the 100 
cases required a second or third course of 
penicillin. The group studied included 75 
cases of dementia paralytica which showed 
52 (69%) improved, 21 no change and 2 
worse. Those treated with combination of 
penicillin and malaria showed a somewhat 
higher percentage of improved cases than 
those treated with fever cabinet or with peni- 
cillin alone. 

The results of penicillin treatment of 
asymptomatic neurosyphilis is tabulated and 
discussed by Moore and Mohr(13), O’Leary 
and Kierland(5), Callaway et al.(8), and 
Stokes eż al.(10). There is a remarkable 
agreement among these authors that peni- 
cillin in doses of 2.4 million units or more 
exercises a favorable effect on the spinal 
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fluid. Moore stresses that these cases require 
careful follow-up with frequent examinations 
of the spinal fluid and that retreatment 
should be instituted with first evidence of 
relapse. Cases of late asymptomatic neuro- 
syphilis which do not show a good response 
to, or which relapse after one course of, peni- 
cillin may well need fever therapy in addition 
to retreatment with penicillin. 

Callaway et al.(8) and Tucker and Rob- 
inson(I4) raised the question of danger in 
administration of penicillin in large doses 
to patients with syphilitic aortitis, and sug- 
gest that in such cases penicillin is best given 
by starting the course with relatively small 
doses. This is undoubtedly good advice, yet 
it is very likely that only a rare case will 
encounter a severe complication due to ther- 
apeutic shock. | 

In summary it may be said that penicillin 
has proved to be the most effective single 
therapeutic agent thus far discovered for 
the treatment of neurosyphilis. It reaches 
its peak of effectiveness in early asympto- 
matic and in syphilitic meningitis, but its 
usefulness in all other forms of the disease 
is unquestionable. The most effective total 
dose, the best frequency of administration 
and the most effective individual dose have 
yet to be determined. However, the evidence 
now points to the following as optimum: a 
total dose of from 4 to 10 million units, a fre- 
quency of every 3 hours and individual doses 
of from 25 to 50 thousand units. Intramus- 
cular injection in saline or aqueous solu- 
tion appears to be settled as the most satis- 
factory mode of administration. 

A difference of opinion remains as to the 
requirement of fever therapy in addition to 
penicillin for the parenchymal forms of neu- 
rosyphilis. It is difficult to formulate the 
reasons for this difference in opinion from 
the published data. It is possible that those 
who advocate the combination of fever and 
penicillin are dealing with the disease in a 
later, more advanced stage. However, since 
fever therapy has already withstood the test 
of time as a treatment method, the therapist 
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will best serve his individual patient by 
giving the combination of fever and peni- 
cillin until investigators in the field have 
solved the problem. 
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ALCOHOL 


During the past year there have been fur- 
ther efforts to do something about the prob- 
lem of accholism. 

The “Yale Plan” of information centers, 
has received wide publicity, and appears to 
be operating successfully. Alcoholics Anony- 
mous show increasing vigor and strength, 
and are making further constructive efforts 
to aid in the treatment. of alcoholics. The 
experiment at Knickerbocker Hospital, New 
York City, in which a ward has been turned 
over to Alcoholics Anonymous and selected 
cases sent there for temporary hospital care, 
has worked out in a reasonably satisfactory 
manner. There has been much agitation to 
set up new governmental machinery for deal- 
ing with this problem. The “Connecticut 
Plan” under which 9% of the revenue ob- 
tained from the sale of alcoholic beverages, 
is administered by a commission which is 
set up to carry on treatment and research 
into the problem, has gotten away in excel- 
lent fasion. It is still too early to know 
what .can be dane by such a method. The 
literature continues to show wide interest, 
and considerable ‘research on the subject. 

Masserman(1) and his colleagues have 
presented certain evidence based on con- 
trolled studies of cats, to indicate that the 
use of alcohol will afford partial protection 
against disturbing and upsetting experiences 
which would otherwise precipitate a neurosis. 
He feels that alcohol does this by diminishing 
the acuity of sensory experiences, disorganiz- 
ing receptual integrative response forma- 
tions, and: impairing the retention of such 
reaction patterns as are temporarily formed. 
He feels that a similar reaction will occur 
in human beings. 

An interesting article on alcohol and crea- 
tive work by Ann Roe(2), studies carefully 
the life history of some 20 living painters, 
who are universally recognized for their great 
achievements. In addition to the regular in- 
terviews and the discussion of the use of 
alcohol by each one of the 20, the Rorschach 
and Thematic Apperception Tests were given 
to all of them. The results cannot be easily 
summarized, but the conclusions are that 
there is great variation in the alcoholic habits 


of the subjects, 5 being moderate drinkers, 
9 steady social drinkers and 6 excessive 
drinkers. No abstainers could be found. 


. “With one exception they have all found that 


alcohol is not a good stimulus to creative 
work, and they do not use it consciously for 
this purpose.” The interesting discussion of 
the whole problem cannot be condensed for 
this review, and the reader is referred to the 
original article. 

Jellinek(3), by means.of an elaborate 
questionnaire, has studied the drinking habits 
of some 98 members of Alcoholics Anony- 
mous. The article is of interest in showing 
a specific questionnaire used for such pur- 
poses, and in the attempt to find certain 
behavior in the development of drinking 
habits which will be of use in further studies 
both to determine when persons may be de- 
veloping dangerous habits and to determine 
prognosis. 

The use of caffeine and sodium benzoate 
intravenously is recommended by Adler(4) 
in the treatment of violent or comatose al- 
coholic patients. It is stated that comatose 
patients are aroused and excited patients 
sedated by the general stimulating effects 
of the drugs on the higher nerve centers. 

Lelli(s) discusses the relationship of hang- 
over to the theory and treatment of alcohol 
addiction. He states “the hang-over repre- — 
sents a sudden fall from the pleasurable or 
at least painless non-reality of acute intoxi- 
cation, into a new reality more threatening 
than that of the period preceding the bout.” 
He considers alcohol addiction as a psycho- 
neurotic symptom, and feels that during the 
period of hang-over the patient is partic- 
ularly susceptible to psychotherapy. Proper 
psychological handling of hang-over should, 
therefore, be the entering wedge of psycho- 
therapy. He concludes “attention has been 
focussed on the hang-over situation because 
its adequate handling is followed by perma- 
nent sobriety in a few cases, and by a definite 
improvement in the drinking pattern in many 
other cases.” 

Riley and Marden(6) by means of a ques- 
tionnaire sent to every tenth doctor in New . 
Jersey, sought to discover the attitude of the 
medical profession towards alcoholism, In 


at 
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general they found that doctors regarded al- 
coholism as an illness, but that the alcoholic 
was “an especially difficult person to deal 
with.” About one-half of the doctors were 
pessimistic as regards any permanent cure 
from treatment. In general the doctors fa- 
vored some constructive program, and felt 
that the state should maintain facilities for 
alcoholics. They strongly favored public 
education and attempts to prevent alcoholism 
by such means. 

The summer school of alcoholic studies at 
Yale University held its fourth annual ses- 
sion during the summer of 1946, with a total 
of 161 students from all parts of the country. 
Fifty-six of these students were clergymen ; 
34 were educators; 30 were welfare workers ; 
II were employees of the alcoholic beverage 
industry ; 9 belonged to medical and allied 
professions, and 7 were professional tem- 
perance workers, leaving 14 more classed as 
miscellaneous. More than 20 of the enrolled 
students were members of Alcoholics Anony- 
mous. 
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GERIATRICS 


The most important development in the 
field of geriatrics is the appearance of two 
new magazines, indicating the increasing 
interest in this subject. The first of these is 
Geriatrics the official organ of the American 
Geriatrics Society. This magazine is a bi- 
monthly, and states that it is “devoted to 
research and clinical study of the diseases and 
processes of the aged and ageing.” A num- 
ber of articles.of interest to psychiatrists 
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are included. For example, in the first issue 
the late Harold D. Palmer has an article 
entitled “Mental Disorders of Old Age,” 
which summarizes the important mażerial on 
the subject. Edwin J. Doty discusses the 
“Incidence and Treatment of Deliria Reac- 
tions in Later Life” emphasizing the fre- 
quency of deliria in later life and the impor- 
tance of avoiding chemical sedation azd 
restraint, which he regards as particularly 
likely to increase the incidence of undesirable 
reactions. 

The second magazine is the Journal of 
Gerontology which is owned and controlled 
by the Gerontological Society, Inc. The jour- 
nal is a quarterly magazine, and in addition 
publishes a non-technical supplement quar- 
terly which is separately bound and sent to 
all subscribers. There are many excellent 
articles. As samples of articles recommended 
to psychiatrists are such as “Ageing in Nu- 
tritionally Deficient Persons” by Tom P. 
Spies and Harvey S. Collins; “Attitude To- 
wards Ageing and Aged ; primitive societies” 
by Leo. W. Simmons; “Preparation for Re- 
tirement” by Leon H. Moore, and many 
other titles which cannot be given for lack 
of space. Psychiatrists will find much of 
value in both of these journals. 

The 5th edition (1946) of “Tne Care ci 
the Aged” by Malford W. Thewlis has 
appeared, and it is interesting ta note that 
the psychiatric material is included under 
the chapter headed “Neurology.” 

Another new book “Creative Old Age” by 
Clair De Grucky, describes the principles 
and procedures employed by the late Dr. 
Lillian J. Martin, and the work cf the San 
Francisco Old Age Counselling Center. A 
number of case Listories are given indicating 
methods of treatment. 

In the January 1946 issue of the Journat 
of Mental Science are three excellent articles. 
The first by Aubrey Lewis “Ageing and 
Senility, a major problem of psychiatry” ; 
the second by Margaret Davies Unsenck, 
“The Psychological Aspects of Ageing and 
Senility,” and an article by H. Goldsckmidt, 
“Social Aspects of Ageing and Senility.” 

In spite of the large number cf articles 
and general interest in this subject, there 
seems to be nothing new or radical thet has 
been brought out during the past year. The 
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importance of diet has been emphasized by 
many, and there seems to be rather general 
agreement that close attention to diet with 
increase of the vitamin and mineral content 
is of value. The psychological factors have 
been emphasized, and there is recurring em- 
phasis on the fact that many conditions 
attributed to old age are really the result of 
emotional attitudes which the individual de- 
velops as a result of the cultural pattern in 
this matter. The philosophy generally ac- 
cepted is that old persons should be encour- 
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aged to keep up their interests and carry on 
useful activities even when it might seem 
that they were taking actual physical risks by 
so doing. 

As has been pointed out time and again, 
many individuals overweight, with high blood 
pressure, go on living and enjoying life for 
years smoking, drinking and over-eating. 
Other individuals have their own lives made 
miserable by the fear of high blood pressure, 
and are unable to do anything constructive 
or to enjoy life. 


MENTAL DEFICIENCY 


LEO KANNER, M. D., BALTIMORE, MARYLAND 


Two features stand oùt prominently in the 
develcpmert of child psychiatry during -the 
year 1946: l 

One of these features, which was already 
in evidence in the preceding year, has 
gathered momentum and has become a force 
to be reckoned with. Many physicians, espe- 
cially psychiatrists and pediatricians, return- 
ing from tne armed services, have been pro- 
founcly impressed by the influence of early 
life experiences on the morale and behavior 
of individual soldiers and sailors. Most of 
the published analyses of psychiatric war 
casualties refer to childhood relationships of 
the patients as potent etiologic factors. This, 
more than anything else, has begun to do 
away with the artificially sustained cleavage 
between adult psychiatry and child psychia- 
try. More and more of the younger people 
have come to feel that training in child psy- 
chiatry is an indispensable part of a well- 
rounded psychiatric orientation. Many 
young pediatricians clamor for opportunities 
for the kind of instruction which will enable 
them to deal with the everyday problems of 
the everycay child. The time has come when 
more and better training facilities must be 
provided in order to satisfy this increasing 
demand. 

The second feature is even more stimulat- 
ing and challenging. The United States has 
unquestionably become a world training 
center for child psychiatry. Ever more 
people are coming to these shores, eager to 
observe and acquire the attitudes and knowl- 


edge and to learn the methods which are 
more advanced than anywhere else on the 
globe. Representatives of the Latin Amer- 
ican and European countries are sent here 
for this purpose by their governments or by 
the foundations, and some come on their 
own. The few existing training centers are 
swamped with applications. The creation of 
more facilities is an imperative need. 

Meetings—The Section on Psychopathol- 
ogy of Childhood met on the first day of 
the May meeting of The American Psychi- 
atric Association. The country-wide railroad 
strike prevented some contributors from 
coming to Chicago and presenting their 
papers. There were discussions of irrele- 
vant and metaphorical language in early in- 
fantile autism (Kanner) (1) ; dilantin treat- 
ment for problem children with abnormal 
electroencephalograms (Walker and Kirk- 
patrick), and late results noted in children 
presenting postencephalitic behavior (Lurie). 
In another section, Jensen emphasized the 
importance of emotional factors in the dys- 
rhythmic disorders of children. Sherman 
told of his experimental determinations of 
the threshold of frustration of normal, neu- 
rotic and schizophrenic children by recording 
facial and gestural responses and simulta- 
neous tracing of the encephalogram and 
photopolygraph. 

Periodiccls—The Nervous Child, whose 
untiring editor has recently announced a new 
publication to be known as the Journal of 
Child Psychiatry, came out with three valu- 
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able symposia, one on the problem of anxiety 
and fear disturbances in young children, one 
on problems of coercion, and one in which 
varying viewpoints on child psychoanalysis 
are set forth; a fourth issue of this year will 
deal with psychosomatic problems of early 
childhood. These symposia, in which all 
shades of modern psychiatric thought are 
represented, not only serve as an open forum 
but also contain discussions of each topic an 
a high scientific level. 

The Américan Journal of Orthopsychiatry 
offered a symposium on children’s stuttering, 
with contributions from Despert (physical, 
social and psychiatric findings)(2), Kopp 
(Ozeretzky tests) (3), Carlson (response to 
Binet tests)(4), and Krugman (Rorschach 
study) (5); the investigation of 50 patients 
showed the presence of fundamental anxiety 
not secondary to the speech difficulty, a 
marked disturbance of the overall motcr 
fuctioning, and a personality structure more 
intelligent but less productive and more 
stilted than that of the average child. Harle 
(6) contributed a paper on the interpretation 
and treatment of acute stuttering in a 34- 
year-old child. Andriola(7) discussed a 
“truancy syndrome,” characterized by severe 
rejection on the part of parents or teachers, 
marital discord of the parents, and feelings 
of inadequacy and worthlessness. Arlow and 
Kadis(8) showed how finger painting can be 
employed successfully in the psychotherapy 
of children. Allen(g), taking part in a panel 
on the training of psychiatrists, discussed 
training in child psychiatry with the wisdorna 
for which he is well known; the reading of 
his article is highly recommended by this 
reviewer. 

It is gratifying to know that any review of 
progress in child psychiatry has to look now 
for publications in pediatric as well as psy- 
chiatric journals. The American Journal of 
Diseases of Children had four articles help- 
ing pediatricians to orient themselves in the 
field; two are by Senn(10, 11), who has 
helped to carry a psychiatric orientation into 
pediatrics, one is by Bakwin(12), a pediatri- 
cian profoundly and actively interested in 
children’s behavior problems, and one is by 
Alpert(13), who tried to present “criteria 
for the recognition of neuroses in children.” 
In the Journal of Pediatrics, Sportsman 
(14) discussed the psychiatric implications of 
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stramonium poisoning; Aldrich and collab- 
orators( 15) continued the reports of their 
study of the crying of newly born babies, 
which was reduced 51.4% after changes in 
the nursing and floor routine, the addition, 
of more nurses, and individualization of tke 
nursirg care; Hewitt and Aldrich(16) de- 
scribed how they could remove anorexia in 
91% of their followed-up cases by advising 
the mothers; Gesell(17) outlined practical 
rules in the care of premature infants; and 
Crothers and Meyer(18) offered suggestions 
about the handling of children hospitalized 
because of poliomyelitis, with the aim cof 
avoiding psychiatric problems by helping the 
victims to make a good transition from im- 
mobilization to activity and from the hospital 
to home and school. 

Bocks-—Toward the end of 1945, two 
books appeared in which attempts were made 
to present child psychiatry inthe form o 
collections of representative articles by va- 
rious authors. Unfortunately, editorial haste 
apparently did not even allow time for index- 
ing. Modern Trends m Child Psychiatry, 
edited by Lewis and Pacella (19), is a collez- 
tion of 17 articles (rather than chapters) in. 
which as many experts summarize the topics 
of the:r particular interest. It is a somewhat 
selective Who’s’ Who and Does What in 
Child Psychiatry. The Psychoanalytic Stuay 
of the Child(20), edited by the late Fenichel, 
is somewhat of a miscellany, in which some 
excellent original contributions are contained 
(also a few “surveys” and book reviews). 
Papers by Spitz on hospitalism, by Klein on 
the reluctance to go to school, and by Mal- 
cove on the work of Margaret Fries are es- 
pecially worthy of note. 

Mental Deficiency.—With each advancing 
year, the American Journai of Mental De- 
ficiency, under the editorial leadership ci 
Edward J. Humphreys, is assuming more 
and more the functions of a modern, broadly 
conceived and progressively oriented vadé 
mecum. A mere arrangement and condensa- 
tion of the pivotal articles published in the 
past few years could easily furnish the ma- 
terial for a complete and up-to-date text- 
book. The three numbers brought out so far 
in 1945 cover competently topics pertaining 
to classification, phenomenclogy, education, 
the aspects of recreation, music and religion, 
administrative structures and procedures, in- 
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service training of employees, adjustment in 
the community, and critical appraisals of psy- 
chometric methods and results. 

A. few specific contributions may be men- 
tioned: Wiener and Brody(21) suggested 
that Kernicterus in erythroblastosis fetalis 
results from the formation of agglutination 
thrombi in the cerebral vessels, with simul- 
taneous liver damage. Gordon (22) empha- 
sized the conclusion reached previously by 
Pototzky (whom he did not quote) that 
many Mongolians attain a higher intellectual 
level than was formerly assumed, Thorne 
and Andrews(23) found in a five-year-study 
of parental attitudes toward their institution- 
alized children that absence does not always 
make the heart grow fonder; only 22% of 
291 children received occasional or regular 
visits and gifts from their families. Hack- 
busch and Klopfer(24) pleaded for a change 
of “what soineone has called the ‘snobbish 
attitude’ of clinics, so that children wiil be 
considered ‘treatable’ and capable of being 
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helped on some other basis than just the 
LO. 
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PSYCHOMETRICS 
F. L. WELLS, Pa. D., Camprrpcr, Mass. 


Various war accessions to psychometric 
techniques have been alluded to in previous 
reports. During this year, accounts of them 
have become increasingly available through 
the several agencies of their origin. The most 
convenient source of these references is 
Psychological Abstracts. A well considered 
overall review of these developments is given 
by Hunt(11). 

The chief procedural accession is Form II 
of the Wechsler-Bellevue series(17). This 
is an outgrowth of applications of the method 
to military needs. Editorially it marks a 
distinct advance over the previous form, and 
what is the usual structure of clinical pro- 
cedures. Improvement of content is also ap- 
parent, but both are difficult of assessment 
without considerable experience in use. Nor 
can it be overemphasized that a technically 
inferior procedure in the hands of one who 
well understands it, will have greater clinical 
validity than a superior procedure that is ill 
understood. 

Estes(4) discusses Rapaport’s views of 


subtest score discrepancies in the Wechsler- 
Bellevue, with particular reference to shift- 
ing of verbal and performance ratings be- 
tween superior and inferior groups. A criti- 
cal scrutiny is offered by Luchins(13) of 
what may be expected to happen when clini- 
cal intelligence tests are understood on a 
technician level, particularly with reference 
to equating scores with diagnostic categories. 

Damrau(3) adds another to the experi- 
ences of improved intellectual functioning un- 
der conditions that reduce emotional stresses. 
Bromide or barbiturate sedation was found 
to improve performance in an intellectual 
test. (This reviewer has come across a simi- 
lar practice of taking a mild sedative in prep- 
aration for public speaking.) 

Hilkevitch(9) contributes to the continu- 
ing work on epileptic deterioration, a study 
of retests. The Stanford-Binet procedure 
was used in assessing amount of deteriora- 
tion during institutional life. .This was found 
quite variable, and as a whole not great. 
Much of it had taken place before institu- 
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tionalization, and is very difficult to separate 
from original defect.. A frequency of early 
seizures would be an especially effective fac- 
tor in deterioration. 

The psychometric attack on the inductive 
reasoning process is continued by Welch and 
Long(18). A test-series of rather broad 
scope was given to a group of over a hun- 
dred patients averaging about four to a diag- 
nostic category. Differential criteria did not 
emerge, and would perhaps not be expected 
in the circumstances, the main interest of the 
work being from the standpoint of develop- 
ing techniques, and analysis of the generaliz- 
ing process. 

It has long been apparent that test-series 
for “memory,” involving as they largely did, 
facility in the establishment of associative 
cues, would exhibit considerable relationship 
with tests of “intelligence.” Eysenck and 
Halstead(5) give a rigidly quantitative dem- 
onstration of this, with the natural inference 
that the conventional memory test is of but 
limited validity as such. Much of the diffi- 
culty seems to lie with a loose formulation 
of the memory concept in present thinking. 

A memory-for-designs test as described 
by Graham and Kendall(7) appears to avoid 
this objection with some success. As de- 
scribed, it is better. at avoiding false positives 
than accomplishing pickup, and the absence 
of correlation with “intelligence” will bear 
further checking ; but it typifies the approach 
to the problem that is needed. 

After many years of desuetude, there may 
be a recrudescence of interest in word-as- 
sociation procedures. Welch, Diethelm and 
Long(19) report some ingeniously conceived 
experiments, using nonsense syllables as 
stimulus words, in which there was consider- 
able difference in associative facility in favor 
of elated versus non-elated groups. A simu- 
lation ‘of this increased facility could be 
achieved through dexedrine sulfate. Liber- 
son and Prescott (12) report word association 
and EEG correlation in a group of psycho- 
neuroses ; showing relations of less effective 
association response to abnormal EEG pat- 
terns, as well as to less favorable clinical 
prognosis. 

The marked usefulness of the Kent “emer- 
gency” questions invites the consideration of 
alternative procedures. Buck(2) offers a 
series based on time orientation, that has con- 
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siderable promise in this respect. The paper 
gives all data needed for giving and evaluat- 
ing. While obviously narrower in scope, it 
is possibly more culture-free than the Kent 
procedure, and adapted to a wider age-range. 

The Goodenough “draw-a-man’”’ test has 
proved an attractive one in the comparison of 
cultural types and levels. Havighurst, Gun- 
ter and Pratt(8) review the literature con- 
cerning American Indians, and offer data of 
their own. The Indian performance seems 
to be better than that of whites; the test 
itself is doubtful for “general” intelligence, 
but available for a special type of concept 
formation. It seems as yet to have had little 
pathological use, but to be capable of effec- 
tive combination with the Eender Gestalt 
figures. These it may be noted, have at last 
become available in a standard form, with 
specific instructions(I). | 

Studies of the Hunt-Minnesota test for 
organic brain damage are reported by Meehl 
and Jeffery(15), and by Malamud(14). The 
work of Meehl and Jeffery indicates that the 
presence of depression is likely to produce 
many “false positives” for this test. But the 
procedure may still have considerab/e value, 
when used in judicious combinations. Mala- 
mud reports findings of a more negative 
character, with altogether too many of these 
false positives ior a presumably normal 
group. The possibility is suggested that a 
change of time standards might at least im- 
prove this situation. 

The enduring dilemma of psychometric 
speed and accuracy is given a searching 
scrutiny by Himmelweit(10). Tasks with 
special reference to speed or accuracy were 
compared in their performance by hysterics 
and dysthymics. Statistically treated, it was 
felt that general factors for both speed and 
accuracy could be distinguished. There was 
in these data no relation between speed and 
accuracy unless the examinee’s mistakes were 
evident to him, but in the latter case, a nega- 
tive relationship, at least when the work ‘is 
manipulative. The hysteric group seemed to 
run to speed, the dysthymic one, to accuracy. 

Insofar as the psychiatrist concerns him- 
self with the rôle of psychometrics in career 
planning, the recent developmen‘s under the 
leadership of Rogers(16), in non-directive 
counseling will be of interest. One may look 
forward to an increased role of motivation 
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in such guidance, as compared with the role 
of measurable aptitudes. Rogers’ paper re- 
pays a careful reading, the conclusion in 
which it issues being that “Only. when (1) 
the need to take tests is a significant aspect 
of the client’s symptomatic behavior, or (2) 
it is impossible for the client to be responsible 
for a choice or (3) research purposes re- 
quire a measurement of an admittedly chang- 
ing characteristic, do psychometric tests seem 
to have a purpose with which the non-direc- 
tive counselor can agree.” 

Counseling may be client-centered, but life 
in organized society is far from it. To the 
second of the conditions above named by 
Rogers, belong therefore all selectional pro- 
cedures, including the broader bearings of 
military psychometrics as discussed by Bing- 
ham(ia). The paper is concerned essentially 
with the general classification test results. 
Among the more important observations are 
thcse concerned with its value as a predictor 
over a wide range of occupational skills, but 
the essential bearing of the paper is social, 
with reference to the maldistribution of edu- 
cation in relation to fitness. 

Another contribution which is important 
to the psychiatrist interested in fundamental 
concepts, is made by Garrett(6). The main 
demonstration is that such broad “ability 
clusters” as the verbal, numerical and spa- 
tizl, show a notable decrease of intercorre- 
lation during the early growth-years. Save 
for these early years, the implications are 
heavily in favor of fractionated test series 
of the Bellevue, or Detroit learning aptitude 
type, tnough no doubt their subtests could 
be strengthened ; as they are in the Thurstone 
primary abilities series for example. 
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GENERAL CLINICAL PSYCHIATRY, PSYCHOSOMATIC MEDICINE AND 
PSYCHOSURGERY 


NOLAN D. C. LEWIS, 


It has been our object in this review to 
collect a few of the most important contribu- 
tions appearing through the year, for the 
purpose of directing attention to those fea- 
tures lending themselves either to practical 
application in the clinic or to additional in- 
vestigatory procedures rather than to those 
of chiefly theoretical interest. No claims can 
be made to completeness as we have had 
to be both rigidly selective and brief in pre- 
senting the material taken from a consider- 
able wealth of published work. More litera- 
ture is now coming in from foreign 
countries, and there is some indication that 
the free exchange of journals and books 
that once promoted knowledge will be re- 
established soon on its original basis, thus 
stimulating and promoting research through- 
out the civilized world. 

In clinical psychiatry Masserman’s(1) 
book dealing with the principles of dynamic 
psychiatry marks a milestone in the integra- 
tion of experimental psychology with the 
concepts of modern psychiatry. His approach 
is broadly eclectic as he attempts to bring 
together the Pavlovian, the Gestalt, and 
the psychoanalytic procedures to a common 
ground, He has emphasized a comprehen- 
sive point of view of total behavior, based 
upon biological observation and rooted in 
biological principles. It is enhanced by a 
wealth of clinical and experimental data. 
Behavior is not merely a mechanical response 
to various stimuli but is also dependent upon 
a total personality organization. 

Seltzer(2) analyzed the body proportions 
of 258 normal young men. Stature, body 
weight, shoulder and chest measurements, 
hips, legs, hands, faces and heads were con- 
sidered in relation to each other and in terms 
of various combinations. Certain dispropor- 
tions were emphasized and correlated with 
dominant personality traits indicating dis- 
orders and quantitative differences in sta- 
bility, integration, sensitivity and complex- 
ities in the personality—“individuals with 
traits indicating ‘soundness,’ stability, inte- 
gration, vitality and strength of personality 
have fewer disproportions in their physiques 
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than the average of the group.” Dispropor- 
tions are probably constitutional in the sense 
that there is a “genetic element in the deter- 
mination of personality and behavior.” The 
author states that further study is necessary | 
to determine the validity. of the genetic com- 
ponent concept. 

Felix Post(3), of Edinburgh, in an evalu- 
ation of the factors involved in 100 coal 
miners with mental illnesses, found that 
serious personality problems were of far 
greater importance in the etiology of the 
conditions than were occupational factors. 
These patients represented a fairly wide 
range of types of mental disorder. It is of 
some interest to note that the special stress 
associated with underground labor seemed 
to rank higher as a precipitating feature in 
the hysterical and anxiety depression cases 
than among the other types. The rôle played 
by the work of the miner in his mental atti- 
tudes and troubles is well presented. 

Two attempts to predict the length of 
hospitalization of schizophrenic and manic- 
depressive patients on their first admission 
was reported by Dunham and Meltzer(4). 
Six hundred and eighty-nine cases were 
evaluated on the basis of data comprising 
30 factors to which predictive weights were 
assigned. The other attempt was based on 
the assignment of predictive weights to 3 
factors utilizing the same cases. These fac- 
tors, namely duration of psychosis before 
hospitalization, mental status and insight 
into the condition, have some bearing on the 
length of the period of hospitalization neces- 
sary. Schneck(5) has offered a working 
scheme to evaluate ar anxiety reaction. The 
nature and extent of external stresses affect- 
ing the individual in terms of producing anx- 
iety are evaluated as to their subjective and 
objective significance. Evidence of predis- 
posing factors in cases where there is very 
little external stress is brought prominently 
into the discussion. Anxiety reactions attain 
dynamic significance if they are divided and 
studied as “primary” and “secondary” in 
significance. These designations have been 
found useful in practice. Spiezel and 
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Oberndor=(6) point out that the causes of 
narcolepsy remain obscure, but are usually 
ascribed to some type of organic brain dis- 
ease. They present a case of these uncon- 
trollable attacks of sleep for the purpose of 
showing unusual psychogenic factors. Men- 
tal catharsis by means of disclosing mem- 
ories, both forgotten and suppressed, seems 
to have been effective in removing the prin- 
cipal symptom. Psychogenic narcolepsy ap- 
pears to be a means of unconsciously satis- 
fying forbidden wishes without a feeling of 
guilt. A conscious sense of guilt made its 
appearance when the narcolepsy was re- 
moved. 

A study to determine to what extent the 
choice of perversion is influenced by the 
characteristic of the ego was carried out 
by Bychewski(7). Apparently the type of 
perversion is not determined entirely by li- 
bidinal difficulties. Persistence of unaltered 
infantile attitudes is a pronounced feature 
of the ego of homosexuals. This feature is 
easily evcked and the patient utilizes freely 
his old ezo. Clinical observations are pre- 
sented in detail. 

There nas been a sustained activity in the 
field of “psychosomatics” which has become 

popular as a research focus. That mental 
~ illnesses may be modified favorably by phys- 
ical disorders constitutes the subject of a 
study of Clow and Prout(8). Definitely 
improved mental states of various kinds 
were preceded by several types of physical 
disorders including major surgical proce- 
dures, acute infections, accidental injuries, 
and suicidal attempts. In nearly a third of 
the cases the improvement was sufficiently 
permanent to allow discharge from the hos- 
‘pital, and in many of these the favorable 
state continued. A number of particular fea- 
tures which seem to have some bearing on 
the results are discussed. 

Rennett(9) in his detailed analysis of 150 
patients who finally came for psychiatric 
treatmeni, revealed that they had been diag- 
nosed and treated for an astonishingly large 
number end variety of organic diseases, most 
of which did not exist. The histories of 
these patients as a group revealed 496 med- 
ical treatments, 244 surgical procedures, and 
71 miscellaneous therapeutic attempts. Most 
of these patients were suffering from in- 
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volutional melancholia or psychoneurotic ail- 
ments. After proper psychiatric therapy was 
instituted the percentage of complete and 
social recoveries was excellent. 

The relation of the total circulatory func- 
tion to the life situation of the individual is 
pointed out by Wolf and Wolff(10) who 
analyzed symptoms referable to the cardio- 
vascular and respiratory systems in persons 
with and without heart disease. Daily ob- 
servations were made in an effort to eval- 
uate such symptoms as dyspnea, palpitation, 
cardiac pain, dizziness, faintness and fatigue. 
Personality organization and various stresses 
of daily life are brought into the foreground 
as etiological and modifying factors in car- 
diovascular complaints. 

Decourt(11) describes a series of 13 cases 
of a syndrome characterized by amenorrhea, 


anorexia and rapidly developing cachexia ` 


in young women between the ages of 15 
and 32. In 12 of the patients recovery was 
effected by psychotherapy. They were ap- 
parently rather typical anorexia nervosa re- 
actions. The differential diagnosis from 
Simmond’s disease is discussed in some 
detail. 

Nicholson(12) studied the effect of psy- 
chotherapy without the use of special diets 
in the treatment of 38 obese persons; com- 
paring these with groups of similar age and 
sex distribution managed by other methods. 
As success was obtained in a higher per- 
centage of the cases treated with psycho- 
therapy (26 successes, 12 failures) than by 
any of the methods used in the control 
groups, it seems probable that emotional fac- 
tors play a dominant rôle. The psychological 
findings in the case histories and personality 
studies support this assumption. In 35 diet 
controlled cases treated without psychother- 
apy there were only 9 successes. 

Squier and Dunbar(13) present material 
dealing with spontaneous abortion, prema- 
ture delivery, still birth and normal full 
term pregnancies. Their case studies bring 
a number of emotional factors into the fore- 
ground emphasizing the particular features 
that should be taken into consideration by 
the obstetrician. The contribution opens up 
a field of importance that “may be called 
psychosomatic obstetrics’ which promises 
much of practical value for the future. Dys- 
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menorrhea, dyspareunia, frigidity, some of 
the aspects of toxemia of pregnancy, lacta- 
tion and various features of labor and the 
puerperium are also among the psychoso- 
matic problems confronting the gynecologist 
and obstetrician. 

A psychosomatic study of enuresis was 
made by Stalker and Band(14) from the 
University of Edinburgh. A conclusion that 
persistent enuresis is not merely a symptom, 
but is a special disease was reached after the 
investigation of 67 cases of the disorder. As 
a syndrome it has emotional and physical 
components and involves the total person- 
ality. Psychiatric methods of treatment were 
not outstandingly successful. 

Eighty-six unselected military patients 
suffering from psoriasis were examined psy- 
chiatrically by Witthower(15). Sixty-nine 
of these were chronic cases and I7 were 
acute forms. Five personality types were 
found, as follows—compulsive, overaggres- 
sive, bisexual, phobic and hysterical. Con- 
sidered as a group, it seemed that the emo- 


tional factors had played a definite role in 


the etiology in 29 cases, with the possibility 
that they had been active also in 20 addi- 
tional ones. There was no uniformity noted 
in the emotional conflict. The social effect 
of the skin condition itself is emphasized. 
Evidence collected from the study of 20 
stuttering psychotic patients by Barbara(16) 
strongly emphasizes it as an expression of 
an abnormal mental trend appearing usually 
early in life. In half of the cases the speech 
defect was present before the roth year of 
age. In most cases a tense, worrisome en- 
vironment, a specific precipitating event, or 
history of other stutterers in the family were 
among the findings. In early childhood there 
are usually traumatic experiences, fright 
dreams, general emotional instability and 
enuresis. It is a complex situation which can 


be understood only through a psychoso-: 


matic attitude and study on the part of the 
physician. l 

It is apparent that activities in “psycho- 
surgery” are on the increase and it is rather 
interesting to note that Frank(17) after a 
study of 200 prefrontal lobotomy cases finds 
that it is indicated for patients whose psy- 
chosis was sudden in onset, was precipitated 
by some mental or physical cause, has plastic 
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symptoms, a cyclic tendency, and relative 
freedom from deterioration. Ary psychi- 
atrist not sympathetic with this method of 
treatment might ask what more could one 
wish as a foundation for a good prognosis 
regardless of therapy used. On the other 
hand it is said to be contraindicated for those 
patients whose symptoms as described have 
always suggested a poor prognosis since the 
early days of Kraepelin. 

Halstead, Carmichael and Bucy(18), re- 
viewing the results of prefrontal lobotomy 
as reported during the past Io years, point 
out that the rates and degrezs of improve- 
ment claimed have not established any set 
of criteria for either preoperative or post- 
operative clinical status. There is little evi- 
dence to show that any patient has been 
studied adequately. Therefore the authors 
have devised a test to measure objectively 
the biological intelligence in an attempt to 
determine what happens in this field when 
the frontal lobes are disturbed. This paper 
presents a number of valuable features. 

Freeman and Watts(19) reported 311 
patients observed during the past 9 vears fol- 
lowing prefrontal lobotomy. About half of 
the patients are usefully cccupied, one- 
fourth remain at home, and the rest are dead 
or in the hospital. The most favorable results 
are obtained in the obsessive tension condi- 
tions, in hypochondriasis, in agitated depres- 
sions, and in fixed psychosomatic conditions. 
Schizophrenias do not react so favorably. 
For certain reasons it fails in the deteri- 
orated cases. Refinements in the operative 
procedures are described. Emphasis is placed 
upon the social adjustments and ability to 
exist outside the institution in those who 
would tend to remain chronically ill. 

Prefrontal leucotomy in the treatment of 
2 cases of post-encephalitic conduct disorders 
was reported by Thorpe(20) of the Wadsley 
Mental Hospital, Sheffield. Although both 
patients were benefited by the operation, 
which relieved the impulsiveness and irrita- 
bility, they were still irresponsible according 
to norma! social standards. They are some- 
what below the average for intelligence and 
further development of their personalities is 
not to be expected. 

Neuropathologic problems after lobotomy 
were reviewed by Meyer and Beck(2r). 
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One patient in whom prefrontal lobotomy 
was done was a mentally normal person suf- 
fering from a basal meningioma. It proved 
to be an interesting test case for complete 
severance of fiber tracts. Several cases 
showing various complications and results 
are discussed, and a number of features 
having a relation to the operative technique 
are presented. 

Barretto(22) reported the use of a per- 
sonally devised lobotome which serves three 
useful purposes, namely, of locating the ref- 
erence marks, of severing the tract fibers 
and of depositing iodine oil in the transec- 
tion area. He emphasizes the value of pre- 
operative pneurmoencephalography for the 
localization of the ventricles. 
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PHYSIOLOGICAL TREATMENT OF PSYCHOSES 
JOSEPH WORTIS, M.D., New York, N. Y. 


The past year has seen some genuine ad- 
vances in the techniques of electrotherapy, 
a revived interest in insulin treatment, a 
variety of clinical observations on the shock 
treatments with some impressive statistical 
compilations, and the beginnings of a good 
theory to explain how the treatments work. 
The new book on shock treatments by Kalin- 
owsky and Hoch(1), in spite of minor errors 


é 


of detail or emphasis, probably represents 
the best single course of information on these 
treatments to date. Brain and Strauss(2) 
have a chapter on electric convulsive treat- 
ment in the last edition of their “Recent Ad- 
vances in Neurology and Neuropsychiatry” 
and Spiegel’s(3) “Progress in Neurology 
and Psychiatry” has a chapter on shock 
therapy by Bennett and Engle. 
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ELECTRICAL MANAGEMENT OF CONVULSIVE 
TREATMENT 


Sixty-cycle alternating current is used al- 
most universally in electro-shock treatment 
because the electric utility companies find 
this the most convenient kind of current to 
dispense in our cities. As soon as we begin 
to inquire what kind of current is best suited 
for treatment we find that the safest, surest, 
least damaging and most effective current is 
a unidirectional brief impulse (one third of a 
millisecond instead of the 10 to 16 milli- 
seconds now used) administered at a rate 
of 100 to 200 per second at milliamperages 
substantially less than those now employed 
(4). Even with the 60-cycle alternating cur- 
rent, many of the apparatuses now in use 
give unreliable current control. Olsen and 
Dale(5) recommend a circuit incorporating a 
light bulb to insure adequate current control, 
and to obviate the necessity for split second 
timing they recommend a dosage of 200 mil- 
liamperes for about 10 seconds, after which 
a fit supervenes. Wilcox(6) proposes a tech- 
nique in which a modified half-wave rectified 
Go-cycle current is applied for about a second. 
In this way, only one-fifth to one twenty-fifth 
of the usual milliamperage is required to 
induce a convulsion. In addition, this author 
finds that application of the positive electrode 
to the vertex, with the negative electrode 
in the usual left temporal position, markedly 
diminishes confusion and memory difficulties 
even when treatments are given daily. 


SAFETY FACTOR oF CONVULSIVE TREATMENT 


If further work confirms these develop- 
ments, courses of treatment may be both 
intensified and shortened, or can be safely 
administered in resistant cases for long 


- periods of time. Even in its present form the 


treatment appears to have a wide margin 
of safety. Many elderly patients up to the 
age of 82 have been treated, without mis- 
hap(7). Jacobs and Gilson(8) suggest the 
possibility of shorter and more intensive 
treatment and cite the example of a schizo- 
phrenic girl treated with 33 convulsions on 
Q treatment days, with as many as 8 treat- 
ments in a day. There then followed several 
days of marked confusion and almost veg- 
etative behavior after which she made an ex- 
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cellent adjustment which was then well 
maintained. Zeifert(g) proposes an inten- 
sive electro-shock regimen for the treatment 
of wildly excited cases, even when associated 
with fever, as a life-saving measure. Treat- 
ments are given frequently, at intervals of 
8 to 12 hours, for the first few days, coupled 
with intravenous hypnotics in the intervals. 
In addition bload plasma, amigen and hourly 
tube feedings are employed to combat de- 
hydration and protein depleticn. He believes 
that feedings should total 7000 calories, with 
200 grams of protein in a 24-hour period, 
with at least 5000 cc. of fluid ingested. Gor- 
don and Zimbler(10) have managed a num- 
ber of very excited and troublesome chronic 
cases with intensive and frequent electro- 
shock treatments over a period of several 
years, some of them having already received 
several hundred treatments, wich general clin- 
ical improvements at the expense of some am- 
nesia. In a study of one case that improved 
clinically in the course of 248 shock treat- 
ments Perlson(11) found surprisingly little 
intellectual defect. Kerman(12) also advises 
maintenance treatments in patients who tend 
to relapse. 


SUPPLEMENTARY MEDICATION IN ELECTRO- 
SHOCK TREATMENT 


Rubenstein(13) continues to report good 
results with the preliminary intravenous in- 
jection of 2.5% pentothal sodium, injected 
at the rate of one c. c. per minute until sleep 
supervenes. Ten to twelve c. c. are usually 
required. After a lapse of a few minutes, 
as the patient begins to arouse, the usual 
convulsive dose is administered. The tech- 
nique is useful to relieve anxiety, especially 
in fearful relapsed cases. To allay post-con- 
vulsive excitement Baumoll (14) recommends 
the slow intravenous administration of a 
small amount of sodium amytal immediately 
after the convulsion. Gottsfeld(15) success- 
fully used curare in the convulsive treatment 
of cases complicated by a variety of ortho- 
pedic conditions, and Palmer(16) recom- 
mends its wider use; but the near-fatality 
reported by Beard and Harris<17) is a re- 
minder that curare is dangerous and should 
be saved for special indications. 
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INSULIN TREATMENT 


The end of the war has allowed a revival 
of interest in the relatively time-consuming 
use of insulin shock treatment. Gralnick(18) 
repcrts on a large series of nearly 300 cases, 
and concludes that insulin is still the treat- 
ment of choice for schizophrenia ; though he 
notes that a substantial number of unsuccess- 
ful cases responded to a subsequent course 
of electro-shock treatment. Prognostically 
poor cases are associated with long periods 
of treatment, but it is wrong to conclude, 
as Gralnick seems to do, that the shorter the 
treatmenz is, the better the results. ` Hohm 
(19) confirms the value of small insulin 
doses (30 to 60 units, with three hours of 
hypoglycemia) in the treatment of a variety 
of cases with anxiety, depression and hypo- 
chondriasis. In the management of the most 
typical and dangerous complication of insulin 
treatment, irreversible coma, Kleinschmidt 
(20) recommends the use of adrenal cortical 
extract, in addition to the blood transfusion, 
saline ard glucose already generally used. 


INSULIN RESISTANCE 


The curious phenomenon of insulin resis- 
tance noted in schizophrenics by Meduna and 
others is found by Freeman(21) to be a 
general tendency of a variety of mentally 
disturbed cases, not limited to schizophrenia. 
Some schizophrenics manifest an extraordi- 
nary resistance to insulin during treatment. 
Arimal experiments of Goldberg and Jef- 
feries(22) suggest that nicotinyltaurine may 
provide a relatively non-toxic synergist to 
reinforce the insulin effect in these cases. 
Insulin resistant diabetics also appear to 
have an anti-insulin factor present in their 
serum (23). 


RESULTS AND VALUE OF THE SHOCK 
TREATMENTS 


Although 10 years have elapsed since the 
introduction cof shock treatments to this 
country, statistically reliable large scale re- 
perts upon which an evaluation can be based 
are far too iew. Danziger(24) deserves 
much credit for establishing the best statisti- 
cal base-line to date for evaluating therapeu- 
tic results. His analysis is based on the U. S. 
Bureau of the Census report on state hospital 
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populations in 1933. According to these 
figures, of every 100 cases of dementia præ- 
cox admitted to state hospitals it is likely that 
44 cases will be discharged as recovered or 
improved within a 20-year period. The cor- 
responding figure for the end of a 5-year 
period is 17. It should be noted that these 
cases represent a miscellaneous group of 
various periods of duration of illness at the 
time of admission. Though no exactly equiv- 
alent miscellaneous group can be compared, 
Danziger and Kindwall(25) computed that 
in cases of less than 6 months duration given 
adequate modern treatment, 70% may be 
expected to recover with electro-shock treat- 
ment and 8¢% with insulin treatment. The 
authors regard 25 electro-shock treatments 
or 50 insulin coma treatments as a desirable 
minimum in unresponsive cases. Their fig- 
ures exclude cases with mere improvement. 
To quote their conclusion, “Allowing for 
possible differences in criteria of improve- 
ment, the difference between the control and 
the shock groups is remarkable. The odds 
against such a difference being due to chance 
are, by the Pearson Chi square test, more 
than a billion to one.” In another report Dan- 
ziger and Landahl(26) attempt an ingenious 


-mathematical formulation of these statistical 


correlations. 

Kino and Thorpe(27), Sands(28) and 
Reznikoff (29) respectively report three sep- 
arate series of cases totalling over 1000 
treated by electro-shock. The general con- 
sensus of results is familiar; the treatment 
is almost specific for depressions, manic 
cases are more resistant, results are good in 
early schizophrenia but longer periods of 
treatment are required. Norman and Shea 
(30) could secure only 7% remission in 
schizophreric cases of over one year’s dura- 
tion. Geoghegan(31) presents a striking case ` 
of recurrent manic excitement successfully 
treated with electro-shock. Feldman, Sus- 
selman(32)} et al. found it valuable in the 
treatment of 2 cases of hysteria involving 
tremors and amnesia. Taylor(33) success- 
fully treated 19 epileptics with electro-shock, 
almost cornpletely eliminating spontaneous 
seizures. Three convulsions in a week are 
administered at first and gradually decreased 
in successive weeks until a stable regimen of 
one treatment a week is maintained. If spon- 
taneous convulsions recur the frequency of 
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treatment is increased. No sedation nor spe- 
cial diets are required. 

Sands(28) treated 2 women in early preg- 
nancy with electro-shock without impairment 
to the offspring. McConnell(34) had the 
same experience with 2 women treated with 
insulin coma. Two of Gralnick’s(35) cases 
treated with electro-shock and sub-shock in- 
sulin suffered stillbirths. Pregnancy is no 
contraindication to treatment, but it carries 
certain dangers and requires cautious man- 
agement of treatment. 


ELECTRONARCOSIS AND PROLONGED 
Narcosis 


Valuable and promising work with electro- 
narcosis is continuing(36). A 60-cycle al- 
ternating current is used with temple place- 
ment of the electrodes. The initial current 
is 160 to 200 milliamperes, reduced after 30 
seconds to 60 to 75 milliamperes, where it is 
maintained for about 7 minutes, or until 
treatment is terminated. The condition of 
the patient during this period may be de- 
scribed as an uneasy sleep with temporary 
respiratory arrest, flushing and salivation, 
with some spasticity and forced grasping. 
In a series of 1400 treatments no dangerous 
complications were encountered. The results 
appear to be comparable to those with 
insulin, though the management of treat- 
ment at the present stage appears to be more 
difficult and dangerous. 

Parfitt(37) makes a plea for the inclusion 
cf prolonged barbiturate narcosis in the ther- 
apeutic armamentarium particularly for use 
in cases where insulin or electro-shock treat- 
ments have proven ineffective. 


OTHER TREATMENTS 


Several authors have suggested various 
treatment procedures of unproven value: 
tuberculin(38), estrone(39), methyl guani- 
dine(40), and corpus luteum hormone(4Ir). 
Dilantin (42) is said to be of value in allaying 
certain types of excitement. In a full dis- 
cussion of the value of benzedrine in clinical 


psychiatry, Sereiskii(43), a Soviet author, | 


reaches conclusions essentially similar to 

those reported in the American literature. 

He feels that it is of value wherever an as- 

thenic state is present and believes it has 
N 
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a selective action on diencephalic function:. 
Penicillin has proven to be useful in certain 
toxic infectious psychoses(44). For some 
valuable recent discussions on biochemical 
and dietary aspects of psychiatry, the reader 
is referred to the Proceedings of the Roya 
Society of Medicine(45, 46). Hardwick(47) 
offers case reports to support his conclusion 
that several different types of acute psy- 
choses may be due to vitamin deficiencies, 
not necessarily dietary in origin. 


THEORY oF SHOCK TREATMENT 


The explanation that shock treatments ef- 
fect cures by destroying brain tissue is much 
too simple. It has also been shown repeatedly 
that the massive discharge of neurons by 
electrical shock does not in itself lead to any 
ascertainable cellular damage(48). Moreover 
a considerable variety of procedure and ac- 
cidents can produce ameliorative changes in 
psychoses ; spontaneous improvement follow- 
ing intercurrent physical disorders is by no 
means uncommon. In a systematic study (49) 
it was found that general anesthesia and 
acute infectious illness are especially likely 
to provoke remissions, particularly in recent 
cases. On the basis of a series of animal 
experiments Gellhorn(50) suggests that the 
mechanism of the insulin coma effect lies in 
its tendency to restore inhibited conditioned 
reactions, possibly through a strengthening 
of hypothalamic discharges to the cortex. 
Wilcox(6), also using Pavlovian concepts, 
regards the essential feature of electro-shock 
treatment a facilitation of cortical processes 
to break through a general state of cortical 
inhibition. The presence of some such gen- 
eral state of altered tension is also suggested 
by a mathematical analysis of certain qual- 
ities of psychotic thinking(51). The chief 
of the psychiatric clinic of the Pavlov Insti- 
tute in Leningrad{52) believes that the com- 
mon factors in all of these treatments are the 
production of cortical depressicn or inhibi- 
tion coupled with subcortical release or vege- 
tative mobilization. On the basis of this theo- 
retical picture various combinations of sleep 
and convulsive therapy are used at his clinic 
with good results. Are we entitled to hope 
that these neurophysiological concepts will 
provide the missing link or meeting ground 
for the various contending views that have 
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developed in our understanding and treat- 
ment of psychoses? 
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FAMILY CARE AND OUT-PATIENT MENTAL CLINICS IN 1946 
HORATIO M. POLLOCK, Pu. D., Ausany, N. Y. 


FAMILY CARE 


The year 1946 witnessed little progress 
in family care of mental patients. The rea- 
sons for this fact are found in the acute 
housing shortage and in the high cost of 
living. It has been exceedingly dificult for 
workers who have charge of placement of 
mental patients in families to find suitable 


homes. The few homes found demanded 
high rates. To satisfy the families already 
caring for patients it was necessary to in- 
crease allowances to more than double the 
rate paid previous to the war. 

At Newark State School Dr. Jacob Cohen 
made a survey of the work of the school in 
the family placement of school-age children. 
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The facts revealed by the survey confirmed 
reports previously made that family care was 
highly beneficial to most of the children and 
helpful to the families in which the childrea 
were placed. 

In New York State in general the family- 
care system for both the mentally ill and 
mentally defective has held its own, but no 
material increase in 1946 is reported. 

The State Department of Public Welfare 
in Illinois states that “It is with genuine 
disappointment that the family-care program 
is reported this year.” During the year 
there were only 121 new and 47 renewed 
placements, as against 362 new and 5I re- 
newed placements the previous year. It is 
noteworthy that of the 168 patients placed. 
ọ7 paid for their care by their own earn- 
ings and 29 others reimbursed the families 
from their own funds. | 

The Department of Mental Hygiene in 
California also reports a decline in family 
care. In September, 1946, the mental pa- 
tients in families numbered 216 as compared 
to upwards of 400 previous to the war. In 
order to induce families to receive patients 
the rate has now been increased to $45 per 
month per patient. 

The Massachusetts Department of Mental 
Health likewise states that the family-care 
program “‘has very definitely gone backward 
in most of our hospitals.” 

There is a general feeling that for certain 


` types of patients family care is to be pre- 


ferred to institution care and it seems prob- 
able that when more normal conditions are 
established advances will be made by several 
states in the placement of patients in families. 


OUT-PATIENT MENTAL CLINICS 


Noteworthy advances in out-patient clinic 
work have been projected during the cur- 
rent year, but their full realization has not 
been achieved. The National Committee 
for Mental Hygiene issued, early in the 
summer, its comprehensive directory of men- 
tal clinics in the United States. The direc- 
tory indicates that many of the clinics which 
were more or less inactive during the war 
will soon be functioning on a pre-war basis. 

The Department of Mental Hygiene in 
New York State received from the last 
legislature an increase of $120,000 in its 
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annual budget. A considerable proportica 
of this fund is to be used in expansion of its 
child guidance clinics. The program calls for 
the organization of three new child guidance 
clinic teams as a first step and Zour others 
will follow as soon as personnel therefor 
becomes available. Four clinic teams are 
already operating. Each team is made up 
of a psychiatrist, a psychologist, two social 
workers and a stenographer. The present 
teams work out from four cities and provide 
service for IIO cities and towns throughout 
the state. Under the new set-up it is pro- 
posed to hold 350 clinics monthly, as com- 
pared with 14c during the peak year of 1941. 

The Illinois Department of Public Wel- 
fare reports that the increase in mental clinic 
attendance during the past year has been 
37 percent. The year’s attendance reached 
11,967. | 

Father Noel Mailloux, professor of psy- 
chiatry at the University oz Montreal, re- 
ported at the annual meeting of the Ameri- 
can Association on Mental Deficiency, helé 
in Montreal the first week in October, that 
arrangements had been made for the estab- 
lishment of a new mental hygiene clinic ta 
serve the French speaking people of Mon- 
treal. 

The California Department of Mental Hy- 
giene opened a new out-patient mental hy- 
giene clinic in Los Angeles during the year. 
Authorized for this clinic are two psychia- 
trists, one psychologist, three psychiatric 
social workers and two clerks. The clinic 
will serve patients with mental disease, al- 
coholism, behavior problems and other men- 
tal disorders. 

The Veterans Administration has estab- 
lished numerous mental hygiene clinics in 
various parts of the country to serve veter- 
ans suffering with mild mental disorders. 

Very little psychiatric literature of note 
pertaining to out-patients was published dur- 
ing the year, 
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` PSYCHIATRIC NURSING 
MARY E. CORCORAN, R.N., Wasuincton, D. C. 


Appreciable progress in psychiatric nurs- 
ing may be noted during the year 1946. Men- 
tal hospitals in some areas are welcoming 
back nurses and attendants formerly in mili- 
tary service. 

Some hospitals are benefiting by their 
participation in the student nurse cadet corps 
program. As former members of the corps 
complete their basic education they accept 
appointment to the nursing staff as graduate 
nurses.* 

Professional nursing organizations at na- 
. tional, regional and state levels indicate sus- 
tained interest in the existing need for im- 
provement in the care of hospitalized mental 
patients and in the influence public health 
nurses may exert in promoting mental health. 
For example, under the auspices cf the 
Nursing Information Bureau of the Ameri- 
can Nurses Association,? studies have been 
made indicating the numerical need of gradu- 
ate nurses in mental hospitals. 

Also, the National Organization for Public 
Health Nursing organized a committee to 
determine the best method of providing 
consultative service in mental hygiene for 
public health nurses. The entire committee 
met in New York City and subcommittee 
groups have met where they could do so 
conveniently. The study is being continued. 

The New England Nurses Association 
offered a mental hygiene institute in Boston, 
February 1946. The University of Kansas 
included a period devoted to psychiatric 
nursing in a refresher course offered veteran 
and civilian nurses in Kansas City, May 
1946. 

Maine, Kansas and West Virginia state 
nursing organizations included sessions and 
round table discussions on mental hygiene 
and psychiatric nursing at their annual 
meetings. 


1 New Jersey State Hospital in Trenton. 
2Facts About Nursing, 1945, pp. 52 and 36. 


The Western State Psychiatric Institute 
and Clinic, University of Pittsburgh, on its 
program presented April 4 and 5 at the 
University of Pittsburgh, included a section 
on nursing. 

New York, Ohio and New Jersey added 
nurses’ to their staffs of consultants to the 
Commissioner of Mental Hygiene or Wel- 
fare. 

The U. S. Veterans Administration ap- 
pointed a psychiatric nursing consultant to 
the nursing service. 

Two nurses from public health hospitals 
completed a year of postgraduate study in 
June and have returned to their respective 
positions. They were succeeded in post- 
graduate work by two others. Two additional 
nurses have been selected from the Division 
of State Services for postgraduate study in 
psychiatric nursing. An increasing number 
of inquiries from nurses throughout the coun- 
try concerning needs and opportunities in 
psychiatric nursing have been received. 

On June 14 a course in psychiatric nursing 
for army nurses was inaugurated at Brooke 
Medical Center, Fort Sam Houston, Texas. 
Psychiatric nursing is to be made a part. 
of the army nurse’s basic education and it is 
to be hoped that, eventually, every nurse who 
serves with the Army will have the oppor- 
tunity to take the course.® 

On May 1, twenty navy nurses began a 
new postgraduate course in psychiatric nurs- 
ing at the Pennsylvania Hospital, department 
of mental and nervous diseases, in Phila- 
delphia.* 

Enactment of the National Mental Health 
Act, approved July 3, 1946, will provide 
postgraduate education in psychiatry for 


qualified nurses. Educational institutions will 


8 The American Journal of Nurses, July 1046, 


D- 497. 
4 Thid. 
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be enabled to provide programs for nurses, 
social workers, psychologists and other pro- 
fessional personnel when enabling funds are 
made available." 


5 Address by Thomas Parran, M.D., Surgeon 
General, USPHS, at Biennial Nursing Convention 
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All hospitals and communities report seri- 
ous shertage of qualified nurses for respon- 
sible administrative and teaching positions. 
Mental hospitals share in this deprivation. 
of the National Organization for Public Health 
Nursing, Atlantic City, New Jersey, September 
24, 1946. 


PSYCHIATRIC SOCIAL WORK 
THOMAS A. C. RENNIE, M.D., New Yorx, N. Y. 


The year was characterized by marked 
activity both in terms of publications and 
the opening of responsible positions. The 
Veterans Administration has taken on very 
well qualified people in branch and re- 
gional offices and in specific institutions. 
Late in the year psychiatric social work 
consultants were appointed to the National 
Committee for Mental Hygiene and the 
U. S. Public Health Service, Ethel Ginsburg 
the former; Daniel. O’Keefe the latter. The 
12 schools of social work which give com- 
plete training in the psychiatric social work 
specialty report that the courses are crowded 
and many applicants had to be turned away. 

There have been developments in many 
directions as reflected from publications dur- 
ing the year. A good number of articles have 
appeared on military psychiatric social work, 
some of which not only report the facts 
regarding this work in the military service, 
but also note the implications for future 
work in civilian agencies(1-7). This is par- 
ticularly true of Beck’s treatise on “Short 
Term Therapy in an Authoritative Set- 
ting” (8). 

A few articles appeared also which deal 
with the value of social histories in military 
selection(g), the by-products in terms of 
better understanding of social work on the 
part of the lay public(z0) and possible uses 
to which something like medical survey of 
the Selective Service System could be put 
under peace time conditions(11). 

With demobilization came increased need 
for psychiatric social work as a service to 
veterans. The VA needed hundreds of 
workers to staff their hospitals and out-pa- 
tient clinics. The Red Cross has continued 
to use large numbers transferring many from 
hospitals.to the Home Service Division(12). 
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Others have played leading roles in the 
organization and staffing of some of the 
larger Veterans’ Information and Service 
Centers(13). Some worked in special re- 
habilitation clinics and other community clin- 
ics serving veterans(14-16). Special adapta- 
tions were required in all these set-ups, but 
knowledge of military life, of the psychiatric 
casualties, of environmental tensions upon 
discharge and of the numerous regulations 
pertaining to veterans are essential. 

A review of the year’s literature reveals 
many areas of special interest and applica- 
tion. Psychiatric social work is obviously 
done with almost all groups of persons who 
have any kind of emotional or psychiatric 
disability. A mere glance at the titles indi- 
cate that work is being done with the men- 
tally ill who have been hospitalized (17-20) 
adolescents(21), sex offenders(23), tuber- 
culars(24, 25) with parents and children (22, 
26-28) and in such special situations as com- 
munity centers(29) and a teaching unit for 
medical’ students(30). Woodward’s presen- 
tation before the Senate hearing on the 
National Mental Health Bill presents in 
summary form the various functions of psy- 
chiatric social work in a national mental 
health program(3r). 

The transition period from war to peace 
has been marked by critical evaluation in 
psychiatric social work as well as in psy- 
chiatry. Several articles have re-examined 
the function of psychiatric social work show- 
ing both its overlapping with psychiatry and 
tnore particularly its own special province 
(8, 15, 32, 33). Beck stresses the fact that in 
the military “it was necessary for both psy- 
chiatrist and case worker to give up the 
semantical juggling act of calling therapy 
‘case work therapy’ when it is done by the 
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case worker and again ‘psychotherapy’ when 
it is done by the psychiatrist, when, as is 
the case in many situations, it is the same 
process. In military psychiatry the accent 
was taken from the occupational title of the 
therapist and placed on the skill of the ther- 
apist. The difference in therapeutic skills of 
individuals was recognized and the psychi- 
atrists assigned the person best qualified to 
conduct therapy with each case in ques- 
tion’(8). Ross(15) and Rockmore(32)} 
point out that the broad but specialized train- 
ing and experience of the social worker dis- 
tinguishes the social worker’s function from 
that of the psychiatrist, although both do 
engage in therapy. The social worker’s task, 
as Rockmore states, “presumes a thorough 
and applied knowledge of the nature and 
varieties of human behavior’ and in the 
words of Ross, “case work consists of as- 
sisting the patient to come to terms with his 
illness or emotional upset and to utilize the 
relation with the case worker to mobilize 
what desire and capacity he has to do some- 
thing about getting better.” Further evidence 
that psychiatric social workers are critically 
evaluating their viewpoints and methods and 
the public’s attitude toward them appears in 
articles by Hagen and Barnes which were 
presented at one of the AAPSW’s programs 
at the National Conference of Social Work 
(34, 35). Other articles deal with trans- 
ference and client resistance( 36, 37). 

During the year two full-sized volumes 
appeared which are of special interest to psy- 
chiatric social workers. Lowrey’s, “Psychia- 
try for Social Workers’(38) is primarily 
a book on psychiatry, but points it up with 
_ special application to the field of social work. 
Witmer’s “Psychiatric Interview with Chil- 
dren” (27) focusing on psychiatric rather 
than social work interviews, has much valu- 
able information about the psychiatric social 
work done with the children and other mem- 
bers of the families. Psychotherapy, as re- 
flected in this book, is not limited strictly to 
the medical profession inasmuch as two of the 
cases were contributed by clinical psychol- 
ogists, one by a lay analyst and one by a 
doctor of education. 

The literature of the year also reflects a 
growing interest among psychiatric social 
workers in the use of group techniques. 
Tropp(5) describes the military social 
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worker as a true leader; Greving(39) has 
applied the findings of military social work 
to the field of institutional care, and Vassar 
(40) describes group treatment in a conva- 
lescent clinic. Towles(42) stresses the con- 
tributions of social case work to the work 
of other professions and to the understanding 
of individuals and the relationships between 
people. One article that applies the findings 
of the field to the lay public is Woodward’s 
article on “Basic Training” which appeared 
in Parents’ Magagine(41). 
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OCCUPATIONAL THERAPY 
LAWRENCE F. WOOLLEY, M.D., Arranta, Ga. 


The outstanding advance in the field of 


“occupational therapy during the last few 


years has been its progressive integration 
with other physical therapy measures into 
departments of physical medicine. This has 
been important particularly in the rehabili- 
‘ation program for returning veterans. 

The Veterans’ Administration has been 
very active in this development and has in- 
stalled departments of physical medicine and 
rehabilitation in all neuropsychiatric units. 
This program suffers mainly from the diffi- 
culty of obtaining trained personnel for the 
work. Occupational therapy is an integral 
part of this program. 

Similarly, in the various states, depart- 


ments of vocational rehabilitation have been 
set up. In many of these, occupational ther- 
apy in the nature of vocational training has 
been included. A few years ago the Federal 
grants to aid these projects were made 
available to neuro-psychiatric patients. For- 
merly this assistance had been given only 
for the physically disabled. 

Departments of physical medicine have 
also been added to some of the medical 
schools and well trained physicians have 
been procured to head them. 

The mental hygiene features of this shift 
appear to be highly significant. The im- 
provement of morale in people disabled either 
physically or mentally by fitting them for 
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some productive and self supporting work 
is obvious. The directly therapeutic aspects 
of occupational therapy remain the principal 
feature, but its adaptation to vocational train- 
ing has been greatly enhanced and more em- 
phasis is now laid on utilitarian activities 
which are not only therapeutic, but fit the 
handicapped and disabled for productive life. 

Some attempts have been made to improve 
the prescription for occupational therapy as 
in the articles by Franciscus(14) and Hy- 
att(19). Applications specifically to the 
mentally ill are contained in the articles by 
Hewitt(18), Day(17) and Switzer(26). 
Applications to special problems occur in 
the articles by Hildenbrand(16) and Cowell 
(29). 

A further interesting advance is the in- 
troduction of arts and crafts teaching films 
for use with neuropsychiatric patients. Katz 
(21) gives a useful description of their 
application. The instruction is apparently 
superior when films are used, and should 
be conservative of personnel and time. 

Fiaas(34) has depicted a number of aids 
for the aging or the physically handicapped 
patient to assist in carrying occupational 
therapy to him. Some of these are ingenious 
and all may be quite useful. He stresses the 
need for emphasis upon the achievement, 
rather than upon the handicap. 

Ross (24) gives plans for home work shops 
and believes that many post war homes will 
be so equipped. This would enable the pa- 
tient to carry on occupational therapy after 
he has left the hospital and would also serve 
as a prophylactic outlet in the preservation 
of mental health. 

Ruegnitz(36) and Crampton(37) give 
examples of the use of music in the recrea- 
tional and rehabilitation programs. Ruegnitz 
emphasizes the quieting effect on disturbed 
patients and gives advice as to program 
planning. Crampton has considerable in- 
terest in the production of music and the 
beneficial effects that patients derive irom 
such activity. 
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PSYCHIATRY 
C. C. BURLINGAME, 


The industrial health movement, since its 
inception in the nineteenth century, has pur- 
sued a remarkably bifurcated course, for long 
periods concentrating almost exclusively upon 
the prevention of specific somatic affections, 
at others seeking a more global approach to 
the problem of individual and collective ef- 
ficiency. The latter orientation, logically the 
more rewarding, has nevertheless been the 
more nebulous and inconsistent, standing out 
with clarity only during times of extraor- 
dinary pressure—war for example—when the 
overall importance of the human factor in 
industrial accomplishment becomes self-evi- 
dent. 

The science of psychology was the first 
to show the possibilities of an inclusive ap- 
proach to problems of industry. When, in 
1913, Münsterberg published his “Psychol- 
ogy and Industrial Efficiency” (1), he was 
a pioneer in a new field, soon to be followed, 
however, by other workers in applied psy- 
chology, who made a series of important 
contributions relating to fatigue, to the use 
of tests and measurements in the selection 
and placement of workers, and to various 
factors, both psychological and material, 
affecting work efficiency. 

The application of psychiatry to industry, 
with emphasis upon both the economic and 
mental hygiene implications, was first es- 
sayed in 1915 at the Cheney Silk Company. 
There it was discovered by the present re- 
viewer, who was the first full-time psychi- 
atrist in industry, that maladjustment in the 
emotional drives and attitudes of employees 
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IN INDUSTRY 


`M. D., Harrrorp, Conn. 


toward the employment situation cost the 
company more in production than accidents 
and disease. 

World War I gave a tremendous impetus 
to psychiatry, with a reorientation from the 
custodial to the therapeutic function, and 
with lessons from military psychiatry on the 
importance of individual adjustment and 
integration which were particularly germane 
to industrial problems. Yet because psychi- 
atry was overscld in the post-war period 
and consequently fell into a certain disrepute. 
its progress in industry was not sustained 
despite the accomplishment of important 
ground work during the nineteen-twenties. 
In 1922, for example, the Metropolican Life 
Insurance Company introduced a full psychi- 
atric service within the medical set-up for 
dealing with problems of maladjustment and 
early tension in employees, with such satis- 
factory results that a number of changes in 
company policy were adopted. In 1924, the 
R. H. Macy Company also establ:shed a 
psychiatric department for dealing with 
problems of the nervous workers— zo to 25 
sercent of all employees according to pres- 
ent-day calculaticns—and Andersor’s his- 
tory-making book, “Psychiatry in Industry,” 
“1929) showed how this department, with its 
staff of psychiatrists, psychologists and psy- 
chiatric social workers, successcully treated 
on the job one-kalf of the problem em- 
ployees and developed procedures for dis- 
covering executive material, and for place- 
ment, guidance, selection and promotion of 
employees(2). 
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In suksequent years, prior to the second 
notable impetus provided by another war, 
progress in industrial psychiatry was slow 
and undramatic, with management turning 
more to technology and engineering to solve 
production problems than to students of 
human behavior. Some groups incorporated 
psychiatric technics in their safety prace- 
dures, but on the whole there were no star- 
tling advances. One important piece of re- 
search was done at the Hawthorne Plant of 
the Western Electric Company from 1929 
to 1933 by the Committee on work in Incus- 
try of the National Research Council, fur- 
nishing additional data on the relation of job 
attitudes to productive output. It demon- 
strated moreover the value of interviewing 
and counselling as an outlet for employees’ 
feelings and stressed the influence of social 
relationships inherent in the job situation 
upon productivity (3). 

The impact of World War II, witk its 
tremendous production demands, the short- 
age of labor, and a consequent use of hordes 
of individuals not usually considered em- 
ployable in factory work—women, old people, 
the handicapped—enormously accentuated 
interes: in the psychiatric approach. The 
problems of absenteeism, accidents, psycho- 
somatic illness became more acutely signifi- 
cant, and the auditing of jobs in terms ot 
personality requirements and vice versa was 
subjected to new analysis. The situation was 
further complicated by the return to civilian 
life of service dischargees, either for phvsical 
disability or on a neuropsychiatric basis. In 
this connection, the most important task was 
to clear up the wide misunderstanding which 
grew up during the war regarding the NP 
dischargee, by emphasizing the restricted 
implications of the diagnosis when made in 
the military set-up, and the fact that it carries 
no adverse significance for reemployability 
in civilian life. The investigation and re- 
port of the Sub-Committee on Psychiatry 
af the National Association of Manufacturers 
did much to place the question of renabili- 
tation in reasonable perspective(4). 

The reconstruction period finds the prov- 
ince of psychiatry more clearly defined than 
has hitherto been the case. The main areas 
of reference are conceded to be teaching, 
clinical practice and research. All experience 
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indicates that sound psychiatric principles 
are inseparably interwoven with good per- 
sonnel practices, and that most psychiatry 
in industry will be practiced through estab- 
lished medical staffs, personnel workers and 


-foremen, with the psychiatrist usually em- 


ploying his technical knowledge more in- 
directly, as consultant and.teacher. Some of 
the larger companies have full-time psychia- 
trists and psychiatric departments. Others 
have part-time psychiatrists serving in an 
advisory capacity, while in others, the in- 
dustrial physician, trained in psychiatric prin- 
ciples, applies these principles within the 
regular doctor-patient relationship. What- 
ever the set-up may be, it is recognized that 
the task of the psychiatrist is to fit the man 
to the job, a job in which he finds satisfac- 
tion and an outlet for self-expression. If 
the psychiatrist is to fulfill his function as a 
successful representative member of the pro- 
ducing tearn, he must direct the emotional 
drives of employees to the needs of the in- 
dustry, keeping in mind the importance of 
mutual aims and goals on the part of man- 
agement and labor. 

The year 1946 was highlighted by prob- 
lems of conversion to peace-time production, 
with the reintegration of returning veterans 
of all categories into an industrial ensemble 
beset by. material shortages and labor diffi- 
culties, the latter serving to underline in a 
particularly apposite way the significance of 
group effort and social’ solidarity for good 
morale. Just as the year began an interesting 
report emanated from the Standard Oil 
Company on that company’s efforts to main- 
tain good-feeling in all employees in service 
throughout the war. This was accomplished 
by letters; reassurance, help to dependents, 
and a well-planned program of reassimilation 
for disabled and non-disabled alike. As a 
result, of 8,384 men who left the company 
for military service, 1,426 were already 
back on the jobs by mid-1945. Almost with- 
out exception they fitted smoothly into 
civilian routine. The industrial problem the 
veteran was supposed to bring back with 
him failed to materialize. The story was 
somewhat less encouraging, however, among 
newly hired veterans who were not formerly 
with the company(5). 

Post-war progress in industrial health and 
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efficiency in England received a noteworthy 
impetus with the founding in 1944 of the 
Roffey Park Rehabilitation Centre in Hor- 
sham. Established by the National Counci- 
for the Rehabilitation of Industrial Workers, 
the center was planned as a “working model” 
rehabilitation center for the investigatior 
and treatment of sub-health in industry. It 
was subsidized by various firms, employers 
and other interested sponsors, with partial 
maintenance derived from patients or local 
authorities. The center has been operating 
for two years, with reported excellent results, 
and in 1946 plans for a training and re- 
search department were launched(6). The 
presence of 1,000 industrial patients each 
year should provide unique opportunities for 
teaching on a practical basis. The informa- 
tion gained will be passed on to managerial 
staff, medical personnel and welfare workers 
of associated firms, by means of regular two- 
weekly courses to be held at Roffey Park. 
The place of the handicapped in industry 
received special consideration in the litera- 
ture of 1946. The experience has been that 
with proper placement, training and safety 
precautions, the productivity of the handi- 
capped is equivalent to that of normal indi- 
viduals and that the accident rate is less. 
It has been observed that while labor turn- 
over for handicapped veterans returning to 
old jobs is very low, it is very high for those 
who have never worked here before(7). The 
risk entailed in the employment of workers 
with degenerative disabilities (heart disease, 
diabetes, epilepsy, etc.) has been found to 
be far greater than with those having static 
handicaps such as loss of limbs, partial 
vision, etc.(8). As far as epileptics are 
concerned, however, Bridges asserts that 75 
percent of them have desirable mental and 
physical qualifications for job performance, 
provided they are properly placed(g). Com- 
munications on the rehabilitation of amputees 
and those blinded in the war consistently 
stress the importance of psychological and 
emotional factors in successful adjustment. 
In England, for example, Wittkower and 
Davenport obtained splendid results in their 
blinded patients with attention to personality 
defects, emotional maladjustment and place- 
ment. They advocate maintaining as far as 
possible the social and intellectual level of the 
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individual, so that work and interest are 
provided on a long-term basis(10). 

From the unique new community at Oak 
Ridge, Tennessee, came several reports dur- 
ing the year which were of particular im- 
portance(Ii, 12, 13). This teeming, war- ' 
spawned town of 75,000 people had all the 
problems of the ordinary city, plus many 
special ones incident to the <ransplanting of 
thousands of people, inadequate housing and 
allied difficulties, an atmosphere of danger 
and secrecy, and other unusual features. It 
was also purely an industrial community, 
affording therefore an unparalleled oppor- 
tunity for the study of the relationships and 
the correlation between living environmen: 
and working environment. Psychiatric as- 
sistance was made available in the forms of 
hospital service, community service, and a 
program to prevent mental breakdowns 
within the plants by detection and early treat- 
ment. On the basis of this experience, the 
Oak Ridge psychiatrists conclude that the 
causes of emotional disturbances in industry 
lie primarily within the individual and the 
exciting mechanisms lie in the home or in his 
social surroundings. In only 10 percent of 
on-the-job emotional disturbances was the 
exciting factor found in the industrial en- 
vironment. However, a minimum amount of 
on-the-job treatment resulted in a conspic- 
uous on-the-job improvemen: and in an in- 
creased number of home adjustments, This 
is important from the point of view of the 
broader aspects of industrial psychiatry, its 
contribution as an emotional first-aid station, 
and the new recognition that if the physical 
and mental health of workers is to be ad- 
vanced, attention must be paid not only to 
the working environment but also to con- 
ditions outside the plant and to the coordi- 
nation of industrial facilities with community 
facilities. 

The thesis that certain occupations carry 
special psychological health hazards for cer- | 
tain types of people was notably expounded 
by Cameron in a recent article describing 
five fairly specific danger zones. The first 
embraces certain jobs, often found in as- 
sembly line and inspection work, which call 
for intense utilization of a limited range of 
the individual’s behavioral equipment. The 
second, more extensive and dificult to 
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‘remedy, is that of fragmented jobs due to 
modern industrial policy of breaking down 
a process into parts which can be dealt with 
by the machine and introducing workers as 
links to carry on what cannot be done me- 
chanically. A third hazard exists in jobs 
failing to require full participation of the 
worker, monotonous jobs which do not de- 
mand his full attention yet never permit him 
complete freedom or relaxation. The fourth 
relates to tempo, to jobs requiring speed at 
marked variance with the natural tempo of 
the worker, yet repetitious at the same time— 
a circumstance particularly hazardous for 
those who are over-precise, conscientious and 
rigid in their requirements upon themselves. 
Finally there are job settings which are 
peculiarly hazardous for some individuals: 
the presence of considerable frustration, the 
lack of personal contact with the worker’s 
superior, unsatisfying informal organization 
of the department, etc. Dr. Cameron finds 
that many of the behavioral reactions in these 
cases are singularly persistent and incapaci- 
tating, and he stresses the importance of 
preventive measures and early diagnosis(14). 

Personzlity problems in the managerial 
group are obviously of considerable impor- 
tance. Meltzer made some interesting ob- 
servations on the subject in a recent article, 
pointing out the frequency of hostility and 
aggression, frustration and anxiety at this 
level, with personality trends ranging all the 
way from compliant personalities to over- 
dominant ones. Frustration in managerial 
groups is especially prevalent when the origi- 
nal set-up of an organization has not been 
changed sufficiently to incorporate the growth 
‘of the plant. The life-history of a company, 
states Meltzer, carries with it mores, feel- 
ings, sentiments, beliefs and expressions that 
beccme stereotyped and fixed. Paranoid and 
reactionary executives surround themselves 
with inadequates who will take punishment, 
‘but more realistic employers hire the best 
available brains and skill, recognizing the 
need for this type of manager for efficient 
operation(15). 

Dershimer stresses the importance of the 
industria. psychiatrist’s learning everything 
possible about the organization and healthy 
functioning of the industry with which he is 
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concerned before tackling indiscriminately 
the psychiatric problems thereof. This basic 
knowledge, he points out with considerable 
justice, has been underestimated in much 
of the literature of psychiatry in industry. 
“Industries, like individuals, have their own 
personalities based on the personalities of 
top management, on company policies, the 
type of industry, and a host of other vary- 
ing factors.” There are great variations be- 
tween different departments of the same in- 


‘dustry, differences in the emotional atmos- 


phere, differences too in the physical hazards 
and in many other aspects which help shape 
the psychiatric problems of a particular. plant. 
The entire article is a very worthwhile con- 
tribution, with practical directives for psy- 
chiatry in industry (16). 

This cross-section of the considerable liter- 
ature on the subject of industrial psychiatry 
appearing in the first post-war year in medi- 
cal, psychiatric and industrial journals is 
encouraging evidence of a richly integrated 
approach to this long neglected branch of 
the specialty, promising much for its future 
development as a preventive arm of indus- 
trial medicine and as an active force in the 
field of industrial human relations. 
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ADMINISTRATIVE, FORENSIC AND MILITARY PSYCHIATRY 
WINFRED OVERHOLSER, M. D., Wasuixcron, D. C. 


ÅDMINISTRATIVE PSYCHIATRY 


The literature in this field continues to 
grow, partly on account of military adminis- 
trative contributions, but perhaps even more 
because of the growing interest on the part 
of the public in the details of institutional 
care of the mentally ill and the shortcomings 
of that care. 

Bowman(1) in his presidential address 
to The American Psychiatric Associatior. 
deals, among other important matters, with 
the criticisms, and discusses the facts anc 
the reasons for the existence of features 
which merit criticism. 

Menninger(2) discusses some of the ad- 
ministrative problems met in an army con- 
valescent hospital, emphasizing the need for 
cooperation with other specialties and the 
need of integration of psychiatry with psy- 
chology and social work. Hayman(3) pre- 
sents the administrative aspect of combat 
psychoneurosis. Blain(4) gives a thorough- 
going presentation of the medical program 
of the Veterans Administration: many of 
the salient features of this progressive pro- 
gram are already well known in practice to 
most of our readers, 

Horatio Pollock(5, 6) outlines the history 
of the family care movement and the requi- 
sites for the further development of this 
form of supervision. He estimates that with 
the establishment of family care colonies, it 
would be possible “to use family care for at 
least one-third of the patients now cared for 
in institutions for mental defectives and in 
hospitals for mental disease.” 

Gamble(7) discusses state sterilization 
programs. 

Johnson(8) presents an extended and care- 
ful study of the growing problem of old- 


age psychoses. He estimates that as com- 
pared with 1207 admissions in this group 
in 1941, Pennsylvania may expect 2103 by 
1950 and 3561 by 1980. He 2mphasizes 
the importance of the recognition of this as 
a separate problem, and the provision of an 
adequate geriatrics unit in each mental 
hospital. 

Weber, Plunkett and MacCurdv(g) study 
the problem of control of tuberculosis in 
mental hospitals. In 68,743 x-rays, they 
found 4.7% to have clinically significant 
tuberculous infection, and conclude that men- 
tal hospitals make up one of the major res- 
ervoirs, They report a death rate in the 
New York state hospitals of 593.6 per 
100,000 as against a general tuberculosis 
death rate for the state at large of 46.8. 

These are but a few of the interesting 
articles in this field; many other topics are 
found, such as psychiatric nursing and social 
work, training of personnel, and psychiatry 
in general hospitals. Several articles of psy- 
chiatric interest have appeared in journals 
especially designed for the general hospital 
administrator. 

The Maudsley Lecture, given this year 
by Sir Laurence Broch(10), recently chair- 
man of the Board of Control, deals with 
“Psychiatry and the Public Service.” Fi- 
nally, everyone interested in the long range 
aspects of psychiatric planning should be 
familiar with C. P. Blacker’s highly signifi- 
cant and stimulating volume recently pub- 
lished in England entitled “Neurosis and 
the Mental Health Services.” 
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ForRENSIC PSYCHIATRY 


Perhaps of primary interest is the con- 
tinuation in its second series of the Uni- 
versity of Illinois National Symposium on 
Scientific Proof and Relations of Law and 
Medicine, under the editorship of Professor 
Hubert Winston Smith. Several of the 
articles published in this series in 1946 are 
of special interest to neurologists and psy- 
chiatrists, viz. Keschner’s(1) on Simulation 
of Nervous and Mental Disease, Kennedy 
and Denker’s(2} on Medico-legal Aspects 
of Spinal Cord Injuries, and Overholser and 
Weihofen’s(3) on Commitment of the Men- 
tally Ill. 

In the field of causation, Abrahamsen(+4) 
discusses motivation, pointing out the fact 
that the rôle of the unconscious, despite its 
importance, is ignored by the law and the 
public; a change in attitude is called for. 
Bromberg and Rodgers(5) studying 8,280 
navel personnel convicted by courts martial, 
found only 40 to be users of marihuana, and 
conclude that there is no positive relation- 
ship between aggressive crime and use of 
the drug either in the Navy or in civil- 
ian life: (as shown by the history of the 
offenders). 

A note in the Psychiatric Quarterly(6) 
presents the important fact that an institute 
of forensic medicine is a part of the plans 
for the expansicn of Bellevue Hospital and 
New York University Medical School; the 
need of formal training in this field is self- 
evicent. 

S. H. Kaufman and Judge Bok(7) present 
from practical experience the value of for- 
mal psychiatric examinations in the criminal 
court; and Colonel Lipscomb(8) discusses 
the problem of mental accountability under 
military law. The Army Technical Bulletin 
on this topic is printed in full in the Journal 
(9). 

Bychowski and Curran(10) present a 
forceful and comprehensive study of current 
problems in medico-legal testimony. 
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Dr. W. Norwood East, the dean of Eng- 
lish forensic psychiatrists, considers at length 
the problems of crime and punishment as a 
psychiatrist views them(11r). 

An interesting departure for a legal 
periodical is the presentation by Coon(12) of 
the principal ECS with their legal 
possibilities. 


The legislative mills turned out a rela- 
tively small grist, probably since a good 
many were not sitting. 

Alabama (c. 468 of 1945) prepress 
half way on the road to modernity by cutting 
the number of jurors required for a “lunacy” 
hearing from twelve to six. 

Maine (c. 63 of 1946) defines a mental 
defective under 17 as one having a mental 


‘age not greater than three-fourths of the 
‘subject’s life age or under three years. 


Maryland (c. 387 of 1945) permits the 
committed patient to demand a court hear- 
ing for discharge, either with or without 
jury; probably not an improvement in ad- 
ministration ! 

Michigan made decided progress by estab- 
lishing a department of mental health (c. 271 
of 1945) and by substituting the term “men- 
tally diseased” for “insane” in its commit- 
ment law (c. 301 of 1948). 

Utah (c. 130 of 1945) extended the sterili- 
zation law to include non-committed persons 
found to be mentally ill, mentally defective, 
or epileptic. 
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MILITARY PSYCHIATRY 


During the year just past, many medical 
officers who were engaged in psychiatric work 
in the services have returned to civilian life 
and have had somewhat more time in which 
to digest and present their experiences. New 
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civilian problems relating to the veteran, too, 
have arisen. As a consequence, the bibliogra- 
phy continues large ; the articles are approxi- 
mately as numerous as in 1945. Space per- 
mits mention of only a few out of a variegated 
and rich literature. 

Newell and Lidz(1) discuss the toxicity of 
atabrine; although they saw only 2 cases of 
psychosis per 1000 using atabrine, they stress 
the importance of awareness of this possi- 
bility. 

Aita and Kerman (2), Bailey (3), and Bre- 
haut(4) present the symptomatology of 
closed head injuries due to blast. . 

Coleman(5) presents the importance of the 
positive and preventive possibilities of the 
group factor in military life. Davis(6) dis- 
cusses the disorganization of behavior in 
fatigue. 

Much space is devoted to the various forms 
of therapy in various groups and circum- 
stances. Goldfarb and Kiene(7) recount their 
experiences with the shock therapies in the 
ETO; they found a high rate of remission 
with ECT particularly, and emphasize the 
different course followed by psychoses in 
the military as compared with the civilian. 
Group therapy is discussed by Klopfer(8) 
and Pearson(g). Erb and Bond(10) deal 
with sodium amytal narcosis in emotional 
disorders of combat flyers. Grinker (11) con- 
siders the psychological predisposition to 
the development of combat fatigue, while 
Chodoff(12) and Sturdevant(13) report on 
the combat-induced anxiety state as seen after 
return to duty. Rothschild(14) gives a re- 
view of neurological and psychiatric cases in 
the southwest Pacific area. 

Numerous special groups and types of 
problems are treated. Will(15) and Gardner 
(16) consider the Naval prisoner and the 
role of the psychiatrist in his care. Katz 
(17) describes the neuropathologic manifes- 
tations found in a Japanese prison camp. 
Kepecs(18) discusses psychiatric disorders 
in Puerto Rican troops, and McHarg(19) 
presents a consideration of the mental health 
of submariners. 

Hutt(20) and Wittson(21) and others re- 
port on phases of the contribution of the 
clinical psychologist. 
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Harwood(22) reports on returned fliers 


with neurosis, and finds that nearly one-half 


of the group studied improved materially 
within one. month without psychotherapy. 
Eisendorfer and Lewis(23) discuss the in- 
ternal and external causes of anxiety in re- 
turning veterans. 

Not to omit the ladies, Preston{24) out- 
lines the function of a mental hygiene unit 
in a WAC training center. 


Morale in battle is discussed by a master— 
Field Marshal Lord Montgomery(25). “The 
morale of the soldier,” he says, “is the most 
important single factor in war.” 

A general review of combat exhaustion is 
given by Bartemeier(26) and other promi- 
nent civilian psychiatrists as a report of a 
Special Commission. 

Finally, to drew conclusions of civilian im- 
port, McNeel(27) discusses war psychiatry 
in retrospect, and General Menninger(28) 
presents in his Gregory Lecture the lessons 
from military psychiatry for civilian psy- 
chiatry. 
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_ PSYCHIATRIC EDUCATION 
CHARLES A. RYMER, M. D., Denver, Coto. 


The literature on psychiatric education 
during the year 1946 can be summarized 
under three headings: 

1. The symposium, “Preparation of Psy- 
chiatrists for Practice, Teaching and Re- 
search,” presented at the 1946 meetings oi 
the American Orthopsychiatric Association. 
Papers were read by Whitehorn(2r), 
Lamar(g), Rado(15), Lewin(io), Allen 
(2); Alexander(1z), Greenacre(7), Lowry 
(12), and Krugman(8), and all were pub- 
lished in the July issue of the American 
Journal of Orthopsychiatry. 

2. The symposium, “Psychiatry in Medi- 
cal Education,” presented at the 1946 meet- 
ings of The American Psychiatric Associa- 
tion. Papers were read by Whitehorn(22}, 
Lewis(11), Porter and Davidson(13), Ren- 
nie(16), and Appel, Strecker and Ebaugh 
(3). These papers, save Appel, et al., have 
been published in the AMERICAN JOURNAL OF 
PSYCHIATRY. 

3. Reports on graduate and postgraduate 
courses in psychiatry offered by the Army 
(4), Veterans’ Administration(14), Men- 
ninger Foundation(6), and University of 
Minnesota (20). 

Let us consider each of these briefly: 

1. Whitehorn(21) defines the core of psy- 
chiztry as a therapeutic art in which a physi- 
cian attempts to help a sick person who is 
emotionally disturbed or unreasonable. He 
feels that psychiatry has cultivated certain 
skills in the use of a variety of therapeutic 
instrumentalities and, to a limited extent, 
even principles of preventive psychiatry. 
Further, it has developed a special basic 
psychodynamic science of its own. White- 
horn points out, as does Rado(15), that 
psychoanalysis is the essence of psychody- 
namic science; he also indicates that there 
are other workers of high prestige and com- 
. parable distinction who adhere to special 
psychobiological formulations as the founda- 
tion of psychodynamics. 

Whitehorn feels that collaborative con- 
tact with internal medicine and physiology 
will greatly improve the individual psychia- 
trist and strengthen the profession as a whole. 
Looking to the future, it behooves us to 


avoid undue dogmatism and rigidity in our 
training programs and to encourage con- 
structive questioning. 

Lamar(g) suggests that training programs 
be revised in the light of searching inquiry 
as tc what is sound, efficient, self-critical, 
dynamic and logical; that training centers 
be established in our medical colleges and 
associated hospitals, given generous support 
and made inviting to our best teachers; and 
that psychiatry be made attractive to the 
highest quality of medical students and young 
physicians. ` 

Lamar believes that training for all psy- 
chiatrists shculd include three years in in- 
stitutes, hospitals, clinics, dispensaries, labo- 
ratories and other institutions recognized 
(by constituted boards) as competent to 
provide satisfactory training in general psy- 
chiatry. Subject matter should include a 
general familiarity with neurological theory 
and methods of examination; a good work- 
ing knowledge of psychobiology,. psychopa- 
thology and clinical psychiatry; as well as 
of other medical sciences deemed necessary 
to the understanding and treatment of psy- 
chiatric disorders. When all of this is coupled 
with two years’ additional experience in some 
area of psychiatric occupation, it is consid- 
ered that the candidate is prepared to submit 
himself to a qualifying examination. 

To this, Rado(15) adds that physicians 
who plan to specialize in psychiatry should 
complete a course of graduate training. This 
training would begin immediately after the 
internship end would require about three 
years of full-time work emphasizing the 
study of psychodynamics. A basic course 
in the detailed psychodynamics of healthy, 
neurotic and psychotic behavior should be 
followed by a course in the psychoanalytic 
techniques of investigation and treatment, 
including the reconstructive and briefer 
methods. Kado holds that the past separa- 
tion of psychoanalysis from psvchiatry was 
artificial and harmful to both: the sooner 
this unnatural condition disappears the better. 
Preliminary to the study of psychodynamics 
is a personal preparation by each student; 
he must first: undergo a personal psycho- 
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analysis. If this requirement is unique, so 
is psychodynamics as a science. This indis- 
pensable personal therapeutic analysis is 
necessary so that the candidate may arrive 
at a more realistic appraisal of himself as a 
product of a given time and culture. 

Lewin(10) outlines the fundamentals cf 
psychoanalytic training agreed upon by the 
various institutes of psychoanalysis: (1) the 
personal analysis of the student; (2) super- 
vised work under experienced teachers; (3) 
clinical case seminars; (4) lecture courses. 

Although there is satisfactory unanimitv 
on basic principles of training, there are a 
number of problems which confront the ana- 
lytic training institutes. Chief among these 
are the large number of students wishing 
analytic training and the advanced age of the 
analyst upon his graduation from the insti- 
tute courses., While a great many students 
apply for training, many are refused because 
they do not meet the rigorous admission 
standards. However, there is not enough 
room in the various psychoanalytical insti- 
tutes to train even all of those applicants 
who are qualified. Regarding the advanced 
age of the analyst at graduation, it has been 
suggested that analysts be trained while 
they are undergraduates or during their in- 
tern years. Another suggestion is that spe- 
cial analytic schools be established, analogous 
to dental schools, to provide analytical train- 
ing sooner than is now possible. Lewin feels 
it, unlikely that either of these suggestions 
will be followed, and he believes that ana- 
lytic training will continue to be predomi- 
nately postgraduate, lengthy, extremely spe- 
cialized, and expensive. 

Allen(2) takes exception to the statement 
that a personal analysis is obligatory for those 
who enter the field of psychiatry. In his 
opinion, the establishment of this require- 
ment would undermine and eventually de- 
stroy the fine rapport which is the result 
of spontaneous choice, In the end, both 
psychoanalysis and the student would suffer 
by this obligatory factor. A personal analy- 
sis,, as part of professional development, 
should remain optional, and not fall into the 
category of being required in order to ob- 
tain professional status. l 

Alexander (1); states that. the. first pre- 
requisite: of sound teaching. in- any field is 
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the clarification of fundamental principles and 
concepts. He notes that the psychosomatic 
approach, although as old as medicine itself, 
has developed only very recently from being 
merely “bedside manner” and medical art 
into a methodology which is based on con- 
trolled observations and scientific concepts. 
He believes that the term psychosomatics 
should be limited to the study of the psy- 
chological components in organic diseases 
and to the therapy which attempts to influ- 
ence this psychological component. The or- 
ganic treatment requires, as it always has, 
a thorough knowledge of the existing medical 
specialties; the psychotherapeutic approach 
requires a thorough knowledge of psychiatry. 
Cooperation of psychiatrists with the differ- 
ent medical specialists will remain the only 
sound approach. While psychiatric concepts 
need to become an integral part of the train- 
ing of every physician, psychotherapy itself 
will remain a specialty requiring as specific 
and thorough training as surgery. 

2. In the symposium on Psychiatry in 
Medical Education, Whitehorn(22) states 
that the psychiatrist should develop in medi- 
cal students those psychiatric concepts and 
attitudes which are basic to medical science 
and practice, that he should be able to lead 
in the scientific advancement in his field 
through research and the guidance of re- 
search, and that he should direct the graduate 
training of specialists. The ideal teacher 
should have a thorough undezstancing of the 
broad range of the practice of psychiatry 
and he should have a mastery of a number 
of professional and social skills. Whitehorn 
believes that teachers of psychiatry should 
be chosen primarily for their capacity to 
lead in the development of a fsychiatric 
science basic to medicine, rather ‘than as 
mere instructors of current formulations. 
Psychiatry is becoming increasingly a science 
of psychodynamics, rather than one chiefly 
preoccupied with psychopathological phe- 
nomena. 

Greenacre(7) believes that the primary 
requirement for the training of psychiatric 
teachers should be first hand experience in 
both extramural and intramural methods of 
treatment; the teacher of psychiatry must 
bridge the gap between institutional and 
extramural psychiatry. She insists on the 
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natural union of practice and teaching by 
the development of psychiatric divisions in 
general hospitals so that the care of the 
mentally ill becomes integrated in all general 
medical programs. .... The training for 
teaching might include considerable extra- 
mural clinical experience, rather than hos- 
pital and research training only, as is so 
often the case.” 

After a lengthy outline on the nature of 
the material to be given the medical student, 
Lewis(11) suggests that teaching could be 
improved by spending more time in the 
method of psychiatric examination, demon- 
stration of more subclinical cases, better use 
of psychiatric publications, more emphasis 
on the sociological aspect of psychiatry and 
the principles of mental hygiene, and greater 
utilization of visual aids.’ Lewis believes that 
the student of medicine should be taught two 
fundamental principles: (1) The concept of 
man as a reacting entity, as a living being 
in action, and that therefore mental disor- 
ders have a “natural history’; (2) Psy- 
chiatry is a part of medicine in general and 
psychosomatic problems will confront the 
physician regardless of his type of practice. 
After four years in medical school, the stu- 
dent should be sufficiently informed in psy- 
chiatry to: (1) Recognize the usual mani- 
festations of mental disorders and the com- 
' mon emotional components of physically ill 
patients; (2) Undertake the practical han- 
dling of these patients and decide which 
patients he may treat, which patients need 
a consultant, and which patients should be 
referred to a psychiatrist; (3) Do what is 
necessary to protect the patient, the patient’s 
family, and the interests of society. The rest 
of psychiatric training may be undertaken 
as a specialty in postgraduate work. 

Porter and Davidson(13) report on a 
questionnaire sent 412 medical officers gradu- 
ated from 69 approved medical schools on 
their undergraduate courses in psychiatry. 
Responses were received from 162 cf the 
officers; 150 of these offered adverse criti- 
cisms. Their criticisms centered around 
under-emphasis on treatment, impractical 
treatment methcds, too little attention to 
psychoneurotic and minor cases, and lack 
of opportunity to see what time or treatment 
did for the patients. Moreover, they felt 
that nothing was taught to prepare them to 


meet the psychiatric problems seen in a 
general practitioner’s office. The construc- 
tive criticisms offered by this questionnaire 
should be of value in improving the teaching 
of psychiatry. 

3. The Army(4) has embarked upon a 
program of psvchiatric teaching as outlined 
in SGO Circular Letter 44, 1946. Training 
centers already designated for three year 
residencies are Brooke Army Medical Cen- 
ter, Walter Reed, Letterman, and Fitzsim- 
mons General Hospital. One year or more 
of training is possible at Oliver General, 
Madigan, Beaumont and Percy, Jones Gen- 
eral Hospitals. The course outlined in the 
circular is orthodox, and, if adequate per- 
sonnel is available, the training should be 
satisfactory. 

Powdermaker(14) reports that as of No- 
vember 1946, the Veterans’ Administration 
had 24 residency training centers with 33 
medical schools participating. In addition, 
300 psychiatric residents are at work in 
30 Veterans’ Administration hospitals and 
clinics. Programs are being developed in 6 
additional medical schools, 6 Veterans’ Ad- 
ministration hospitals and ọ mental hygiene 
clinics. The curriculum, teaching, and the 
selection of residents are the responsibility 
of the teaching agency selected by the Vet- 
erans’ Administration. The programs show 
the revolution that has been going on in 
recent years in graduate psychiatric educa- 
tion. Emphasis is being placed upon the 
dynamic approach; the importance of basic 
psychological, as well as somatic concepts ; 
teaching by conference and seminar methods, 
original investigation and methods of re- 
search. A wide interest in psychoanalysis 
has been esteblished under the auspices of 
the Menninger Foundation(6). This pro- 
gram emphasizes the change from intramural 
to extramural psychiatry and a new orienta- 
tion to outpatient therapy. The Foundation 
has the advantage of giving the student in- 
patient and outpatient experience while keep- 
ing him under the guidance of a central 
school. His instruction is planned and cor- 
related with his progression from one psy- 
chiatric service to another. The training 
should be broad, systematized and standard- 
ized, and should include both didactic in- 
struction anc supervised clinical work. 

The treatise by Smith(20) and the paper 
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by Rennie(16) report upon the experimen- 
tal two week’s postgraduate course, ‘‘Psycho- 
therapy in general Practice,” given for 25 
physicians at the center for continuation 
study of the University of Minnesota. This 
pilot course for general practitioners was the 
outgrowth of a recommendation made at the 
Hershey Conference. The questions to be 
answered by the course were: “Can doc- 
tors be taught to practice in their own offices 
the kind of medicine psychoneurotic patients 
need? Can they learn to use in all their 
practice the gist of what modern psychiatry 
has to say about human personality and the 
way it works? Can they get some idea of 
what comprehensive medicine means?” The 
teaching faculty, made up of an impressive 
group of young psychiatrists, felt that psy- 
chiatry had something that could and must 
be shared with general medicine and that 
there was an urgent need of collaboration 
with general medicine in the care of the 
psychoneurosis. 

The results of the course were generally 
satisfactory and even outstanding in some 
respects; appreciation of the importance of 
emotional factors in medical practice was 
probably the greatest single gain. 

It is encouraging to note the present wide- 
spread activity in psychiatric education at 
all levels, particularly at the postgraduate 
level. This is in sharp contrast to condi- 
tions noted in previous reports(5, 17, 18,19), 
in which during the war years there was a 
sharp reduction in undergraduate and gradu- 
ate teaching personnel, restriction of curricu- 
lar hours, and curtailment of residency train- 
ing. As a result of the war, attention has 
been focused upon the need for intensive 
psychiatric training of medical students, gen- 
eral practitioners, and specialists in psychia- 
try. This is the responsibility of the entire 


medical faculty and not alone of the psy- 


chiatric department. Moreover, psychiatric 
education is no longer the province of a few 
favored schools and of a few leaders, but 
the obligation of all psychiatric facultiés and 
educators. 
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AWARDS AND CITATIONS 


The following is the last list of awards and citations received from the Office of the 


Surgeon General, Washington, D. C. 


Major Rapa W. Barris, Medical Corps. Army 
COMMENDATION Risson. “For rendering meritori- 
ous service from 24 September 1944 to 11 April 
1946, as Chief of Neurology and Neurosyphilis 
Center, Ashford General Hospital, White Sulphur 
Springs, West Virginia, Major Barris rendered 
valuable contributions to the Medical Service, re- 
flecting great credit to his profession and commen- 
dation to himself.” 

Lr. Cot. Water E. Barton. LEGION or MERIT. 
“Lt. Col. Walter E. Barton served in varicus as- 
signments in the office of the Surgeon General, 
Washington, from April 1943 to June 1945. Com- 
bining rare qualities of technical knowledge and 
experience with a high sense of professional re- 
sponsibility, he was largely responsible for the 
organization and early development of the Recon- 
ditioning program for convalescent Army patients. 
His specific services in shaping the doctrine and 
policy of zhe four inter-related services of occupa- 
tional therapy, rehabilitation of the war blind and 
deafened, zeneral reconditioning and reconditioning 
of neuropsychiatric patients, were instrumental in 
furthering the standard of professional medical care 
and reflect the highest credit upon himself and the 
Army Medical Corps.” 

CcoLone. Jonn M. CALDWELL, JR, Medical Corps. 
ARMY COMMENDATION Risson. “For meritorious 
service in Japan from 2 September 1045 to 28 
February 1946. As Commanding Officer of the 
54th Genzral Hospital and of the 27th General 
Hospital, Colonel Caldwell contributed immeasur- 
ably to the successful maintenance of efficient medi- 
cal administration in Hollandia, New Guinea, and 
Japan. His commendable establishment of imme- 
diate and effective hospital facilities during numer- 
ous moves, the success attained in neuropsychiatric 
service, and his initiative and foresight constituted 
an exemplary demonstration of leadership. The 
admirable performance of Colonel Caldwell added 
greatly tc the modern facilities and protective mea- 
sures offered the troops of the occupation forces in 
Japan.” 

OLEINIZK P. CONSTANTINE. SELECTIVE SERVICE 
MEDAL. “In appreciation of your loyal and faithful 
adherence to duty given voluntarily and without 
compensation to the impartial administration of the 
Selective Service System, the Government of these 
United States expresses its gratitude in this public 
recognition of your patriotic services.” 

Lr. Cot. Joan M. Corron, Medical Corps, AUS. 
Lecion oF Merit. “From July 1944 to October 
1945, conceived, organized and commanded the 
Neuropsychiatric Treatment Branch, Welch Con- 
valescent Hospital, Daytona Beach, Florida. He 
devised training programs for duty personnel and 
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operational methods that became models for similar 
Army Service Forces installations. His services 
were rendered with an unselfish devotion to the wel- 
fare of his patients.” E 

Lr. CoL. ARNotD EISENDORFER, Medical Corps. 
ARMY COMMENDATION Riszon. “For meritorious 
service and devotion to duty as neuropsychia- 
trist and Chiez Neuropsychiatrist, Headquarters, 
ASFTC, Fort Lewis, Washington, from r July 
1944 to Ir January 1946. His skillful handling, 
through utilization of outstanding professional 
ability, of large numbers of psychoneurotic soldiers 
resulted in the readjustment and return to duty 
status of a high percentage of all persons pro- 
cessed, contributing materially to the welfare and 
record of the command.” 

Mayor Arnotp EISENDORFER, Medical Corps. 
ARMY COMMENDATION Risson (Oak Leaf Cluster). 
“For meritorious service as Chief, Consultation Ser- 
vice and Chief Neuropsychiatrist, Camp Abbot, 
Oregon, from 15 May 1943 to 4 June 1944. At a 
time when the Consultation Service was an Inno- 
vation and its developments in many respects novel 
and untried, Major Eisendorfer, through his out- 
standing professional ability, leadership, ingenuity 
and untiring energy, organized and operated the 
neuropsychiatric consultation service and mental 
hygiene program so successfully that it became a 
model for other services, and contributed materially 
to the effective utilization of manpower in the 
Army.” 

Mayor Harry L. FREEDMAN. Army COMMEN- 
DATION Rippon. “Major Freedman, as Director, 
Mental Hygiene Unit, Headquarters, Eastern Sig- 
nal Corps Unit Training Center, Fort Monmouth, 
New Jersey, from 22 December 1941 to 22 No- 
vember 1943, capably discharged important re- 
sponsibilities in the organization and operation of 
a psychiatric unit for the reclassification and elimi- 
nation of maladjusted soldiers.” 

Major Harry L. Freepman, Medical Corps. 
Conspicuous SERVICE Cross, presented by His 
Excellency, The Governor of -the State of New 
York. “On behalf of the Representatives in the 
Legislature of the State of New York, for ex- 
ceptionally meritorious conduct in the performance 
of outstanding services for his country in the field of 
military mental hygiene and psychiatry during the 
war. 

ist Lr, Max L. Hurr, M. A. C. Army Cox- 
MENDATION Rippon. “During World War II, the 
Medical Department carried out its mission with 
outstanding success. This achievement was made 
possible only through the combined efforts of all 
Mecical Department personnel. Your service with 
the Medical Department has been exceptional when 
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compared with others of the same grade of similar 
position, and I wish to commend you for youz 
outstanding contribution as Chief of the Psychology 
Branch of the Neuropsychiatry Consultants Divi- 
sion, Office of the Surgeon General, from 13 Febru- 
ary 1946 to 14 June 1946.” 

Mayor Jorpan A, Kerung, Medical Corps. 
ArMy COMMENDATION Rippon. “For performance 
of meritorious service while serving as Psychiatrist, 
Special Training Unit, War Department. Personnel 
Center, Camp Shelby, Miss., from June 1943 tc 
November 1945. Througk his skill, knowledge, 
good judgment and unselfish devotion to duty, 
Major Kelling contributed substantially to the suc- 
cessful accomplishment of the military mission of 
this Post.” 

CAPTAIN ROBERT C. Loncan, Jr. Army Cox- 
MENDATION RIBBON. “During World War H 
the Medical Department carried out its mission 
with outstanding success. This achievement was 
made possible only through the combined efforts 
of all Medical Department personnel. Your service 
with the Medical Department has been exceptional 
when compared with others of the same grade of 
similar position, and I wish to commend you for 
your outstanding contribution as Chief, Psychiatry 
Branch, and as Assistant Chief, Neuropsychiatry 
Consultants Division, Office of The Surgeon Gen- 
eral, from 23 December 1945 to 31 October 1946.” 

Bric. GENERAL WILLIAM C. MENNINGER. ARMY 
COMMENDATION Rippon. “During World War II 
the Medical Department carried out its mission 
with outstanding success, This achievement was 
made possible only through the combined efforts of 
all Medical Department personnel. Your service 
with the Medical Department has been exceptional 
when compared with others of the same grade of 
similar position and I wish to commend you for 
your outstanding contribution as Chief Consultant 
in Neuropsychiatry to The Surgeon General and 
Director of the Neuropsychiatry Consultants Divi- 
sion, Office of The Surgeon General, from 20 
November 1945 to 28 June 1946.” 

CotoneL Joun M. Murray, Medical Corps, 
AUS. Legion or Merit. “As Chief of the Psy- 
chiatric Branch, Office of the Air Surgeon, during 
the period from January 1943 to October 1944, 
Colonel Murray displayed extraordinary foresight 
and professional skill in successfully completing the 
organization of psychiatric service of the Army 
Air Forces. His outstanding achievement of the 
establishment of schools for the indoctrination of 
medical officers in modern psychiatric methods re- 
flects great credit upon himself and the military 
service.” 

Mayor Benepict Nacer, Medical Corps. Army 
COMMENDATION Risson. “Major Benedict Nagler, 
M. C., is hereby authorized to wear the Army 
Commendation Ribbon by direction of the Secretary 
of War. 

“During World War II the Medical Department 
carried out its mission with outstanding success. 
This achievement was made possible only through 
the combined efforts of all Medical Department 
personnel. Your service with the Medical Depart- 
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ment has been exceptional when compared with 
others of the same grade of similar positions, and 
I wish to commend you for your outsianding cor- 
tribution as Assistant Chief and later as Chief o: 
the Neuropsychiatric Section, Cushing Generz! 
Hospital, Framingham, Massachusetts, from 25 
October 1943 to 27 March 1946.” 

Cotonen Creve C. Onom, Medical Corps. LEGION 
or Merrr. “Colonel Cleve C. Odom, Medical Cores, 
Army of the United States, while serving as com- 
manding officer of Mason General Hospital, dis- 
tinguished himself through outstanding service. 
Colonel Odom expanded Mason General Hospital 
from a 1,320 to a 3,032 bed hospital during his 
tenure of command and provided instruction of 
the highest quality for medical officers and nurses 
undergoing instruction in the School of Military 
Neuropsychiatry operated at this station. Through 
his broad experience in neuropsychiatry and hosp:- 
tal administration, untiring efforts, remarkable ini- 
tiative and enthusiastic and virile leadership, Masoa 
General Hospital attained a prominent place ia 
military neuropsychiatry and administered the best 
of care and treatment to the neuropsychiatric pa- 
tients of the Army. His cumulative achievements 
reflect great credit on himself and the medical 
corps.” 

Lr. COLONEL SAMUEL PASTER. LEGION or MERIL 
“Lt. Col. Samuel Paster, M. C., AUS, as Chief, 
Neuropsychiatric Service, Kennedy General Hos- 
pital, Memphis, Tennessee, from December 1942 
to December 1945, instituted methods of treatmenz 
which became a part of the established recondition- 
ing program of the Army. His services were of im- 
measurable value to the mentally ill and were ren- 
dered with an unselfish devotion to their welfare.” 

Lt. Cor. Hersert S. RIPLEY, Jr., Medical Corps. 
CITATION FOR Bronze Star Mepau. “For meri- 
torious achievement in Biak, The Netherlands East 
Indies, from 15 October 1944 to 1 August 1945, in 
connection with military operations against the 
enemy. As chief of the neuropsychiatric section of 
a large general hospital, Lt. Colonel Kipley was 
responsible for the planning and organization of 
complete facilities for the care and treatment of 
psychotic cases. Despite difficult working condi- 
tions and an acute shortage of experienced person- 
nel, he succeeded through unselfish and diligent 
labor in providing an efficient service during a 
period in which large numbers of patients were 
being received from the Philippine Island cam- 
paigns. He devoted additional time to the instruc- 
tion and training of other medical officers, and 
supervised the establishment and operation of a 
convalescent and rehabilitation section which re- 
ceived high praise from ranking medical authorities. 
As a result of these capable efforts, many patients 
who ordinarily would have been evacuated to the 
United States were rehabilitated and returned to 
duty in the theater. By his superior professional 
ability, resourcefulness, and devotion to duty, Lt. 
Col. Ripley made a distinguished contridution to 
the care of battle casualties in the Southwest Pa- 
cific Area.” 


562 


Lr. Cotonzt Perry C. TALKINGTON, Medical 
~ Corps. Bronze Star Mebpar. “For meritorious 
service in connection with military operaticns 
against an enemy cf the United States during the 
period I August 1944 to 8 May 1045. The superior 
manner in which Colonel Talkington performed 
his exacting duties as Neuropsychiatric Consultant, 
Medical Section, Headquarters Third U. S. Army, 
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distinguishes him as an outstanding officer. His 
professional skill and organizing ability were im- 
portant contributions in forming and maintaining a 
vital Neuropsychiatric Center in the Third U. S. 
Army area. Colonel Talkington’s many accomplish- 
ments; his sound judgment and loyal, untiring devo- 
tion to duty reflect great credit upon himself and 
the military service.” 


NOTICE TO MEMBERS OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION 


In eccordance with the provisions of Article VIII of the Constitution of the Asso- 
ciation, and in accordance with the vote of Council, notification is hereby given that at 
the 1947 meeting the following.amendments proposed by the Committee on Membership 


will be presented for vote: 


Strike out Article III, Section V and insert the following in its place: 

Section V. Members hereafter shall be chosen from physicians who have spe- 
cialized in the practice of psychiatry for at least three years and after fulfilling the 
requirements of Associate Members. Members shall be recommended to Fellowship 
as it becomes apparent that they deserve this recognition. 


Amend Article III, Section VI to read as follows: 
Section VI. Associate Members. shall be physicians who have had at least one 
year’s practice in a mental hospital or its equivalent. 


COMMENT 


LETTER FROM FRANCE 


The “Letter from France,” appearing in 
this issue of the JOURNAL, is the response to 
a request addressed to Dr. René Charpen- 
tier, editor-in-chief of the Annales Medico- 


o psychologiques, for an article reporting on 


psychiatric activities in France during recent 
years when communication between our 
French colleagues and their western brethren 
had been cut off. 

It was suggested that such an article 
would be a welcome revival of a custom 
that prevailed when the Annales and the 
JOURNAL were both young, and when from 
time to time a “Letter from France” ap- 
peared in our pages to acquaint cur readers 
with the particular interests and doings of 
cur neighbors across the seas. 

Dr. Charpentier replied most cordially, 
promising his friendly and full collaboration 
“in any way that may contribute to render 
more intimate the relations between Ameri- 
can and French psychiatrists, and in partic- 
ular between the excellent American Journal 
of Psychiatry and the Annales Medico-psy- 
cnologiques.” 


Being unable to undertake the preparation 
of the article in question himself, Dr. Char- 
pentier invited his collaborator Dr. Paul 
Cossa to do so and the latter generously 
consented. Dr. Cossa, former chief of the 
psychiatric clinic of the Faculty of Medicine 
of Paris and neurologist to the hospitals of 
Nice, is the author of a number of books on 
the anatomy and physiopathology of the 
nervous system and neurological and psy- 
chiatric therapies. He has been at consid- 
erable pains to prepare a review of some of 
the important accomplishments in psychiatry 
in France since the year 1939. It is an 
extraordinary record which bears testimony 
to the courage, resourcefulness and perse- 
verance of our French colleagues in puzsu- 
ing their accustomed scientific labors and 
producing results under conditions well-nigh 
intolerable. 

We express our gratitude to Dr. Char- 
pentier and to Dr. Cossa for the “Letter 
from France”, which we hope will be the 
first of a new series that will revive an 
ancient and friendly custom. 


THE PSYCHIATRIC FOUNDATION 


The Psychiatric Foundation has been es- 
tablished for the purpose of raising funds 
with which to carry out the objectives of 
The American Psychiatric Association. In- 
itially approved by the parent organization, 
it is being founded in fact by the numerous 
letters and contributions from the members 
of our Association. At this time over nine 
hundred encouraging and inspiring letters 
and contributions totaling more than ten 
thousand dollars manifest the sincere de- 
termination of our members to begin turning 
the gears of psychiatry for the practical 
benefit of a great many people. 

The first project which The Foundation 
is supporting is one which aims to assist the 
mental hospitals in the United States and 
Canada to bring about the necessary correc- 
tions and improvements. This is a project 
of our Association submitted by the Commit- 
tee on Psychiatric Standards and Policies 
anc approved by the Council for the inspec- 
tion and rating of public and private mental 
hospitals. This project follows the pattern 


of the one carried out by the American Col- 
lege of Surgeons. In addition to the funds 
which The Foundation will provide for tais 
purpose, the project will require the patient 
assistance of every hospital superintendent 
in supplying the Committee with the infor- 
mation which it needs. | 
In its efforts to raise large sums of money 
to implement some of the carefully con- 
sidered recommendations of the Standing 
Committees of our Association, The Founda- 
tion will naturally have to publicize existing 
conditions and explain the financial needs 
necessary to correct these conditions. In 
doing so, it may duplicate the educational 
é-forts of existing organizations. Unfor- 
tunately this cannot be avoided. The princi- 
pal purpose for creating The Foundation is 
tc establish an organization for acquiring 
funds with which to assist psychiatry to be- 
come more effective for the general good. 
Leo H. BARTEMEIER, M. D., 
Presideni, 
The Psychiatric Foundation. 
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COUNCIL MEETING, AMERICAN PSYCHIATRIC ASSOCIATION 


The icllowing transactions represent the 
high lights of the regular mid-winter meet- 
ing of The Council, which was held in New 
York City cn December fourteenth and ff- 
teer:th: 

The next annual meeting of the Assccia- 
tion, which will be held at the Hotel Penn- 
sylvania in New York City, will begin on 
Monday, May nineteenth and continue 
through Friday, May twenty-third. 

The President, Doctor Samuel W. Hamil- 
ton, will give his address at the opening 
session. 

The second day of the meeting will be 
devoted to a series of group discussions 
which are being arranged by the Committee 
on Reorganization. These sessions will be 
staggered in time and the topics to be dis- 


cussed are The Duties of the Proposed Med- - 


ical Adviser and His Office, Medical Educa- 
tion, Research, Public Education, Methods 
of Nominating Officers, Standards and Poli- 
cies and The Journa. Those participating 
in these discussions will prepare resolutions 
which will be discussed and acted upon at 
a general meeting of the membership on 
Thursday. | 

One afternoon of the annual meeting will 
be devoted to The Psychiatric Foundation. 

Two evenings will be given over to round 
table discussions. 

The annual meeting of the Association in 
1948 will take place in Portland, Oregon. 
. The Council voted that the Nominating 
Committee be requested to submit separate 
nominations for the position of Secretary 
and Treasurer. No amendment of the Con- 
stitution will be necessary to effect this 
change. | 

The Association will publish a monthly 
News Bulletin which will be distributed to 
the members of the Association without 
charge for a period of one year. The prep- 
aration and the selection of material for 
the Bulletin will be under the supervision of 
an Editor and his Staff. 

The Council approved the recommenda- 
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tion of the Committee on Standards and 
Policies that the Society create the. ma- 
chinery for the inspection and rating of both 
public and private mental hospitals. The 
Council approved the recommendation of the 
Committee taat a “Form for Inspection” be 
sent to the superintendents of mental hospi- 
tais. The Council also filed a request with 
The Psychiatric Foundation for a grant of 
seventy thousand dollars beginning July 1, 
1947 in order to implement the recommenda- 
tion of the Committee on Standards and 
Policies. 
Lro H. Barremerer, M. D, 
Secretary-Treasurer. 


GROUP FOR THE ADVANCEMENT OF Psy- 
CHIATRY.—About sixty-five members of The 
American Psychiatric Association met as a 
group at Rye, N. Y., on Nevember 4-6, 
1946, to discuss current problems in psychi- 
atry. Nine committees were active, but the 
focus of the meeting was upon medical edu- 
cation. Under the chairmanship of Dr. 
T. A. C. Rennie, this commiitee plans to 
meet monthly in New York to continue work 
on recommendations for improving the con- 
tent and methods of teaching psychiatry. 

The committee on therapy, under Dr. 
Ralph Kaufman, completed recommenda- 
tions concerning shock therapy which are 
being circulated for study and comment. 

The chairman of the group, Dr. W. C. 
Menninger, announces that the next meeting 
will be held in the spring to work on prob- 
lems concerning the state hospital patient, 
under the chairmanship of Dr. Kenneth E. 
Appel. 

This meeting was made possible by the 
Commonwealth Fund. 


THE Mennincer Founparion.—Appli- 
cations are being received for 3 positions in 
the research department of The Menninger 
Foundation with opportunity afforded for 
clinical work and teaching. Minimum re- 
quirements are three years experience in psy- 
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chiatric practice or psychiatric research plus 
a completed training analysis; or five years 
psychiatric practice, plus a completed per- 
sonal analysis. Further information may be 
obtained by writing to Dr. Merton M. 
Gill, Assistant Director, Research Depart- 
ment, The Menninger Foundation, Topeka, 
Kansas. 


Mepico-LecaL Retations-—No. 1 of 
Vol. 8 (July 1946) of the Journal of Clinical 
Psychopathology is devoted to the publica- 
tion of eight papers from the second series 
of symposia on the relations of law and 
medicine, arranged by Dr. Hubert Winston 
Smith, professor of legal medicine, Univer- 
sity of Illinois. Certain other papers in this 
series, as well as in the first series, have been 
published in the Journat (Mch. and Sept., 
1943; Mch. and May, 1946). 

In addition to the valuable papers by dis- 
tinguished contributors, this issue of the 
Journal of Clinical Psychopathology is note- 
worthy for the inclusion of a 30-page bib- 
liography of publications of joint interest to 
the legal and medical professions prepared 


by Dr. Smith. This is a distinctly serviceable. 


reference item. 


BUILDING AND IMPROVEMENTS, N. Y. 
STATE HosrrraLs.—The New York State 
Postwar Public Works Planning Commis- 
sion has announced the approval of sev- 
eral new projects for expansion and im- 
provements in the state hospital service. 
These projects cover new construction and 
improved facilities at Kings Park State 
Hospital, Marcy State Hospital, Central 
Islip State Hospital, Hudson River State 
Hospital and Letchworth Village, and will 
involve the expenditure of $5,763,500. 

With these new developments, the Com- 
mission to date has planned for 114 projects 
for new construction, répair, ‘remodeling, 


etc., in the New York state hospital system ` 


at an estimated cost of $92,842,541. 


AMERICAN BOARD OF PSYCHIATRY AND 
NEUROLOGY ExaMINATIONS.—The tentative 
dates and location of the next examination 
for certification in neurology and psychiatry 
are May 15, 16, 17, 1947, in Philadelphia, 
Pennsylvania. Applications should be in the 


NEWS AND 


NOTES 565 
hands of the secretary go days before the 
examination is scheduled. The last possible 
date for filing is March 1, 1947. 


OPENING For PSYCHIATRIST IN Boys’ Vo- 
CATIONAL ScHOOL.—A full-time residency 
is to be filled in the Boys’ Vocational Schoo! 
at Lansing, Michigan. This school accom- 
modates 350 maladjusted boys. The ap- 
pointee will be. director of the clinic and 
have charge of the staff consisting of phy- 
siclan, psychologists, social workers and 
nurses. The position carries an annual salary 
of $6780 and retirement benefits. 

Enquiries may be addressed to Francis P. 
Kelly, Esq., Chief Transactions Division, 
Michigan Civil Service Commission, Unit 4, 
Lansing, Michigan. 


Dr. LEVINE APPOINTED AT UNIVERSITY 
oF CincinNaATI.—Dr. Maurice Levine has 
been appointed professor of psychiatry at 
the University of Cincinnati Medical Col- 
lege to succeed Dr. John Romano who re- 
signed to accept a similar position at the 
University of Rochester. 

Dr. Levine, a graduate of the University 
of Cincinnati, will direct the psychiatric. 
service at the General Hospital, the Central 
Clinic of the Community Chest, and will 
have charge of the projected Psychiatric 
Institute at the Jewish Hospital. 


VETERANS ADMINISTRATION TRAINING 
Courses.—Two additional residency train- 
ing programs for Veterans Administration 
physicians in neurology have been organized. 
The residencies, which will vary from one 
to three years, according to a doctor’s pre- 
vious experience, are designed to prepare 
residents for certification in neurclogy by 


the American Board of Psychiatry and Neu- 


rology. 

One training program will be conducted 
under the joint auspices of Boston Uni- 
versity, Tufts Medical College and Harvard 
University. Residents will be stationed at 
the Veterans Administration Hospital at 
Framingham, Massachusetts (formerly the 
Army's Cushing General Hospital). Appli- 
cations should be sent to Dr. Harry C. Solo- 
mon, Chairman, Deans Subcommittee for 
N europsychiatry, Harvard University: Medi- 
cal enor Boston, Massachusetts. 
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The other program will be conducted at 
Jefferson University Medical College and 
Clinic, Philadelphia, Pennsylvania, under the 
auspices of the Veterans Administration 
Philadelphia Deans Committee, and directed 
by Dr. Bernard J. Alpers, professor of neu- 
rologv, Jefferson Medical College. Applica- 
tions should be sent to Dr. Edward A. 
Strecker, Chairman, Deans Subcommittee 
for Neurcpsychiatry, University of Penn- 
- sylvania School of Medicine, Philadelphia, 
Pennsylvania. 


AMERICAN SOCIETY OF ELECTROENCEPH- 
ALOGRAPHY.—In June, 1946, at the request 
of the Eastern Association of Electroenceph- 
alographers, the American Physiological So- 
ciety appointed Dr. Herbert Jasper and Dr. 
Frederick A. Gibbs; the American Neuro- 
logical Association, Dr. Robert Aird, and 
Dr. Charles Aring ; The American Psychiat- 
ric Association, Dr. Charles Stephenson and 
Dr. Robert S. Schwab, and the American 
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Medical Association, Dr. E. J. Baldes, to 
form a Council of seven members for the 
purpose of organizing a national society of 
electroencephalography. The purpose of this 
national society was to supervise and raise 
the standards of laboratories, workers and 
publications in this field. 

In December, 1946, this Council of seven 
members met in Boston and formed the 
American Society of Electroencephalogra- 
phy, the officers consisting of President, Dr. 
Jasper; Vice-President, Dr. Gibbs; Secre- 
tary, Dr. Schwab, and Treasurer, Dr. Mary 
A. B. Brazier. 

Workers are invited to consult the Society 
regarding their research projects and manu- 
scripts may be submitted for critical evalu- 
ation. 

Enquiries may be sent to Dr. Robt. 
S. Schwab, Secretary American Society 
of Electroencephalography, Massachusetts 
General Hospital, Boston, 14, Mass. 


PSYCHIATRIC PLACEMENT SERVICE TO BE CONTINUED 


In the summer of 1945 it became increasingly evident that physicians in the armed 
forces who were interested in obtaining further training in psychiatry and in finding posi- 
tions in this field upon their return to civilian life, would require advice and assistance. 
In order to meet this emergency, The American Psychiatric Association and The National 
Committee for Mental Hygiene joined forces and set up a Psychiatric Personnel Placement 
Service, which began operating on December 11, 1945, under the guidance of an advisory 
committee, composed of representatives of the two organizations. 

During the past year a great deal has been accomplished. Nation-wide surveys of 
general and state hospitals, of private mental hospitals, of community and mental hygiene 
clinics, of medical schools, and of foundations have been conducted, in order that there 
might be a complete file of the positions and training opportunities available in psychiatry. 
Several hundred physicians have been interviewed personally in the office, and their careers 
in psychiatry have been planned and mapped out for them. The director of the Placement 
Service made several field trips to various parts of the country, during which he discussed 
the personnel situation with prospective employees. Many physicians have been placed in 
training and in attractive positions. The problems confronting psychiatry have been pointed 
out at important medical meetings and conferences. 

Up to and including December 10, 1946, which is the date of completion cf the year’s 
undertaking, over 900 physicians had registered with the Placement Service, either by letter 
or by personal interview. During the last few months the number of new applications re- 
ceived has been dwindling, and the requests for assistance diminishing. Al physicians who 
indicated that they would be released from the army or the navy up to January 1, 1947, 
have been referred to positions or have been given advice concering training. It is felt, 
therefore, that the emergency placement program has been completed. It is the opinion of 
the advisory committee that it is important to have a central place where data relative 
to training and positions in psychiatry can be obtained by interested physicians. The 
activities of the Psychiatric Personnel Placement Service will be continued by The National 
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Committee for Mental Hygiene at 1790 Broadway, New York 19, N. Y., and applications 
from physicians seeking placement in positions or in training in the field of psychiatry are 


still invited. 


Dr. Forrest M. Harrison, who has directed the Placement Service for the past year, 
has accepted the position of assistant superintendent of the Delaware State Hospital, Farn- 
hurst, Delaware, and assumed his duties there on November 20, 1946. 


CERTIFIED BY THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, 
INC, NEW YORK CITY, DECEMBER 16, 17, 18, 1946 


PSYCHIATRY 
(By Examination) 


*Alden, John, 490 Post St., San Francisco, Calif. 

Aldrich, C. Knight, Dept. of Student Health, State 
of Wisconsin Gen’! Hospital, Madison, Wisc. 

Allen, Adam O., Vets. Admin., Coatesville, Pa. 

Alpert, Herman S., Marcy State Hospital, Marcy, 
N. Y. 

Anderson, Charles L., 802 Griswold St., Worthing- 
ton, Ohio. 

Beanstock, Sam, Vets. Admin., Downey, Iil. 

Beckanstein, Nathan, 681 Clarkson Ave., Brook- 
lyn, N. Y. 

Bennett, Robert B, New Jersey State Hospital, 
Trenton, N. J. 

Bianchi, John A., 681 Clarkson Ave. Brooklyn, 
N. Y 


Bernard, Viola, 930 Fifth Ave., New York City. 

Beyer, Margaret V., Springfield State Hospital, 
Sykesville, Md. 

Boner, Albert J., 15 West Main St., Madison, Wisc. 

Boyd, Ina Helene, Lock Box 1840, San Antonio 6, 
Texas. 

Branche, George Clayton, Vets. Admin. Hospital, 
Tuskegee, Ala. 

Bromberg, Robert, 40 East 61st St, New York 
City. 


Brown, Warren T., 333 Cedar St, New Haven, 
Conn. 
Buckman, Charles, Creedmoor State Hospital, 


Queens Village, N. Y. 

Burack, Samuel, Rm. 817, Blum Bldg., 624 S. 
Michigan Ave., Chicago, Ill. 

Burn, Edward Morse, r11 N. 49th St., Phila., Pa. 

Campbell, James A., Letchworth Village, Thielils, 
N. Y. 

Capellari, Elmer E. 6435 Clifford St., Pittsburgh, 
Pa. 

Cassone, Vincent J., State Hospital, Danville, Pa. 

Chiarello, Carmelo, 681 Clarkson Ave., Brooklyn, 
N. Y. 

Chirico, Dominick F., 1084 Bay Ridge Parkway, 
Brooklyn, N. Y. 

Chornyak, * John, Mental Hygiene Clinic, Vets. 
Admin., 366 W. Adams St., Chicago, Ili. 

Clauser, William J., 74 Fenwood Rd., Boston, Mass. 

Cohen, Irwin Justus, 441 West 56th St., New York 
City. - 

Cohen, M. Michael, 8735 Bay Parkway, Brooklyn 
14, N. Y. 


* Denotes complementary certification, 


Davidson, Henry A., 533 Mt. Prospect Ave., New- 
ark, N. J. 

Davis, John Evan, State Hospital, Trenton, N. J. 

Davis, Vernam T., U. S. Marine Hospital, Ellis 
Island, New York Harbor, N. Y. 

Dell, Cort, Amerigo Philip, 32 Buffalo St., Canan- 
daigua, N. Y. 

Eisenstein, Victor W., 1212 Fifth Ave., New York 
City. 
English, Harrison Force, rọ Morningside Drive, 
Trenton, N. J. 
Feldman, Harold, 1600 South Ave, Rochester, 
N. Y. i 

Ferber, Leon, 4804 Elkins Ave., Nashville, Tenn. 

Finkelhor, Howard S., 8144 Jenkins Arcade, Pitts- 
burgh, Pa. 

Fogel, Ernest J., Harrisburg State Hospital, Har- 
risburg, Pa. 

Fox, Heary Morgenthau, Peter Bent Brigham 
Hospital, Boston 15, Mass. 

Frank, Jerome D.. 2651 Connecticut Av2., 
Washington 8, D. C. 

Frankfurth, Vincent L., U. S. Veterans Hospital, 
Northampton, Mass. 

Freed, Joe Edward, S. Car. State Hospital, Colum- 
bia, S. C. 

*Friedman, Arnold P., 71 East 77th St., New York 
City. 

Funkhouser, James B., McGuire Hospital, Rich- 
mond, Va. 

Furst, William, 188 Clinton Ave., Newark 5, N. J. 

Gansloser, Wilbert M., 3624 Arsenal St., St. Louis, 
Mo. 

Gershman, Harry, Central Islip State Hospital, 
Central Islip, N. Y. . 

Gilman, Leonard, Walter Reed General Hospital, 
Washington, D. ©. 

Ginsberg, Leon, Essex County Hospitel, Cedar 
Grove, N. J. 

Ginsberg, Stewart T., Vets. Hospitali, Marion, Ind. 

Glueck, Bernard C., Jr„ Stony Lodge, Ossining, 
N. Y. 

Goitein, Lionel, 3 East 74th St., New York City. 

Golden, Morton M. 144 Willow. St, Brooklyn, 
N. Y. 

Goldstein, Joseph L., Highland Hospital, Asheville, 
N.C 


N. W, 


Golob, Meter B., 133 Seaman Ave., New York 34, 
N. Y 


Gordy, Samuel T., 4312 Spruce St., Phila., Pa. 
Gould, Louis N., Norwich State Hospital, ‘Norwich, 
Conn. 
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Grand, Henry G., 157 East 62nd St, New York 
City. 

Greizman, Saul, Torrance State Hospital, Tor- 
rance, Pa. 


Grossman, S. Cyrus, 538 Maccabees Bldg., Detroit 
26, Mich. 

Hagopian, Peter B., Danvers State Hospital, P. O. 
Box 50, Hathorne, Mass. 

Haimes, Solomon M., 255 South 17th St, 
Pa. 

Hallo, Louis, Vets. Admin. Hospital, Chillicothe, 
Ohio. 

Harris, Irving D., 907 S. Wolcott, Chicago, IH. 

Harris, Richard Lamar, Vets. Admin., Neuropsy- 
chiatric Hospital, Las Angeles 25, Calif. 

Hawkins, William B., Veterans Hospital, Lyons, 
N. J. 

Hoffman, Harry, 805 Park Ave., Plainfield, N. J. 

Holland, Charlton Gilmore, Univ. of Virginia Hosp., 
Charlottesville, Va. 

Hornisher, Joseph J., Brooke General Hospital, 
Fort Sam Houston, Tex. 

Horst, Elmer Leaman, Vets. Admin., Coatesville, 
Pa. 

Horvath, Imre E., Vets. Admin. Hospital, Box 
2614, Hines, Iil. 

Howell, Ira L., 215 Ross Ave., Alamosa, Colo. 

E Charles B., Veterans Hospital, Roanoke 17, 


Phila., 


Huż hias William J.. 555 Park Ave., New York 
City. 

Hyatt, Hervert W., Veterans Hospital, American 
Lake, Wash. 

Ivey, Evelyn P., 28 De Hart St., Morristown, N. J. 

Jackman, Abraham I., 6750 Cornell Ave., Chicago 
49, Ill. 

Jarvis, Jack Reynolds, Sheppard & Enoch Pratt 
Hosp., Towson, Md. 

Johnson, Chester Karle, Jr., Bryce Hospital, Tus- 
caicosa, Ala. 

Kaufmann, Erich, 
NW. Y. 

Kay, Frank Alfred, 510 Medical Arts Bldg., Bir- 
mingnem, Ala. 

Kelly, Francis W., 200 Retreat Ave., 
Conn. 

Kennedy, Cyril J. C., Kings Park State Hospital, 
Kings Park, N. Y. 

Kern, Walter S., Rockland State Hospital, Orange- 
burg, N. Y. 

Knight, Robert Palmer, 3617 West 6th Ave. 
Topeka, Kans. 

ea Louis J., Phila. State Hospital, Phila., 

a. 


1500 South Ave, Rochester, 


Hartford, 


seta Frederick H., Phila. State Hospital, Phila., | 


ie Leonard Charles, 400 Forest Ave., Buffalo 


ta N. Y. 

Laxson, Gerald O., Ft. Meade, S. Dak. 

Lazar, Martin, St. Lawrence State Hospital, Og- 
densburg, N. Y. 

Leaffer, Harry, 611 W. Mt. Vernon, Springfield, 
Mo. 


Leaman, Ann Hankins, rrr N. goth St., Phila., Pa. 


NEWS AND NOTES 


[Jan. 


Levinstim, Louis, 334 West 86th St, New York 
City. 

Levitin, Lawrence A., Langley Porter Clinic, San 
Francisco 22, Calif. 

Levy, Erwin, €3 East yoth St., New York City. 

Loftus, Thomas Anthony, Hickory Hill, R. F. D. 1, 
McLean, Va. 

Longley, William H., Jr. 
stone Park, N. J. 

MacKinnon, Harry L., 820 Third National Bank 
Bidg., Daytcn 2, Ohio. 

Matthews, Rudolph S., 3903 Trenholm Rd., Colum- 
bia, S. C. 

Mayers, Albert H., 30 East 6oth St., 
City. 

McDaniel, Thomas W., Jr, Capt. (MC) USN, 
U. S. Naval Medical Unit, USPHS Hospital, 
Fort Worth. Tex. 

McGuire, Ivar, 1112 Kales Bldg., Detroit 26, Mich. 

McKnight, William K., Friends Hospital, Frank- 
ford, Philadelphia, Pa. 

Mercurio, Frank, Vets. Admin. Hospital, Coates- 
ville, Pa. 

Mergener, John C., 403 S. Bundy Drive, Los An- 
geles, Calif. 
Miller, Joseph S. 

City. 

Moore, Burness E., 333 Cedar St., New Haven, 
Conn. 

Mosco, James A., Vets. Admin., Reg. Off., 415 
Pine St., St. Louis, Mo. 

Mullin, Charles S., Jr., Lt. Comdr,, 
Hospital, Great Lakes, Ill. 

Nelson, Lloyd J., Sub Station No. 60, Queens Vil- 
lage, Long Island, N. Y. 

Oatman, Jack G., State Hospital, Greystone Park, 
N.J. 

Olson, William S., c/o Langley Porter Clinic, San 
Francisco, Calif, 

Paunez, Arpad, Veterans Hospital, Lyons, N. J. 

Pearcy, Frank, 2606 Oak Lawn Ave., Dallas, Tex. 

Petrone, Roscoe B., Vets. Admin. Hospital, Ameri- 
can Lake, Wash. 

Pierce, Hugh M., 1600 South Ave., Rochester, N. Y. 

Pleasants, Edward N., State Hospital, Marlboro, 
N. J. 

Pleasure, Hyman, Central Islip State Hospital, 
Central Islip, N. Y. 

Potkonski, Leopold A., Phila. State Hospital, Phila., 
Pa, 

Rankin, James H., Vets. Admin., Neuropsychiatric 
Hospital, Los Angeles 25, Calif, 

Reder, E. Louis, 945 Bushwick Ave., Brooklyn 21, 
N. Y. 

Ripley, Herbert Spencer, 525 East 68th St, New 
York City. 

Rosenbloom, William, Veterans Hospital, Downey, 
Tit. 

Russman, Charles, State Hospital, Middletown, 
Conn. 

Sampliner, Robert B., Vets. Admin. Hospital, Van 
Nuys, Calif. 

Sandler, Nathaniel, 903 Kales Bldg. Detroit 26, 
Mich. - 


State Hospital, Grey- 


New York 


114 East 54th St, New York 


U. S. Naval 
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Schillinger, Arnold A., Veterans Hospital, North- 
port, N. Y. 

Schrale, Hervert, Neuropsychiatric Institute, Ann 
Arbor, Mich. 

Schrier, Clarence M., State Hospital, Kalamazoo, 
Mich. 

Sewall, Lee Goodrich, Veterans Hespital, Lyons, 
N. J. 

Sherman, Albert M., 68 Clifton Terrace, Wee- 
hawken, N. J. 

Sitter, Stephen C., 4001 North Prospect Ave., Mil- 
waukee, Wisc. 

Slaght, Kenneth K., 1600 South Ave., Rochester, 
N. Y. 

Smith, Alan Percival, Jr., Veterans Admin. Hos- 

pital, Tuskegee, Ala. 


Schler, Theodore P., 805 Main St., Hartford, Conn. 


Southard, Curtis G., USPHS Hospital, Fort Worth, 
Tex. 

Tamarin, Sidney L., 661 Clarkson Ave., Brooklyn, 
N. Y. 


Tarjan, George, Peoria State Hospital, Peoria, Ill. 

Tarwater, James S., Bryce Hospital, Tuscaloosa, 
Ala. 

Tauber, Abraham, 1108 Peoples State Bldg., Pon- 
tiac, Mich. 

Terrence, Christopher F., 681 
Brooklyn, N. Y. 

Tompkins, Harvey J., 4647 South 30th Rd., Arling- 
ton, Va 

Vestermark, Seymour D., USPHS Hospital, Fort 
Worth, Tex. 

Vogel, B. Frank, 30 East 6oth St, New York City. 

Walker, Charlotte Prisch, Neuropsychiatric Insti- 
tute, Ann Arbor, Mich. 

Wall, David R., 640 Kingshighway, St. Louis 16, 
Mo. 

Wander, Maurice C., Kings Park State Hospital, 
Kings Park, L. I., N. Y. 

Warne, Merna Mary, State Hospital, Greystone 
Park, N. J. 

Webb, Robert W., 1919 Massachusetts Ave., Wash- 
ington, D. C, 

Weil, Frederic S., 49 East 86th St., New York City. 

Weinberger, Jerome L., 117 Bay State Rd., Boston, 
Mass. 

Weinreb, Joseph, 16 Poplar St., Elmsford, N. Y, 

w Samuel A., 786 Palisade Ave., Teaneck, 

z: 

Weissman, Max, 262 Central Park West, New 
York City. 

Weitz, Paul, Veterans Hospital, Lyons, N. J. 

Wimick, William, Veterans Hospital, Coatesville, 
Pa. . 

Wise, Robert Andrew, 1600 South Ave., Rochester, 
N. Y. 

Wright, David Graham, 305 Blackstone Blvd., 
Providence, R. I. 

Zeltzerman, Israel, 96 State St, Augusta, Me. 


Clarkson Ave., 
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Asselin, George F., 100 E. Jeffery St., Kankakee, 
Tit. 


Bailey, Marion Prentiss, Vaughan General Hos- 
pital, Mines, Ill, 
Bean, Victor H. Vets. Admin. Hospital, Fort 


Lyon, Colo. 

Binger, Carl A. L. 125. East 73rd St. New York 
City. 

Blanton, Smiley, 115 East 61st St, New York 
City. 


Borden, Parker G., Vets. Admin. Hospital, Canan- 
daigua, N. Y. 

Botts, Harry H., Vets. Admin. Hospital, Marion, 
Ind. 

Bowers, Walter Garfield, 409 Douglass St., Read- 
ing, Pa. 

Brennan, Thomas F., 3 Old Mamaconeck Rd, 
White Plains, N. Y. 

Bryant, Robert Homer, P. O. Box 191, Alexandria, 
L 


a. l 

Burdick, Charles Henry, Vets. Admin., Minneapolis, 
Minn. 

Burrier, Walter Painter, Vets. Admin. Hosp., Bed- 
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CRIME AND THE Human Minn. By David Abra- 
hamsen, M.D. (New York: Columbia Uni- 
versity Press, 1944.) 


It is to the author’s credit that he approaches 
_the subject by considering the criminal as a whole, 
emphasizing the influence of the environment in 
the genesis of the criminal’s behavior and stress- 
ing the emotional as well as the unconscious mc- 
tivations. The whole book is permeated with the 
functional dynamic rather than a static approach. 
It suffers, however, from numerous defects and 
limitations which seriously impair its usefulness. 
It reflects a desire to please all sorts of views. 
The author has mixed up Freud, Jung, and Adoif 
Meyer, without producing a synthetic product. 
Thus we are treated to Jung’s concept of the 
collective unconscious as a foundation to ex- 
plain part of the criminal’s inheritance, built out 
of instincts and archetypes. This, as presented, 
does not seem to fit well with the analytic and 
non-analytic approaches that the author makes 
elsewhere. Had the author considered Freud’s con- 
tribution to anthropology, “Totem and Taboo” for 
instance, he could have explained the criminality 
without resorting to the highly theoretical concept 
of the collective unconscious. The author recog- 
nizes that “each offender selects his own crime” 
and further contends “that since desire toward 
crime is present in all humans, criminals are not 
very different from any law abiding citizen.” He 
then goes on to say that “crime may, therefore, 
be only a surface symptom or a symptom of men- 
tal illness which has existed a long time.” Yet, 


in the same breath, he accepts the old-fashioned 


and out-worn concept of accidental and chronic 
criminality, which entirely contradicts the above 
statement. 

Concerning the etiology of crime, the author 
makes a broad statement, namely, that ‘‘crime 
may be considered a product of a person’s ten- 
dencies and the situation of the moment interacting 
with his mental resistance” without specifying the 
exact connotation of these terms, which in them- 
selves are nebulous enough. The reviewer feels 
the author also tends to contradict himself when 
he states; “It may be assumed then that it is not 
the tendencies and resistance embodied in tke struc- 
ture of the individual which carry him into crime, 
nor the situation as such, but the fact that he is 
functioning in the wrong set-up.” And ‘what is 
the “wrong set-up’? No statement appears to 
clarify it. The author thus appears to reduce the 
eticlogical concept of crime into a simple formula, 
based on generalizations. 

Nowhere, however, are the author’s limitations 
in his attempts to establish psychogenic motiva- 
tions in crime more evident than in his discussion 
of psychopathy and super-ego. Thus in speaking 
of psychopaths, he states that the psychopath has 
no conscience or has a damaged conscience. This 
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-yidual a non-criminal neurotic. 


is a very strange statement to make. Just what 
does he mean by damaged or impaired conscience? 
(p. 60, p. 125). Is it the frontal lobe that is sick, 
or any particular area? What does he mean by 
conscience anyway? All this doesn’t mean a thing 
unless he would give a definitive statement about 
the development and structure of super-ego. The 
whole chapter or classification is superficial and 
is not based on dynamics. In view of the fact that 
psychopathy seems the most touchy subject in the 
whole field of psychiatry and at the same time most 
important for the problem of crime, one would 
expect it to receive considerable attention whereas 
actually, it receives very little. 

While the author should be praised for advocat- 
ing the psychogenetic approach to crime, his views 
are not based on his own cases, but consist almost 
entirely of borrowed material, taken mainly from 
the records from the Court of General Sessions 
indicating but little personal knowledge of the 
matter. It is not even certain from the book that 
the author understands psychoanalysis, One might 
say that while he knows a lot about psychoanalysis, 
he does not understand psychoanalysis. Nothing, 
however, reveals so clearly the author’s basic weak- 
ness as his presentation of cases. One would sup- 
pose that a man who stresses so emphatically psy- 
chogenesis in crime would give us at least.a few 
well-thought-out, well-worked-out, cases. Instead 
we are treated to commonplace descriptive material 
which can be found in the files of any clinic, fol- 
lowed by the ‘author’s extravagant and wholly 
unwarranted interpretations. Let us see what he 
actually gives us. 

Case 1. (Page 3.) A certain man killed his 
wife because he got tired of her. What a spectacu- 
lar discovery of a cause of murder! The author 
further states that the man married the woman 
because she was a symbol of his mother. No 
proof whatever is given of this or other symbol- 
ism. In fact, the case is so brief, it couldn’t be 
proof of anything. It is this type of statement that 
incurs the criticism of many people because of 
large deductions from unusually small premises. 

Case 2. (Page 57.) A certain individual had 
a congenital clubfoot which considerable hampered 
his normal development. He tried to compensate 
for this by drinking, so he could have more cour- 
age and become more aggressive. The result was 
a series of crimes. Is this not a remarkable ex- 
planation for a man who talks about psychody- 
namics? The reviewer does not feel that physical 
inferiority need cause one to become a criminal. 
There has been no substantial basis for such a 
supposition. Inferiorities are apt to make the indi- 
Short-statured 
Japanese built colossi that exceeded the pyramids 
in size. The late President Roosevelt, who was 
handicapped most of his adult life, is a towering 
example of an inferiority not interfering with 
normal progress. 
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Case 3. (Page 62.) A man forges a check to 
support his family. To say that this is a puerile 
and jejune explanation for an authcr who claims 
to speak in psychodynamic terms is an understate- 
ment. If all the people who had difficulties sup- 
porting their families forged checks there would 
not be enough prisons to house even a small 
fraction. 


Case 4. (Page 97.) A twenty-year-old man, 


who, two years prior to his present offense, had 
committed burglary, was now charged with a 
“holdup.” No psychogenetic explanation is given 
as to why this man stole except to say, “It seems 
that the patient’s first ‘nervous breakdown’ was 
apparently an approaching schizophrenic episode 
in which he committed the burglary.” 

Case 5. (Page 62.) A thirty-two-year-old man 
was convicted of burglary. The author infers that 
this man, because of being reared in poor sur- 
roundings and starting work when he was fourteen 
in addition to the fact that his wife ‘eft him, had 
found it difficult to get a suitable job. He was in- 
duced to enter a store and steal food and clothing 
for himself and his child. The author merely 
states, “We see a man, who in spite of absence of 
emotional conflicts, perpetuated a crime which to 
a large extent was prompted by the circumstances.” 


And this from an author whose chief thesis is that - 


crimes are caused by emotional factors! 

Case 6. (Page 156.) “A man suffering from 
schizophrenia murdered his wife to whom he had 
been married for fifteen years. When he was a 
child his mother left him and his father for another 
man. In school he was teased about being “mother- 
less” and he withdrew and became seclusive, etc. 
Relations with his wife became strained—one eve- 
ning he shot and killed her.” The author fails to 
elaborate on the psychodynamics of this particular 
crime except to state without one grain of verifica- 
tion, that there was an identification of his wife 
with his mother and that the psychosis seemed to 
be a kind of preparatory state to annihilating the 
victim. 

It would be distressing to continue anatomizing 
his cases. They are all of the same pattern. Not 
one gives us even a glimmer of insight into the 
psychogenesis of crime. 

The author's chapter on the history of crimi- 
nality begins with a discussion of the much over- 
quoted and by now obsolete view of Lombroso. 
He brings the reviews up to 1900 and then, for 
some unexplained reason, leaps to the 1930’s omit- 
ting a whole generation and a vast amount of 
useful material that is probably much more perti- 
nent than a consideration of Lombroso. Surely 
there was the place to mention Charles H. Hughes, 
the famous editor of “Alienist and Neurologist,” 
who has contributed so much to clarifying our 
views on psychiatry and criminality. More amaz- 
ing still is the failure to mention Dr. William A. 
White, whose name does not appear anywhere in 
the book. This is truly unforgiveable for a man 
who claims to have spent some time at St. Eliza- 
beths Hospital. Dr. White may truly be regarded 
as the father of criminal psychopathology in Amer- 


BOOK REVIEWS 


573 


ica. His books dealing with psychiatry and psy- 
chology of crime were most popular during his 
lifetime and have done a great deal to stimulate 
interest in the subject. After 1930, the author 
mentions in one paragraph a number of men most 
of whom would not even personally lay claim to 
being experts in criminal psychopathology—and 
after all, he is writing a book on criminal psycho- 
pathology and not on penology or forensics. His 
only justification in citing these names appears to 
be that these men occupy key positions in one 
field or another and, therefore, it is good. policy 
to mention them. Dead men, even though they 
stand significantly as milestones in the history of 
the subject, are no longer useful to him. 

His attempts to classify criminals into acciden- 
tal and chronic belies his previous claim that crime 
must be an expression of a life-long situation; for 
in the light of psychodynamics, even those who 
are accidentally criminals have a long background 
which has prepared them for the so-called accident 
of crime. The division of murders intc manifest 
murderers and symptomatic (p. 162 et seq.) is not 
justified by any dynamics because he ignores the 
emotional aspects, so that an individual who would 
be classed as a manifest murderer may actually, 
in terms of psychodynamics, be classified otherwise. 

The bibliography is significant not by its ex- 
tent but by its omissions. A total of 150 references 
are mentioned, of which about one-half belong to 
the general field of Psychiatry and the others to 
criminality proper. When one reflects that there 
must be at least several thousand references on 
the subject, if one goes back as far as the author 
started, the inclusion of only seventy-five and the 
failure to incluce the major part of the rest, is 
significant. For instance, though the author dis- 
cusses psychopathy, Maugh’s Monograph on the 
subject of psychopathy is not mentioned, nor are 
many other worthwhile contributions to the subject. 
The author appears to have indulged in hasty read- 
ing. It is also of interest that in the discussion 
of cleptomania and pyromania he omits entirely 
the work of Stekel, who was a pioneer in that 
field. Neither does he mention Schmidt, a pupil of 
Jung. The only work of Stekel’s the author men- 
tions is “Sadism and Masochism,” which has little 
direct bearing on criminality. 

It may be questioned whether the author is fully 
qualified to write a book on criminal psychody- 
namics. His preparation does not impress one as 
being quite sufficient; his own references in the 
bibliography are but few. The book lacks the 
maturity and reflection that come only with the 
ripeness of experience. There is no royal road to 
criminal psychopathology except the long and ardu- 
ous one of hard work. If the author devotes him- 
self to this field for another ten years, he may still 
produce a very useful work. Particularly should 
he make his own researches in case material, which 
should represent many hours of effort, and not 
Łe confined to superficial interviews. The material 
tpon which he kas drawn does not satisfy the 
demand for deeper motivation for which he makes 
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such a valiant claim. However, on the basis of 

his endeavor to expose- the psychic roots of crime 

and to emphasize the “man-behind-the crime” 

aspect of criminality, the book may be worth the 
attention of all those interested in criminology. 
FRANK S. Caprio, M.D., 

Washington, D. C. 


PSYCHIATRIC ASPECTS OF MODERN WARFARE. By 
Reg. S. Ellery. (Melbourne: Reed & Harris, 


1945.) 


This book set forth to be controversial and suc- 
ceeded; the chief controversy was in attempting 
to ascertain its purpose. The fact that it came to 
the reviewer after the heat of actual wer had 
greatly cooled off made many of the energetically 
rhetorical expressions fall quite short. Similarly, 
the usual basic statements describing military psy- 
chiatry which though decorated by much metaphor 
and well-turned phrases gave the impression that 
the author was an avid éxponent of the obvious. 
The text itself was composed of very well known 
facts of general and military psychiatry abundantly 
interspersed with abruptly placed personal opinions 
or evangelisms—and gruesome pictorial representa- 
tions of the horrors of war. 

With a number of the statements the reviewer 
disagreed: “.... that psychiatric treatment is 
more of an art than a science,” and “.... the 
psychiatrist, living in a world of mental misfits, is 
more likely to read a dire significance into cer- 
tain symptoms... .” and “only the ignorant and 
the superstitious are wont to invoke the Deity 

. in times of crisis.” Or, “Many who break 
down in modern warfare have been found to have 
been men who achieved little success in civil life. 
Many were occupational misfits.” The reviewer 
wondered at the author’s comparisons between the 
' “havoc and wreckage ...in the war torn coun- 
tries of Europe’ and the “surprisingly few psy- 
chiatric casualties” of the people of Britain. Dif- 
ficulty was encountered in following the trend from 
the “unholy mess” we humans made of our “mun- 
dane affairs” in “orgies of decimation” because of 
the “predatory behaviour of capitalist nations” and 
because “people want to fight” through the psy- 
chology of authoritarianism. A sober, brief outline 
of the emotional (and neuro-sympathetic-endo- 
crine) ills of the cambatant, the home-fronter and 
besieged civilian was presented in about eighty 
pages. So much material had to be covered that 
the big items were necessarily quite sketchy. 

As a concluding section the author became more 
positively protagonistic for the universal knowl- 
edge of psychology as a cure for world ills—al- 
though the author doubtlessly knows that telling 
a psychiatrically ill patient of his illness brings 
him no nearer to health. 

Many statements in the book impressed the re- 
viewer that the author was actively dissatisfied 
with the existing religious-philosophic-economic- 
psychiatric state of the world but that to him there 
might be hope in “political faith’ (Russian type) 
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with “self-determined socialism” and “something 
to take the place of Christianity.” 
EMERICK FRIEDMAN, M.D., 
Norwich State Hosp., 
Norwich, Conn. 


THE FALLING SICKNESS: A History of Epilepsy 
from the Greeks to the Beginnings of Modern 
Neurology. By Owset Temkin. (Baltimore: 
Johns Hopkins Press, 1945.) 


The belief that the history of a disease process 
is essential to full understanding of that disease 
is nowhere better exemplified than in the history 
of Epilepsy as embodied in “The Falling Sickness” 
by Owsei Temkin. 

From the teachings of Hippocrates and his con- 
tributors who first attacked the superstitions, magic 
and wizardry of antiquity and saw in the brain 
the real seat of the disease, the reader is deftly 
guided through the conflicting theories and periods 
as they reflected the general cultural level of the 
times to the end of the r9th Century when, some- 
what belatedly, the enlightenment of Pinel, Es- 
quirol, Charcot and above all Hughlings Jackson 
had dispelled the taboos, amulets and mysticisms 
of The Sacred Disease. In fact, the whole long 
history of epilepsy is bound up in the controversial 
wranglings of the Theologians who insisted upon 
the divine or demoniacal basis of the disease and 
the physicians who, with varying success, upheld 
the natural causes of the disease. After Hippocrates 
and his treatise or phlegm and black bile, Galen 
taught that the psychic pneuma lay in the ven- 
tricles exuding at intervals over the nerve roots— 
nence the therapeutic necessity of the convulsive 
movements to shake them off. He classified epi- 
lepsy under two headings: 


I. Idiopathic epilepsy arising in the brain. 

II. Sympathetic epilepsy arising elsewhere and 
passing to the brain in the guise of a breeze 
(the early aura). 


This classification persisted in name if not in im- 
port throughout the varying theories of the ages 
until the late 18th and early roth Centuries. 

Though the influence of the Great Alexandrian 
School successfully upheld the Hippocratic and Gele- 
nic theories, no new ideas evolved during this period. 
Indeed during the Renaissance the influence of the 
physicians appreciably waned before the renewed 
efforts of the theologians and their demoniacal 
possession. However, the Period of the Renais- 
sance saw many notable observations recorded, 
some of which are the origin of epilepsy in a pia- 
penetrating head wound permitting a fetid ichor 
to reach the brain; the development of epilepsy 
many years after a head injury; the cure of epi- 
lepsy by trephine and bone elevation and the causa- 
tive relation of epilepsy to syphilis and some infec- 
tive diseases. 

Somewhat later, localized epilepsy was well 
recognized and about 1600 A.D. Le Pois rung 
the death knell of sympathetic epilepsy (the breeze 
theory) of the older physicians in his dictum that 


1947] 


-all epilepsy had its origin in the brain. His theory 
of irritation was soon displaced by the chemical 
and physio-chemical theories of Sylvius and Willis 
and finally during the roth Century The Falling 
Sickness, with its theological trappings of mysti- 
cism and religious conjuration gave way before the 
overwhelming forces of logic and reason, as pro- 
pounded in the teachings of Brown-Sequard, Claude 
Bernard, Bright, Charcot and Hughlings Jackson, 
of whom the latter is given his preéminent place in 
the history of this disease. Of passing interest is 
the author’s confirmation of the generally held 
belief that amongst the epileptics of history may 
be found such notables as Julius Cesar, Caligula, 
Torquala, Mohammed, Charles V and Napoleon. 
It is impossible to fully portray the worth of this 
book in a mere review. Though primarily a store- 
house of factual lore, well assembled, very read- 
able and abounding in references, this volume, 
illustrated with a number of old prints, presents 
a most artistic design—all of which recommends 
it to all students of this disease. 
Frep H. Mackay, M.D., 
McGill. University Montreal. 


CHARACTER ANALYSIS. By Wilhelm Reich. (New 
York: The Orgone Press, 1945). 


This book was first published in the German 
language in 1933 and the present edition is the 
first translation into the English language. In his 
preface to the present edition the author states 
that the book appears in its original form although 
character-analysis as presented at that time has 
since developed into “vegetotherapy” with far- 
reaching changes in technics as well as concepts. 
No discussion of these newer concepts is included 
in the present volume beyond the indication that 
the author now thinks in terms of “biotherapy” 
and considers the psychotherapeutic technics of 
character-analysis as “an indispensable auxiliary 
technique in vegetotherapy.” 

The present volume presents the psychothera- 
peutic technics of character-analysis as they were 
worked out in Vienna between the years 1925 and 
1933. The author states that the book was written 


in the framework of Freud’s psychoanalysis and - 


feels that in this framework it is still valid today. 
It was written primarily for psychoanalysts in 
practice and in training. The material of the book 
is presented in two parts: Part I. Technique, 
and Part II. Theory of Character Formation. To 
the present reviewer the material in Part I seemed 
the more valuable part of the book. Here the 
author keeps his discussion of psychotherapeutic 
technics close to his own clinical experience and 
it is this which gives this section particular weight. 
The practising psychotherapist will find a good 
deal of interest in the author’s discussion of the 
handling of latent negative resistance. 

Many American readers may feel that the author 
defines his strategic objective in therapy—direct 
sexual gratification as the criterion of and require- 
ment for the maintenance of emotional health— 
within unduly rigid and dogmatic limits. How- 
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ever, his differentiation between the analysis of 
what the patient says (content-interpretation.) and 
how the patient says it (character-analysis), and 
his discussion of effective timing, especially in 
the early phases of treatment, seem particularly 
worthy of attention. 

While the theoretical nature of Part II of the 
book is indicated in the title of this section, the 
material is presented in somewhat more dogmatic ` 
form than strict scientific standards would seem 
to justify. 

Included in this book as an Appendix is the 
translation of a paper read by the author at the 
International Psychoanalytic Congress in 1934, 
entitled “Psychic Contact and Vegetative Current.” 
The material in this paper apparently is ar em- 
bryonic form of the author’s later concepts. and 
might logically have been omitted from the present 
volume. 

BARBARA J. Betz, M. D, 
Henry Phipps Psychiatric Clinic, 
Baltimore, Md. 


THE SexuaL RevoLutIon. By Wilhelm Reich. 
(New York: The Orgone Press, 1945.) 


This volume is the first translation into the Eng- 
lish language and the third edition of the book 
published previously in the German language in 
the years 1930 and 1936. It is primarily a polemic 
rather than a scientific study, both in the manner 
of presentation and in the content of the material 
presented. The author has one central thesis which 
he accepts as factual without question of doubt 
and which may be stated briefly: the miseries of 
the world, both individual and social, are directly 
caused by the suppression of natural sex strivings; 
this suppression is not due to biological factors 
but to the restrictive moral (“sex-negative”) atti- 
tudes of society; with the elimination of sexual 
repression, antisocial impulses will also be elimi- 
nated; this is to be accomplished by, specifically, 
replacing the moral regulations sanctioning sexual 
abstinence for children and adolescents and com- 
pulsory marital fidelity which is “in itself patho- 
logical” and the “arch-enemy of natural morality,” 
Sy permissive, “sex-positive” attitudes in these re- 
spects. In fact the author sees all moral regula- 
tion as antithetical to nature, “life-negative’ and 
productive of antisocial impulses. The -authori- 
tarian family structure, he believes, has been and 
is the educational apparatus which has perpetuated 
these moral regulations of society. If they are to 
be overthrown—the sexual revyolution—a nən- 
zuthoritative, collective structure must be substi- 
tuted for the authoritarian family. 

The book is organized in two parts, the titles 
cf which indicate the nature of the content. Part I 
is entitled “The Fiasco of Sexual Moralism” and 
Part II, “The Struggle for the ‘New Life’ in the 
Soviet Union.” The author feels that the Russian 
Communists made a proper start in their first 
five-year plan toward a greater sexual freedom for ' 
the individual. With subsequent legislation reesteb- 
lishing certain moral regulations, the advance of 


576 


the sexual revolution as the author sees it has ` 


suffered. 

This book may have some appeal to the reader 
who already kolds or would like to hold views 
similar to the author’s, It is questionable whether 
the rzader who approaches the book more objec- 
tively will find sufficient evidence to lead to his 
adherence to the author’s thesis. Certainly the 
present-day clinician will take exception to the 
auther’s all-or-none perspective, with failure to 
give thoughtful consideration to alternative possi- 
bilities, and to his narrow, inflexible etiologic con- 
cepts and therapeutic objectives. 

BARBARA J. Berz, M.D., 
Henry Phipps Psychiatric Clinic, 
Baltimore, Md. ; 


THE PERSON IN THE Bopy. By Leland F. Hinsie, 
M.D. (New York: W. W. Norton and Co. 
Inc., 1945.) 


This small and interesting volume addressed 
primarily to physiciars in branches of medicine 
other than psychiatry should be of value alsc to 
the psychiatric specialist. Most, if not all, formal 
text-books of psychiatry impress the reviewer as 
top-heavy with descriptive matter based on State 
Hospital material and as over-sedulous in devot- 
ing space to the traditional classifications of per- 
sonality disorder. Many texts of this sort are 
‘likely to leave the medical student with little prac- 
tical information about those patients who consti- 
tute the vast majority of personality disorders. 
This book ably and vividly focuses attention on 
the very problems that most physicians in practice 
will confront. 

The first case history, with which the book 
opens, is excellently presented’ and interpreted. 
The complaint reveals its vivid symbolism natu- 
rally and with no forcing of issues as the patient 
is encouraged to redefine it while he repeatedly 
discusses his life situation. The complex and intri- 
cate dynamic factors reveal themselves in a formu- 
lation not only effective but remarkably concise. 
This opening chapter is definitely the high point 
of the book. 

There is, however, much of value in the work 
‘as a whole. The beginner in psychiatric study 
will find a broad discussion of factors leading to 
conflict and of the mechanisms that result in symp- 
toms and disability. The dynamic principles of 
personality disorder are well illustrated in con- 
crete clinical examples. Many sound points about 
psychotherapy are brought out. Among these one 
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notes the necessity of letting the patient find his 
way to insight, instead of forcing an untimely | 
verbal explanation from without; the deep impor- 
tance of realizing that, however inaccurate his 
words, the patient's’ complaint usually represents 
something genuine and something serious. Com- 
mon and true forces in human development, such 
as the fact that a child may almost completely lose 
sight of one side—good or bad—of a parent, are 
expounded so ably that many who know of these 
matters vaguely in words may, on reading, grasp 
them emotionally and practically. 

One might complain of the author’s sharply dis- 
tinguished use of the words “mind” and “body” 
with the easy implication of an unnecessary and 


scarcely defensible dualism that psychiatry is try- 


ing to outgrow. Even when the mind is referred 
to as an “organ” of the body confusion may be 
offered to a naive reader. Psychiatrists who have 
worked through these verbal pit-falls will prob- 
ably understand the author and realize that he is 
not laboring with false assumptions; but these 
terms may give ‘gratuitous trouble to the beginner. 
A meanly carping critic, particularly if moved by 
envy of the generally good English of this work, 
might delight in pointing out that there is little 
reason to use the word individual repeatedly when 
person or patient would be better usage and free 
of the artificiality in that outworn but of archaic 
novelty that so regularly, and involuntarily, pock- 
marks even the best medical writing. More seri- 
ous arguments might be raised about the state- 
ment that reel sexual feeling and activity do not 
begin until just before puberty. Such possible argu- 
ments would revolve, perhaps, about what such 
words as sex mean. It must be plain to any psy- 
chiatrist that genital activity often occurs long 
before this time, even as it is plain that mature 
sexual attitudes, in a full and healthy sense, all 
tco frequently are never achieveed. One might 
ask also that the author explain more definitely 
his distinction between genderism and sexuality. 
This term might be more useful for definite appli- 


_ cation if it were more adequately clarified. 


Despite any critical or argumentative questions 
which might be brought, this book remains a valu- 
able contribution to psychiatry where the need for 
good material is urgent. It is a brief and modest 
expression of the principles that have been most 
kelpful in dealing with personality problems. It is 
highly recommended. 

Hervey Cieckxiey, M.D., 
School of Medicine, University of Georgia, 
Augusta, Georgia. ` 


THE HISTORY OF THE MALARIA TREATMENT OF GENERAL 
PARALYSIS ~” 


JULIUS WAGNER-JAUREGG, M.D. 
tage Professor of Psychiatry and Neurology of the University of Vienna 


COMMENT AND TRANSLATION FROM THE GERMAN 
WALTER L. BRUETSCH, M.D.,* Inpranapouis, IND. 


In an editorial of the Journal of the Ameri- 
can Medical Association of -April 8, 1944, 
it is stated that priority for the use of 
malaria and relapsing fever in the treat- 
ment'of general paralysis (dementia para- 
lytica) should belong to Rosenblum. This 
editorial statement is based on the publica- 
tion by Zakon and Neymann, entitled, “Alex- 
ander Samoilovich Rosenblium, His Contri- 
bution to Fever Therapy” (Arch. Dermat. 
& Syph., 48:52, 1943). 

Enthusiasm over the beneficial effect of 
fever in psychoses was common among psy- 
chiatrists of the middle of the last century. 
Several papers on this, subject, some of 
which were quoted by Neymann and Zakon, 


had appeared a decade before the communi- 


cation of A. S. Rosenblum was published in 
1877. It is true that Rosenblum inoculated 
a group of mental patients with relapsing 
fever, but he did not continue this mode of 
treatment and there was no fever therapy, 
as we know it today, until Wagner-Jauregg 
on August 31, 1918, published the results 
of the studies on the first patients with de- 
mentia paralytica, who had been treated a 
year previously with inoculation malaria. 
The merit of Wagner-Jauregg was that 
he soon realized that the beneficial effect 
«of fever was restricted to cases of dementia 
pmaparalytica. For over 20 years he then focused 
all his efforts on this type of mental illness, 
using tuberculin, typhoid vaccines and even 
streptococci of erysipelas to produce fever. 
Wagner-Jauregg was well aware of the 
work of Rosenblum, I have in my possession 
«a manuscript by Wagner-Jauregg, entitled, 
‘The History of the Malaria Treatment 
ff General Paralysis,” which was written 


* Clinical Professor of Psychiatry and Neurol- 
‘gy, Indiana University School of Medicine; Clini- 
al Director and Head of the Research Department, 
‘entral State Hospital, Indianapolis, Ind. 


by him for a monograph dealing with the 
malaria therapy of neurosyphilis. The pub- 
lication cf the monograph has been post- 
poned several times because of other 1 impor- 
tant work. Later the war intervéned. It is 
now doubtful whether the monograph will 
appear at all.. 

Wagner-Jauregg died October 1, 1940. 
In 1927 he was awarded the Nobel Prize 
for his work in the use of malaria fever in 
the treatment of dementia paralytica. He 
was the first and so far the only psychiatrist 
to have been the winner of this prize. 

“The History of the Malaria Treatment 
of General Paralysis,” written by him in 
Augúst 1935, is a valuable document. For 
the benefit of future medical historians, 
Wagner-Jauregg’s version in this matter is 
published. 


THE HISTORY OF THE MALARIA 
TREATMENT OF GENERAL 
PARALYSIS 


JULIUS WAGNER-JAUREGG, M.D. 


It is a great pleasure to contribute to this 
monograph the chapter on the History of 
Malaria Therapy. I can add a few interest- 
ing details and also will take this opportu- 
rity to correct erroneous statements which 
kave been made on this subject. 

The origin of the malaria treatment of 
general paralysis cf the insane goes back to 
tne centuries-old observation that mental pa- 
tients following an incidental febrile disease 
occasionally show great improvement, which 
may go on to complete recovery. After hav- 
ing made similar observations, I proposed 
in 1887 in a publication(1) to produce in- 
tentionally febrile diseases as a treatment 
method for psychiatric patients. I had in 
mind malaria and erysipelas. Either one 
of these conditions could be transmitted to 
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other individuals without great danger. Al- 
ready at that time I did not share the preva- 
lent idea that elevated temperature is the 
main factor which is responsible for the 
favorable results of this mode of therapy. 
I said: “Some authors are inclined to at- 
tribute to the fever, 7. e., to the increase in 
body temperature a particular effect upon 
the mental condition. This theory may pos- 
sioly be correct in those cases in which an 
improvement of the mental symptoms takes 
place during the fever. But this view is 
certainly not justified in those instances in 
which the improvement of the mental symp- 
toms sets in after the febrile disease is ter- 
minated, for instance, in typhoid fever dur- 
ing the period of reconvalescence or in‘ery- 
sipelas in the stage of desquamation. And 
it is in this group that the greatest number 
of permanent recoveries occur. Further- 
more, in not a few instances the mental 
symptoms become worse during the period 
of fever.” 

Being anxious to have my proposals put 
into practice, I infected several mental pa- 
tients—among these were no general para- 
lytics—with a culture of the streptocaccus 
of erysipelas, which had proven to be very 
virulent in a patient with an inoperable car- 
cinoma of the breast. But in my patients 
neither erysipelas nor fever developed. There 
was only slight redness at the site of inocu- 
lation, which disappeared after a few days. 

The experiments were discontinued be- 
cause, in the meantime, I had been appointed 
professor of psychiatry at the University of 
Graz (Austria). Furthermore, medical 
science of that period looked with disfavor 
at experimentation on human beings. This 
spirit showed itself openly in the hostile atti- 
tude of the public and of the authorities 
when Hirschl(2) inoculated 9 general para- 
lytic patients with syphilis. Today this would 
be a matter of course, but at that time the 
teaching of Fournier of the syphilitic eti- 
ology of general paralysis had not been 
generally accepted. Hirschl almost went to 
prison for his zealous scientific endeavors. 

With the development of tuberculin in 
1890 by Rebert Koch, a substance was at 
hand with which one could produce fever 
without resorting to an infectious disease. 
I began treating patients of the Psychiatric 
Clinic at Graz (Austria) with injections 
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of tuberculin. These experiments also had 
to be stopped prematurely because tubercu- 
lin was soon considered a dangerous prepara- 
tion. For several years tuberculin was 
banned from good medical practice. It had 
almost become a crime to use it. At this 
time I was called to Vienna as the head of 
the University Hospital for Nervous and 
Mental Diseases. The vehement dispute over 
the use of tuberculin was calming down and 
its value was slowly recognized. In 1894 
I resumed the experimental work with tuber- 
culin fever, and a year later reported my 
experiences(3). I reiterated in this paper 
my previcus statement that elevated tem- 
perature is not the fundamental factor of 
the treatment. 

The experiments with tuberculin, using 
all types cf mental patients, were continued. 
Many therapeutic successes were observed 
in patients who fell in diagnostic groups 
which have a high percentage of spontane- 
ous recoveries. It was therefore difficult to 
evaluate the exact effect of this treatment 
method. Among the apparently cured pa- 
tients, however, were a few cases of general 


- paralysis. This was something unusual and 


attracted my attention. From this time on 
the main interest was focused on general 
paralytic datients. First, a comparative study 
was carried out to determine whether tuber- 
culin really influenced the course of general 
paralysis in a favorable way. Sixty-nine 
general paralytics were given bouts of fever 
by injecting increasing doses of tuberculir 
until a dose of 0.1 was reached. They weri 
comparec with 69 patients who remainec 
untreated. The same experiment was re 
peated with a group of 60 general paralytics 
receiving tuberculin injections until th 
amount of 0.3 was given(4). Four year 
later the tuberculin-treated patients wer 
compared with those who were left un 
treated. The result was that the genere 
paralytics who were given tuberculin feve 
had more and better remissions and also 

longer duration of life(s). In the mean 
time I had begun treating with tuberculi 
general paralvtic patients of my private prac 
tice, using doses up to 0.3 and later up t 
1.00. These cases were, as a rule, not z 
far advenced as the hospital patients. Æ 
tae same time I combined the tuberculin ir 
jections with mercurial inunctions, becau: 
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I never could convince myself that specific 
anti-syphilitic treatment of general paralysis 
was without any value whatsoever, a view 
held by most psychiatrists of that period. 
With this combined tuberculin-mercury 
treatment, a complete remission was ob- 
tained in quite a few instances with the re- 
turn of the patients to their former occu- 
pation. A report of this work was made in 
1909 at the International Medical Congress 
in Budapest(6). 

The tuberculin-mercury therapy of gen- 
eral paralysis, however, was never widely 
used. The medical scientists of that period 
were hypnotized by the discovery of the 
syphilitic etiology of general paralysis and 
could see the solution of this special prob- 
lem only in a specific treatment. And yet 
in 190g and later the tuberculin-mercury 
treatment gave better results than any other 
form of therapy. Today several cases of 
general paralysis are still alive which were 
successfully treated with tuberculin and mer- 
cury in the second decade of 1g00. The 
number of full remissions in early cases was 
by no means small. But the relapses were 
frequent, and only a small number of the 
complete remissions remained permanent. 
To make the treatment more effective, I 
searched for other means. I tried various 
vaccines, and finally used typhoid vaccines 
which, when injected intravenously, pro- 
duced marked febrile reactions. In addition, 
I replaced mercury by the recently intro- 
duced salvarsan. In 1913 I still hoped to 
work out a satisfactory treatment method 
without having to resort to the use of inocu- 
lation with malaria. In the same year I re- 
«ceived a letter from Dr. E. van Dieren of 

Amsterdam asking me what I thought of 
‘the idea of inoculating with malaria gen- 
2ral paralytic patients. As a family doctor 
1e had recommended this procedure on sev- 
‘ral occasions, but the specialists had ad- 
rised against it. I wrote him to make such 
‘xperiments which, in my opinion, should be 
rery promising. I added that I might try 
« myself, if my hopes of treating general 
aralysis more successfully with typhoid 
accines and salvarsan should not material- 
ze. Dr. van Dieren to my knowledge never 
10culated patients with malaria. 

The psychologic moment which induced 

1e to try malaria inoculation was prompted 
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by the following incident. A prominent oil- 
well engineer was admitted to the Psychi- 
atric Hospital with symptoms of incipient 
general paralysis. He was given treatment 
consisting of a combined course of typhoid 


_ vaccines and arsphenamines. He recovered 


to such a degree that he was able to return 
to the province of Galicia, where he was 
supervising the drilling of oil-wells. How- 
ever, several months later he was back in 


. Vienna with all the manifestations of gen- 


eral paralysis. I realized that with the 
methods of treatment at hand little could be 
accomplished and that the disease would now 
rapidly progress to the inevitable fatal out- 
come. (This was the same engineer whom 
de Kruif(7) had mentioned in his book.) 
It was the tragic outlook for this man which 
again forced on my mind the thought of 
producing intentionally an infectious disease 
in general paralytic patients. In addition, 
other evidence had accumulated that the- 
original idea might well be justified, to pro- 
duce artificially an infectious disease in these 
patients. During my work with tuberculin: 
fever I had noted that those patients who by 
incident developed an abscess, a phlegmo- 
nous cellulitis, Icbar pneumonia, or a tuber- 
culous infection had frequently the best and 
most prolonged remissions. 

At about the same time, in June 1917, 
when the hospital was full of wounded mili- 
tary personnel, my assistant Dr. Alfred 
Fuchs reported to me one morning that a 
slightly injured soldier had been admitted 
with chills and fever, apparently having con- 
tracted malaria fever on the Balken front 
line. “Should he be given quinine?” he 
asked. I immediately said: “No.” This I 
regarded as a sign of destiny. Because sol- 
diers with malaria, were usually not ad- 
mitted to my wards, which accepted only 
cases suffering from a psychosis or patients 
with injuries to the central nervous system. 
I gave the order to make a blood smear and 
to examine for malarial parasites. At the 
same time I asked a shell-shocked soldier, 


-who was very useful for doing odd jobs, to 
catch all the mosquitoes he could find on 


the hospital grounds. He returned with a 
great number of them, and I convinced my- 
self that all the mosquitoes belonged to the 
species of culex. There were no anopheles 
in this random sample. 
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The examination of the blood smear of 
the soldier with chills and fever had revealed 
the presence oi malarial parasites of the 
_tertian type. It was June 14, 1917. On 
that day I obtained during a paroxysm a 
small semple of the soldier’s blood, and I 
inoculated 3 general paralytic patients by 
rubbing a few drops into several superficial 
scarifications of the skin. Then the malaria 
of the soldier was stopped with quinine. 

Of tke 3 incculated patients only 2 de- 
veloped malaria. Additional cases were in- 
oculated subcutaneously with blood obtained 
from the veins of the originally inoculated 
general paralytic patients, who by this time 
were ill with malaria fever. Altogether 
Q general paralytics were inoculated in the 
summer of 1917. Then the inoculations were 
discontinued because I wanted to see whether 
this experiment would prove to be a real 
therapeutic success. 

A year later malaria therapy was resumed. 
This time malaria blood for inoculation was 
obtained through the courtesy of the physi- 
cian-in-chief of the ward for malaria patients, 
who were mostly soldiers from the Balkan 
armies. Of 4 inoculated patients 3 suc- 
cumbed to malaria. Soon after inoculation 
it became apparent that estivo-autumnal para- 
sites (malaria tropica) had been hidden in 
the strain of tertian malaria and had been 
used far the inoculations. After this mis- 
fortune no new cases were inoculated until 
September 1919, when Dr. Doerr (now pro- 
fessor of public health and hygiene at the 
University of Basel, Switzerland) furnished 
the clinic with an unquestionable strain of 
tertian malaria. From that time on malaria 
therapy has been practiced uninterruptedly 
at the Psychiatric Clinic of Vienna. The 
malaria strain of September Ig1g has been 
mzintained up to the present day—more than 
16 years—in continuous human passage. I 
do not know of any other strain in the 
world which has been used for so many 
years. Not even the strain of the New York 
Psychiatric Institute, which has been main- 
tained ior 9 years, from 1923 to 1932, at the 
time oi the report by Kopeloff, Blackman 
and McGinn(8), can compete with the 
record of the Vienna strain. 

I have been asked how my inner feelings 
were during the first days and weeks which 
followed the first inoculations with malaria. 
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My emotional life at that time and already 
during the era of the tuberculin experiments 
has been described by de Kruif somewhat 
more turbulent than it actually was. The 
unusual experiment of human malaria in- 
oculations moved me very little. From the 
previous work I was accustomed to seeing 
remissions following fever treatment, and 
the measure of success which might be ob- 
tained by the malaria experiment could not 
be anticipated. Furthermore, we were al- 
ready in the third year of the war, and its 
emotional implications became more mani- 
fest irom day to day. Against such a back- 
ground a therapeutic experiment could stir 
me little, in.particular since its success could 
not de foreseen. What meant a few para- 
lytics, who could possibly be saved, in com- 
parison to the thousands of able-bodied and 
capable men. who often died on a single day 
as the result of the prolongation of the war. 

How sceptical I was toward the early 
successes with the malaria treatment is shown 
by the fact that I waited a year until the 
publication of the: first report. Very likely 
I would have hesitated even longer, if the 
editor of the Psychiatrisch-Neurologische 
Wochenschrift, in which my preliminary 
communication appeared(g), had not urged 
me to make a contribution for the Festschrift 
in honor of my friend Dr. Anton, professor 
oi psychiatry at the University of Halle 
(Germany). } 

I must add here that already in 1917 
malaria therapy was followed up with 
arsphenamine injections in the same way 
as salvarsan had previously been given as 
an adjunct to the tuberculin treatment. It 
was difficult to convince even the co-workers 
of my own clinic of the soundness of the 
combined treatment, and I had to defend 
vehemently this principle in scientific dis- 
cussions, until it was generally recognized. 
Today barely anyone doubts the correctness 
of this procedure. 

Now one may ask the question: Were 
the inoculations of the summer of 1917 the 
first attempts of this sort ever made? Some 
time after the malaria treatment had spreac 
from Vienna to every corner of the world 
I became aware that a French physician» 
Dr. Emil Legrain, several years previoush 
had advocated in a publication the use c 
therapeutic malaria inoculations, On m 
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desk lies a book by this authcr, consisting 
of 612 pages. It was published in 1913 by 
Maloine in Paris and is entitled: “Traité 
clinique des fièvres des pays chauds.” In 
the last 12 pages of the book, which deals 
mainly with the intermittent fevers, the au- 
thor states that malaria frequently has a 
good effect upon other diseases. He asserts 
that it is but a step from this knowledge to 
the actual use of malaria as a therapeutic 
means, and he claims to have taken that 
step. He reported on 13 cases which he had 


inoculated with malaria followed by bene- 


ficial results. Among these were no cases 
of general paralysis. The group consisted 
of 2 patients with malignant syphilis, 1 case 
with luetic ulcers, 4 patients with pulmonary 
tuberculosis, 1 with an abscess of the testi- 
cles, a case with a slow healing wound, an 
obstinate general eczema, an arthropathy of 
the knee, and 2 cases with syphilis of the 
liver. He also recommendec inoculation 
with quartan malaria in the following in- 
stances: inoperable carcinoma, tuberculosis 
of the larynx, tuberculous meningitis, sleep- 
ing sickness, epilepsy, certain forms of melan- 
cholia, incipient general paralysis and tabes. 

It is astounding that such proposals, al- 
though no one had taken them up, were 
forgotten so completely that they entirely 
should have been lost sight of by contem- 
poraries, when the malaria therapy of gen- 
eral paralysis became known. Even ir 
France, where Pagniez in 1920 without 
much response directed attention to the 
malaria treatment and whose article in Le 
Presse Médicale of May 30, 1925, finally 
was responsible for its introduction in Paris, 
the name of Legrain was not mentioned in 
spite of a rapidly increasing literature on 
malaria therapy. (Malaria treatment found 
its way to Paris via Brussels.) In 1931, I 
became acquainted, for the first time, with 
my predecessor Legrain from the introduc- 
tion to the book by Leroy and Médako- 
vitch (10). 

Now I acquired Legrain’s book and after 
having read it, I realized why he had been 
so completely forgotten. Legrain was evi- 

«dently an individual given to vagaries, who 
in 1913 still held concepts on malaria which 
‘were utterly antiquated. He ridiculed 

M averan with his plasmodia and Donald Ross 

«vith his mosquitoes and scorned the use of 
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quinine. Legrain was not taken seriously, 
there was no one who believed’in his suc- 
cesses, and soon he faded from the memory 
of his colleagues. 

It is not in accordance with facts, when 
Riser(11) makes the statement that since 
I19r0 Legrain had systematically inoculated 
general paralytic patients with malaria. 
Legrain has never infected general paraly- 
tics with malaria, nor has he treated in a 
systematic way with inoculation malaria 
other diseases. 

In the literature Rosenblum is usually 
credited with being the first who inoculated 
general paralytics for therapeutic purposes, 
using recurrent fever and not malaria. The 
facts, however, are that Roserblum has 
never inoculated his patients with the idea 
of treating their mental illness. What he did 
was to make available his mental patients— 
among whom were no general paralytics— 
to the bacteriologist Motschutkoffsky, who 
in Odessa in the year of 1876 studied the 
transmissibility of recurrent fever to human 
beings. Subsequently, a few of these pa- 
tients recovered from their psychoses and 
Rosenblum reported this later under an as- 
sumed name(12). Rosenblum never con- 
tinued these experiments. 

The suggestion to treat mental cases with 
malaria was really made by Raggi(13) in 
1876, but he never put this idea into prac- 
tice. Indirect malaria therapy was carried 
out by Galloni, director of an Italian mental 
institution, who withheld quinine in psy- 
chotic patients who incidentally had con- 
tracted malaria because he had observed that 
such mental patients frequently recovered 
from their psychoses. | 
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A THREE-YEAR SURVEY OF ELECTROSHOCK THERAPY 


REPORT ON 276 Cases; COMPARATIVE VALUE or Insutin-Coma THERAPY 
ALEXANDER GRALNICK, M. D., Centrar Isur, N. Y. 


Electroshock therapy has become firmly 
entrenched in the psychiatrists armamen- 
tarium in the relatively short time since its 
introduction. Generally, a new form of treat- 
ment gains so rapid and widespread a use 
when medical science finds itself hopelessly 
dealing with a disease which is both malig- 
nant and obscure in its origins, as is the 
case with mental illness. When previous 
therapeutic efforts have been either largely 
fruitless, or surrounded with great difficul- 
ties, the introduction of a new technique is 
very welcome, especially when it is easy to 
use, is attended by few complications and 
produces good—-and sometimes spectacular— 
results. The natural tendency under such 
conditions is to give the procedure an exten- 
sive trial. The new rapidly displaces the old, 
and other forms of treatment are de-empha- 
sized or discarded—as has been the case 
with insulin and metrazol shock. therapy. 

It was with a moderate degree of enthusi- 
asm and scientific curiosity that electroshock 
therapy was undertaken at Central Islip 
State Hospital. Our original plan was to 
act as a testing ground, and consequently 
many were treated without too much dis- 
crimination. However, one principle was 
maintained. All the patients were treated 
individually, according to their clinical re- 
sponse and the therapist’s impression of 
them. No special formula was followed re- 
garding number of treatments or grand mals 
to be given. For instance, when a patient 
showed little or no change the treatment 
was not extended unduly, especially if physi- 
cal complications were feared. However, if 
there was some ray of hope, or the patient 
endured the seizures well, the treatment was 
pressed. Thus it was expected that with 
this rather random choice, two series of cases 
would emerge—one given relatively few 
treatments, and one given a greater number. 
It should be said, however, that as time 
elapsed it was more and more firmly felt 
that extended courses of treatment were of 
no avail, and that good clinical responses 


were made within the first 12 to 15 treat- 
ments or hardly ever at all. In the greatest 
majority of cases, treatment was given three 
times a week, the generally accepted routine 
was followed and the usual precautions taken. 

A total of 276 patients was treated in the 
three year period ending June 1, 1945. Al- 
though 75% of these were cases of schizo- 
phrenia,. a sufficiently large number was 
treated in the other categories to make their 
results significant, and interesting compari- 
sons possible. 

In addition to the type of illness, the age, 
the number of treatments and type of reac- 
tion, and the percent paroled were con- 
sidered significant factors for study. Pa- 
tients paroled were in what would generally 
be called “improved,” “much improved” and 
“recovered” states. Final judgment of their 
condition was made within four to six 
weeks to allow for the subsidence of the 
“organic syndrome” when it occurred. Any 
marked improvement which occurred after 
this interval was not—and should not be— 
considered as necessarily related to the treat- 
ment itself. While some patients may not 
have had too good an insight into the nature 
of their illness when released, none was 
considered in any way deluded or halluci- 
nated. The writer believed that each could 
make a fair to excellent adjustment at his 
previous duties in society. 

It is generally accepted that response to 
shock treatment is best in patients ill less 
than one year. As the duraticn of illness in- 
creases, the remission-rate decreases. This 
is particularly true for the schizophrenias. 
Consequently, in determining these results, - 
the patients were arranged in two groups— 
one ill less than a year, and the other for a 
longer time. The findings are always better 
in the first group. 

Twenty-nine cases of involutional psy- 
chosis, melancholia, were treated. Eighteen 
of them were ill less than a year, received 
an average of Ir treatments, and had a 
parole-rate of 94%. The other 11 were sick 
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more than one year, received an average of 
14 treatments, and had a parole-rate of 82%. 
The average parole-rate for the 29 cases 
was 90% 

The cases of involutional psychosis, para- 
noid type, hardly respond as well. Of the 
15 treated, ro were ill less than a year, re- 
ceived an average of 12 treatments, and had 
a parole-rate of 60%. The average parole- 
rate for the 15 cases was 47%—markedly 
lower than the 90% for the type melan- 
choka. Table r illustrates the findings in 
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. Fourteen cases of the manic type were 
treated. Twelve had been ill short of one 
vear, received an average of 15 treatments, 
and had a parole-rate of 91%. The average 
parole-rate for the 9 depressives was 89%, 
and that for the rq manics 86%. It may be 
noted that the depressive type required sig- 
nificantly fewer treatments, and that the 
average age in the entire series of 23 cases 
was 41. Other details are shown in Table 2. 

The differential diagnosis between the 
manic-depressive psychoses, particularly the 


TABLE 1 


NUMBER 
AVERAGE 


TREATEDS 


ILL OVER 
ILL UNDER 
ONE YEAR 34% 


INVOL UTIONAL, 


MELANCHOLIA 


INYOLUTIONAL, 


PARANOID 


ILL OVER 
ONE YEAR 


detail. All therapists find that the paranoid 
typ2 responds less well, but have no satis- 
factory explanation. It is possible that a 
number so diagnosed are really cases ot 
dementia precox, paranoid type, in whom 
therapy is generally less effective. 

The manic-depressive psychoses respond 
very well to electroshock therapy. Unfortu- 
nately our series is small, but rather indica- 
tive, especially since the results approximate 
those reported for larger numbers of similar 
cases. Nine patients of the depressive type 
were treated. Eight had a duration of less 
than a year, and all of these could be re- 
leased after an average of only I1 treat- 
‘ments. The other patient received 15 treat- 
ments but did not improve. 


PERCENT 





NUMBER | NUMBER | NUMBER 
o OF 


PAROLES 


depressive type, and the involutional psy- 
choses is often cifficult. This is true too, 
for the subtypes of the involutional psychoses 
themselves. As a consequence, errors in 
diagnosis may have been made in sufficient 
number tc color the above results. In order 
to obviate this somewhat, the main groups 
may be handled as a whole, and then com- 
pared. A useful purpose also seems to be 
accomplished by this plan because the av- 
erage age in each series is so similar that we 
may be dealing with more closely allied ill- 
nesses then one would be led to believe by 
the differentiation in classification. 
Twenty-eight of the 44 cases of involu- 
tional psychosis had been ill less than one 
year. They received an average of I2 treat- 


si 


. ments, 
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and had a parole-rate of 82%. 
Twenty of the 23 cases of manic-depressive 
psychosis had been ill under a year. They 
received an average of 13 treatments, and 
had a parole-rate of 95%. In the group of 
involutionals the 16 patients ill over a year 
had a parole-rate of 63%. In the group oZ 
manic-depressives those sick more than a 
year had a parole-rate of 33%, but here the 
number treated is too small for serious con- 
sideration. The notable difference in the 
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electroshock therapy is of great advantage 
for the emotional disturbances of middle life, 
especially since the average age of the manic- 
depressives in this series wes 41 years. 
While it ‘is generally accepted that elec- 
troconvulsive treatment is the therapy of 
choice for the manic-depressive and involu- 
tional psychoses, there is still question about 
its value vis-a-vis insulin therapy in the 
treatment of schizophrenia. It seems worth- 
while, therefore, to examine the results for 


TABLE 2 


NUMBER 


AVERAGE 
TREATED 


PERCENT 


NUMBER | NUMBER | NUMBER 


PAROLED 


ILL AVER 
ONE YEAR 
100%, 
DEPRESSIVE ONE YEAR 


fetal ef To 
MANIC-DEPRESSIVE , 

ONE YEAR 

ILL OVER 

ONE YEAR 5 


parole-rates between the groups ill less and 
more than one year indicates that the dura- 
tion of illness is a significant factor deter- 
mining prognosis in these categories too. 
The over-all parole-rate for the involutional 
psychoses was 75% as compared to 87% 
for the manic-depressive psychoses. In both 


“geries.an average of 13 treatments was given 


(See Table 3). 

The above results indicate the decided 
value of electroshock therapy in the affective 
psychoses, and emotional illnesses of middle 
life diagnosed involutional psychosis. Al- 
though the latter is usually considered “due 
to disturbance in endocrine function,” there 
is reason to believe that it is mainly affec- 
tive in nature, and on that assumption we 
can definitely conclude from the figures that 





the various types as well as the main entity 
of dementia precox. 

Of the 47 treated cases of demerzia 
præcox, catatonic type, 20 had been ill less 
than a year and 65% of these were paroled, 
having received an average of 17 treatments. 
The remaining 27 cases had been ill more 
than one year. None of these could be 
paroled, though they received en average of 
19 treatments. The average parole-rate for 
all was 28%, but the marked contrast 3e- ` 
tween the groups is overwhelming evidence 
of the importance of early treatment. 

The hebephrenic precoxes responded 
poorly, regardless of the duration of illness. 
The average parole-rate for the 28 cases 
treated was 11%, even though the number 
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of treatments administered approximated 
that given the catatonic type. 

Forty-two percent of the 52 paranoid 
precoxes who had been ill less than a year 
coulc be paroled, but only 5% of the 82 ill 
longer than that could leave the hospital 
after treatment. The striking contrast again 
emphasizes the significance of the duration 
of illness in determining the prognosis. The 
average parole-rate for the 134 parancid 
cases was 19%. As is the case with the 
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ment, however, on the main entity “schizo- 
phrenia.” It seems wise, therefore, to ex- 
amine the results for the cases of dementia 
precox as a group. 

Two hundred and nine cases of dementia 
præcox were treated. Eighty of this total 
were ill less than one year at the time of 
treatment. The parole-rate for this number 
was 45%, and 16 was the average number 
of treatments. The remaining 129 patients 
were ill longer than one year. Their parole- 


' TABLE 3 


NUMBER] PERCENT 


AVERAGE 


TREATED) PAROLED 


INVOLUTIONAL 
PSYCHOSES, 


ALL TYPES 


MANIC- DEPRESSIVE 
PSYCHOSES, 


ILL UNDER 


ONE YEA 
ALL TYPES aR asin: 


ILL OVER 
ONE YEAR 


other categories of schizophrenia, the parole- 
rate for the zotal number of patients, regard- 
less of duretion, is none too encouraging. 
However, tke results with the catatonic and 
paranoid precoxes who have been ill less 
than one year give us some cause for hope. 
(See Table 4 for details and comparison.) 

The results just outlined are true for this 
particular hospital because the criteria for 
diagnosis of the subtypes of schizophrenia 
hold more or less in any one institution. 
However, a comparison with results from 
another hospital might show a wide variation 
because the standards for diagnosis differ. 
Patients who are generally called paranoid 
precoxes in one hospital may be typed 
hebephrenic or catatonic in another, and 
vice versa. There is more likely to be agree- 


NUMGER | NUMBER | NUMBER 


TREATMENTS] PETIT MALS [GRAND MALS 
ith OVER 
63%° 
ONE YEAR 
ILL UNDER 
ONE YEAR 





rate was a mere 5%, although they received 
an average of 17 treatments. The parole- 
rate for the entire series of 209 patients was 
20%. The average age of both groups was 
practically the same. 

It has been reported that better results 
are obtained when zo or more treatments 
are given to cases of dementia precox(7). 
Our statistics hardly bear out such a con- 
tention. On the contrary, they show again 
and again that the better results are obtained 
with fewer treatments. This holds for the 
schizophrenics as wel as the others. For 
instance, IOI of the 209 precoxes received 
an average of 20 treatments (between 16 and 
36 applications), but only 10% of these could 
be paroled. On the other hand, 14 treat- 
ments was the average for the total of 42 
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paroled patients. Further, the remaining 108 
patients received an average of I3 treat- 
ments, but had a significantly higher parole- 
rate, namely, 29%. A similar situation 
exists for each type of schizophrenia, and 
one may .almost predict, in any series of 
patients given what an experienced thera- 
pist deems sufficient treatment for each indi- 
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parole-rate of 79% for the 67 patients diag- 
nosed involutional and manic-depressive 
psychosis. 

Interesting comparisons may now be made 
between the schizophrenic and “affective” 
psychoses by referring to Table 5. In the 
latter group the results are so overwhelm- 
ingly better all along the line, despite fewer 
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vidual case, that those requiring 20 or more 
treatments will have a significantly lower 
parole-rate than those deemed to require 
fewer treatments. 

A clearer picture of electroshock’s merit 
in the treatment of the involutional and 
‘manic-depressive psychoses may be gained 
by handling them as a single series. We then 
‘find that of 67 patients, 48 had been ill less 
than a year, and of these 88% could be 
paroled after an average of 12 treatments. 
Of the remaining 19 who had been ill more 
than one year 58% could be released after 
an arean of 14 treatments. This makes a 


14 


treatments, that we may assume electro- 
shock therapy to be the treatment of choice 
for the manic-depressive and involutional 
psychoses, Whereas only 5% of the pre- 
coxes ill over one year could be released, 
58% of the others ill more than one year 
could be paroled; whereas 45% of the præ- 
coxes with the shorter duration could be 
sent home, 88% of the others could be re- 
leased; and while only 20% of the total 
schizophrenics could leave the hospital, 4 
times as many of the others gained a state 
of remission. 

The ascendency of electroshock treatment 
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during the past few years has tended to di- 
minish the enthusiasm of psychiatrists for 
insulin-coma therapy. The relative rapidity 
with which electroshock can be given, the 
few ward personnel required in hospital 
practice, and the ease. with which it can be 
given in office practice have promoted its 
widespread use, In the past few years of 
war emergency, hospitals have instituted or 
enlarged electroshock therapy departments, 
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precox. Comparisons of ‘results between 
hospitals are indicative rather than conclu- 
sive because of the numerous extraneous fac- 
tors which enter to distort them. Among 
these factors are several differences: (1) in 
diagnosis and choice of patients for treat- 
ment, (2) in opinion about what constitutes 
a state of remission, (3) in the technical ap- 
plication of the treatment, (4) in the gen- 
eral approach to shock treatment and the 


TABLE 5 









AVERAGE 


DEMENTIA PRA ECOX, 









ALL TYPES 


INVOLUTIONAL 
AND 


MANIC PSYCHOSES ' 


ALL TYPES 


[LL OVER 
ONE YEAR 


and surrendered their insulin treatment 
wards. In this process schizophrenic pa- 
tients who ordinarily would have received 
insulin treatment have been either sub- 
jected to electroshock before getting insulin, 
or have been denied insulin treatment alto- 
gether. Consequently, the requirement of 
giving a patient some form of active treat- 
ment has been satisfied, without necessarily 
having given him the wisest choice of, or 
succession of treatments. | 

While we can already conclude that elec- 
tric is the choice of treatment for the in- 
volutional and manic-depressive psychoses, 
we cannot by any means'be as definite about 
its value for the schizophrenias. No com- 
prehensive or convincing study has yet been 
made proving one or the other form of 
therapy superior in the treatment of dementia 
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patients who receive it, and (5) in the per- 
sonalities oi the therapists. 

At Central Islip State Hospital we have 
been able to overcome many of the distort- 
ing factors by maintaining a single depart- 
ment. In it both forms of therapy are ad- 
ministered at the same time by the writer, 
with the help of a relatively stationary ward 
The choice of patients, their 
treatment, and judgment of their final con- 
dition, as well as their release from the hospi- 
tal are solely in his hands. Consequently the 
standards are well fixed. The only basic 
differences which exist are two: (1) one 
group of patients receives electroshock and 
the other insulin-coma therapy ; (2) the elec- 
troshock patients are seen on the treatment- 
ward 3 times a week for roughly 3 hours, 
whereas the insulin-treated patients are 
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seen 5 times a week for a period of 6 hours. 
Otherwise their recreation, diet and gen- 
eral management are much the same. 

At the very time that the patients already 
reported on were receiving electroshock 
treatment, a series of patients received in- 
sulin-coma therapy under the régime de- 
scribed. A previous article(2) reported 
the results for this latter group. In a 2 
year period insulin treatment was adminis- 
tered to 158 schizophrenics. The parole- 
rate was 52.5% for all the patients, regard- 
less of the duration of illness. These results 
are far superior to the 20% parole-rate for 
the schizophrenics treated with electroshock. 
Eighty-five of the 158 patients had been ill 
less than one year. Their parole-rate was 
57.6%, again significantly higher than the 
45% for those ill a similar length of time 
and treated with electroshock. The remain- 
ing 73 patients had been ill more than a 
year, and had a parole-rate of 45%—9 
times as great as that for the electroshock 
treated patients of the same duration. These 
results are shown in Fig. I. 

A further effort was made to determine 
the comparative value of insulin and elec- 
tric treatment in schizophrenia by giving 
some patients insulin-coma therapy, and fol- 
lowing it with electroshock if a remission 
was_not produced within 2 months of the 
termination of hypoglycemic treatment. 
These particular patients were chosen more 
or less at random, except that, as a rule, the 
writer felt there was still some hope for 
the individual despite insulin-therapy’s 
failure. l 

Fifty patients were managed in this way. 
Twenty-eight of them happened to be ill less 


than one .year, even at the time electro- 


shock therapy was undertaken. Their 
parole-rate was 29%, and they received an 
average of 17 treatments. The group was 
composed of 8 catatonics, 7 hebephrenics 
and 13 paranoids. Four of the first, none 
of the second, and 4 of the last type could 
be released. 

Twenty-two of the 50 cases were ill more 
than a year at the time electroshock treat- 
ment was begun. None of them could be 
released, although an average of 18 treat- 
ments was administered. This group was 
composed of 1 catatonic, 4 hebephrenics and 
17 paranoid precoxes. 
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In the group of 50 who failed to improve 
with insulin, therefore, only 16% could be 
released after subsequent electroshock ther- 
apy. Half of the 9 catatonics, none of the 11 
hebephrenics, and 13% of the 30 paranoids 
responded satisfactorily to this régime. All 
of those who could be released had been ill 
less than a year. Although the type of 
schizophrenia appears of some significance, 
only the catatonics reacting well, the dura- 
tion-of-illness factor seems to be most sig- 
nificant here as elsewhere. 


Eg atecraic Snocn 
[ | INSULIN fuoch, 
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FIG. I. 


` We may conclude from these results that, 
with the possible exception of the catatonics, 
the choice for schizophrenia is insulin-coma 
treatment. This is particularly true for pa- 
tients ill more than one year. When these 
fail to respond to insulin therapy, further 
efforts with electroshock are generally pal- 
liative to the therapist and patient’s relatives, 
rather than to the patient. It would seem 
worthwhile with catatonics—and possibly 
paranoids—who are ill less than a year, to 
resort to electroshock after insulin fails. At 
all events the results seem to indicate that 
until we have better criteria upon which to 
base our choice of treatment, insulin therapy 
should be tried first in all schizophrenics. 
The indiscriminate use of electroshock first 
(11), because it is easier to apply, wastes 
time which is an important factor determin- 
ing the patient’s ultimate response to insulin, 
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It is commonly reported in the literature 
that chronically disturbed schizophrenics are 
benefited by electroshock therapy. More 
exactly, it is held that such patients are at 
least more manageable after such treatment. 
For this reason we administered electro- 
shock to 50 female patients from an out- 
lying ward—one for the most disturbed pa- 
tients in the hospital. These women had 
been ill from 2 to 10 years. They were first 
transferred to the shock therapy department 
and given an average of 16 treatments, after 
which they were returned to their former 
ward. Further observation was made by 
the docicr, nurses and attendants who had 
been familiar with their behavior before 
treatment. Six to twelve months later their 
opinions were recorded. 


The descriptions fell roughly into 5 cate- 


gories. First, patients who improved and 
continued to make a sufficiently good ad- 
justment to warrant parole. There were 3 
such cases. Second, those who improved a 
little for a short period, then became either 
worse or relapsed to their former state (11 
cases). Third, those who appeared to be 
unchanged by the treatment (14 cases). 
Fourth, those who returned in a worse state, 
and remained so for several months before 
returning to their former level of behavior 
(7 cases). Fifth, those who seemed to be- 
come worse, and remain so indefinitely (15 
cases). . 

The general impression that all the ob- 
servers gained was by no means favorable. 
They felt that the bulk of patients became 
worse fcr shorter or longer periods, if not 
indefinitely, and described them as “more 
deteriorated,’ “more unreasonable,’ “more 
destructive and aggressive’ and “more re- 
sistive and noisier.” Those patients who be- 
gar. to eat after treatment seemed to “gorge” 
themselves. 

The complications of electroshock therapy 
range from very mild to severe. Generally, 
headache, nausea and vertigo are immediate 
complaints. However, these are transitory. 
Amnesia usually occurs during a long course 
of therapy, and is ordinarily associated with 
confusion. Both are temporary, especially 
‘the latter, although occasionally we have seen 
clinical evidence of amnesia for four to six 
months after termination of treatment. 
Acutely excited patients often have memory 
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defects, particularly for the early events and 
symptoms of their illness, even after a spon- 
taneous remission. Consequently in such 
cases it is difficult to tell whether the am- 
nesia is due to repression or the organic 
effects of the electroshock itself. 

In addition to the above rather accepted 
complications, dislocation of the mandible 
is most common. However, it is relatively 
minor. As a rule the jaw adjusts itself in 
the last stages of the seizure or can easily . 
be replaced by the proper application of 
downward pressure to the lateral aspects 
of the rami. Fractures in this series of cases 
were uncommon. Roentgen examinations of 
the spine were done on all who complained 
of pain. It was necessary to x-ray 34 pa- 
tients, but none was found to have a verte- 
bral fracture. Some may have been missed 


_ in this procedure, but it is likely that very 


few if any occurred. However, the fact that 
these fractures are never serious makes 
routine x-ray series unnecessary. Further, 
the use of curare would seem unnecessary 
except where specifically indicated to 
“soften” the seizures. One undernourished 
patient suffered a fracture of the neck of the 
left femur, and 2 others sustained disloca- 
tions of the shoulder. 

Fatalities occurred in 4 patients. The first 
died in a hyperpyrectic state one week after 
a course of 14 treatments. Autopsy was 
not done. The second died after two treat- 
ments, and was found to have syphilis of the 
central nervous system, despite a negative 
serology. A third died after two treatments, 
and was found to have a silent brain tumor. 
These cases have been reported for the litera- 
ture(3, 4). The fourth patient developed a 
volvulus two days after her fifth treatment 
and died quickly. While it should be said 
that not all these deaths were directly due 
to electroshock, they do indicate that in a 
large series of cases fatalities are to be ex- 
pected for one reason or another. Advanced 
age and pre-existing organic brain disease 
are the most common findings in those so 
far reported in the literature. 


DISCUSSION 


The results of this survey indicate that 
electroshock may be seriously considered as 
an effective therapy in the management of 
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mental illness. However, they also indicate 
- that the treatment has certain definite indi- 
cations and limitations. It is not a panacea 
for all types of psychoses, no more than 
insulin-coma therapy is the answer for all 
cases of dementia præcox. Its indiscrimi- 
nate use, therefore, would seem undesirable, 
except for purely investigational reasons. 

Electroshock therapy is the choice of 
treatment for the involutional and manic- 
depressive psychoses, or, broadly speaking, 
for the “affective” illnesses. It is, more 
exactly, as this survey shows, the elective 
treatment for the “middle-life” psychoses. 
In addition, it appears quite effective in cases 
of dementia præcox occurring for the first 
time in the late 30s and early 40s when 
a good affective reaction is present. In these 
latter cases one is usually a little undecided 
about the diagnosis, and symptoms strongly 
suggestive of involutional psychosis are 
present. 

Electrotherapy seems to have some merit 
in the general treatment of dementia przecox. 
It is most effective with the catatonic, less 
so with the paranoid type, and hardly so 
with the hebephrenic. In this category the 
duration-of-illness is extremely important, 
the therapeutic results declining in a startling 
manner with patients ill more than one year. 
This holds true for the catatonic type, as 
well as for the others. 

Although the results with electric treat- 
ment in schizophrenics ill less than one year 
approach those for insulin-coma therapy, they 
are yet significantly lower in the above re- 
ported series. Further, it has yet to be shown 
that a representative series of . precoxes 
improved with electroshock remain well ‘for 
as long a period as a similar series im- 
proved by insulin therapy. Judging from 
the essential nature of schizophrenia, it would 
seem that such a demonstration should be 
made before we even begin to seriously con- 
sider electroshock as a substitute for insulin- 
coma therapy. 

At first glance, one suspects that the 
greater amount of time, energy and care 
given to an insulin-treated patient would 
fortify him more than the patient allotted 
the relatively less attention required in the 
course of electroshock treatment. One would 
therefore expect better and longer refnis- 
sions with the former group. Such added 
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attention may help account for the markedly 
better results cbtained with insulin in pa- 
tients ill more than one year. One report (6) 
suggests that just such factors may be re- 
sponsible for the fact that private patients 
make a better response to electroshock than 
do clinic cases. It may very weli be that 
the basic nature of the insulin-treatment- 
situation answers a need in those sick a long 
time that enables them to improve, and thus 
accounts for the great discrepancy between 
the resu‘ts for electric and insulin treatment 
in such cases. If this could be demonstrated 
more adequately it would prove the thera- 
peutic importance of the human factor, and 
would indicate the need of patients, particu- 
larly precoxes, for fellow hurman beings. It 
may be suggested that individuals who are 
drastically denied the comfort that comes 
from good relations with other people gradu- 
ally are overcome and withdraw into a state 
of mind we term schizophrenia. 
Outstanding is the fact that the treatment 


is beneficial in cases of short duration. This 


finding stands out with monotonous regu- 
larity. In considering electric treatment for 
a patient one is tempted to ask “how long” 
he is sick before determining any other fact, 
including the diagnosis. This is especially 
true for cases of schizophrenia, less so for 
the involutionals and manic-depressives. Al- 
though there are other prognostic criteria, 
none 1s as important as the duration. Gold 
and Chiarello(z) have made a valuable at- 
tempt tc arrive at a more scientific choice 
of patients. However, even if a patient ex- 
hibits all of the criteria they describe for 


a good outcome, but does not have an ill- 


ness of short duration the ultimate prog- 
nosis 1s poor. On the other hand, if a 
patient has been ill a short time the prog- 
nosis is good, despite the fact that other 
clinical features may not be present to fore- 


cast a promising result. 


In another article(5) the writer has at- 
tempted an explanation of the importance 
of the duration-cf-illness factor. Why should 
a schizophrenic who is ill less than one year 
respond so relatively well while another ill 
a longer time responds so poorly, if at all? 
Certainly we know of no organic reason. 
No structural changes appear with the 
progress of our “functional” illnesses to 
account for the discrepancy in results, and 
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one may question any statement that the 
treatments are effective solely because physi- 
ological changes are produced in the brain. 
We are hardly aware of what happens in 
the brain with electric treatment, and in the 
case of insulin-coma therapy no causal rela- 
tion between the decreased cerebral metabo- 
lism and the therapeutic effects has been 
shown. On the other hand, one may ask, 
whet is the psychological change that occurs 
in- a treated case of short duration that 
allows him to improve? What causes such 
a fixity of the psychosis’as time passes that 
we are left helpless to overcome it? It be- 
gins to appear to the writer that perhaps 
only certain personality-types respond to 
shock therapy, and that we have been fol- 
lowing the wrong track by merely trying to 
prognosticate the value of treatment in each 
case on the basis of descriptive symptoms 
alone. Certainly the wide variety of “de- 
scriptive pictures” that respond well would 
automatically raise that point. What then 
is the nature of the personality or charac- 
ter-structure of the patients who do benefit? 
Would such information help us in under- 
standing the etiology of psychoses, and aid 
in forestalling them by revealing possible 
prophylactic measures? If the psychoses are 
purely functional why do they respond so 
rapidly in the presence of physiological 
changes produced by “shock” therapy, and 
so slowly, if at all, to psychotherapy? It 
does not seem sufficient to say that such 
changes help ‘the patient make a psycho- 
logical adjustment? What are the inter- 
mediary steps? What, in other words, are 
the true dynamics that operate in the 
improvement ? i 

As a general rule, it can be taken for 
granted that any schizophrenic who has been 
ill for well over a year will not respond to 
electroshock once he has failed to reach a 
state of remission with insulin-coma tkerapy. 
However, it is a fact that roughly one-third 
of those ill less than a year who have failed 
with insulin will be improved by electric 
shock. Even better results are obtained with 
catetonics so treated, but it must be remem- 
bered that this category responds well to 
electric treatment anyway. At any rate, why 
some fev should do well with electrashock, 
having failed to improve with insulin, is a 
question for further investigation. 


A THREE-YEAR SURVEY OF ELECTROSHOCK THERAPY 
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Weil and Moriarty’s(11) advocacy of the 
indiscriminate use of electroshock first in 
all cases of schizophrenia is to be decried, 
More particularly their report indicates in- 
stead (1) that electroshock is without value 
in schizophrenics of long duration, whereas 
insulin therapy is, (2) that when electric 
treatment is unsuccessful in cases of short 
duration, subsequent insulin treatment is 
even more effective than it is in cases of 
long duration who have failed with electro- 
shock. : 

While we have found several good prog- 
nostic criteria in judging patients for treat- 
ment, the results do not warrant a sanguine 
attitude. The results with electroshock, for 
instance, in the choicest type of schizophrenic 
show a 45% remission-rate. Are we justi- 
fied in treating all of the patients, thereby 
subjecting them to a violent form of therapy 
whose full effects we have not yet adequately 
evaluated, in order to get less than half 
temporarily well? Indiscriminate treatment 
is not in the best scientific spirit. Keener 
and more discriminate choice of patients for 
treatment would now seem to be in order. 

Courses of therapy which are extended 
beyond 12 to 15 treatments quite generally 
fail to produce a remission. This is the 
invariable experience with involutionals and 
manic-depressives. Our results with the 
schizophrenics tell the same story and con- 
firm the findings of others(8, 9, 11). Those 
precoxes who respond, do so quickly— 
though not quite as rapidly as the involu- 
tionals—and stay well even with less than 
I2 to I5 treatments. However, when the 
therapy must be prolonged the outlook is 
poor indeed, and any improvement is short 
lived. This was our experience with insulin 
too. When a “remarkable” improvement 
occurs in a schizophrenic after 1 or 2 treat- 
ments with electroshock, the ultimate prog- 
nesis is poor. It usually takes 6 to Io treat- 


-ments to produce a change that maintains 


itself after a total of 12 to 15 treatments 
have been given. However, it is not always 
essential that 15 treatments be given after 
the initial improvement. 

Insulin-coma therapy has also been ap- 
plied in a rather fixed fashion. It is a com- 
mon practice, for instance, in the New York 
state hospitals to aim for production of 5o 
or 60 comas in each and every patient, thus 
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giving as many as IOO. treatments. Yet in 
1938 Malzberg surveyed 1,039 cases treated 


in those same hospitals, and found (1) that . 


the rate of improvement was highest in 
those receiving 20 to 29 injections, and pro- 
gressively lower for those getting more treat- 
ment, and (2) that the rate of remission 
decreased as the number of induced comas 
increased. This was confirmed in our own 
survey(2). It would seem that the rigid 
application of a fixed number of treatments 
for all patients, regardless of their basic 
nature and reaction to treatment, leaves no 
room for the clinical acumen and judgment 
which are the essence of good psychiatric 
practice. Such a policy subjectis innumerable 
patients to unneeded days of treatment and 
unnecessary risks. In this indiscriminate 
use of shock therapy lies a-danger, rather 
than a boon, to psychiatry. 

Our experience with electroshock in the 
treatment of chronically disturbed schizo- 


phrenics is not encouraging. More care 


seems to be required for the patients after 
treatment than before. The practice in some 
hospitals of giving disturbed patients one 
treatment a week over long periods in order 
to keep them manageable seems unwarranted 
and fraught with danger. The ill-effects we 
have noted have been similarly described by 
Nussbaum (9), and have led to an essentially 
conservative approach,.so well advocated by 
Rosen and his co-workers( 10). 

In cases of short duration, too, we have 
gained the definite clinical impression—con- 
firmed by others of our hospital staff—that 
some patients who fail to get well are done 
irreparable injury. They seem to make 
down-grade progress more rapidly than is 
usual with untreated cases. When such 
effects are observed it becomes more desir- 
able than ever that we discover newer and 
better criteria for the shock treatment of 
schizophrenics. The urgent need at present 
is not so much for newer modes of treat- 
ment, but for an improved choice of pa- 
tients with our present methods, so that 
failures and deleterious effects can be more 
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generally avoided. With a better ability to 


‘choose our patients for treatment the dis- 


covery of newer techniques will automati- 
cally lead to better results. 

Shock therapy has been, and continues to 
be applied on a purely empirical basis. There 
is no known rationale for its use. The eti- 
ology of the diseases we treat is cbscure, and 
the causal connection between the effects we 
produce and the results we obta:n is hardly 
clear. Under such conditions humility would 
seem to be in order, caution a virtue, objec- 
tivity a worthy goal, and further investiga- 
tion an urgent necessity. 
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The complications arising in the course 
of electro-convulsive therapy fall into three 
general categories: (i) those due to the 
action of current on brain tissues; (11) those 
referable to the neuronal discharge occa- 
sioned by the current, and (ili) those ap- 


pearing in the skeletal and cardiorespiratory 


systems as by-products of the convulsion. 


COMPLICATIONS DUE TO THE ACTION OF 
CURRENT ON BRAIN TISSUE 


The nature and duration of a current, and 
the resistance of the tissues traversed, are of 
first importance to the effect produced. The 
impedance offered by the head to the pas- 
sage cf an alternating current is a func- 
tion of many variables: the nature, form 
and application of the electrodes, the fre- 
quency of the current, and the relative im- 
pedance of the integument and of deeper 
structures. 

Between electrodes applied bi-temporally 
the lines of force representing the current 
density probably follow a fusiform pattern 
(Jaffe{1); Sulzbach, Tillotson, Guillemin 
and Sutherland(2); Alexander and Lowen- 
bach(3)). The exact configuration of this 
spindle is a function of the current fre- 
quency, wave form, and intensity at the 
points of electrode contact. 

After an electric shock just strong enough 
to produce convulsion in the cat, Moore (4) 
found no hemorrhages such as appeared (in 
the current path, not scattered through the 
brain) following his application of stronger 
currents. In the experiments of Morrison, 
Weeks and Cobb(5) on cats, rabbits and 
guinea pigs, alternating current produced 
constriction of pial vessels, slowing of blood 
flow, and shrinkage of the ganglion cells; 


1 Published with permission of the Medical Di- 
rector, Veterans Administration, who assumes no 
responsibility for the opinions expressed or conclu- 
sions drawn by the authors. 
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edema, congestion and hemorrhages were 
found. Also in Langworthy’s(6) rats, alter- 
nating current commonly produced central 
nervous system hemorrhages. These were 
attributed either to the marked venous con- 
gestion occurring with the shock, or to the 
sharp rise in blood pressure immediately 
following. 

From numerous reports in the iiterature 
we quote three typical examples cf animal 
experiments expressly designed to simulate 
the conditions that obtain in the electric 
shock therapy of human subjects. Lidbeck 
(7) administered 14 to 16 shocks to 3 dogs 
and found minimal effects: a single perivas- 
cular hemorrhage and capillary thrombi in 
r animal, shrinkage and ischemia of ganglion 
cells near the site of electrodes in the other 
2. A series of 15 cats reported by Alpers 
and Hughes (3) sustained more damage: 
subarachnoid hemorrhage in 10, hemorrhage 
of the brain in 8 (7 punctate, I more ex- 
tensive). Neubuerger, Whitehead, Rutledge 
and Ebaugh(g) shocked dogs at 3- to 5-day 
intervals, using 80 volts, 200 milliamperes, 
and a 0.15 second duration. They found | 
paling, swelling, tigrolysis and vacuolation 
of the nerve cells, most pronounced in the 
cortex along the current pathway; glia and 
microglia revealed slight proliferation. In 
some brains the meninges, cortex and peri- 
ventricular areas showed vascular dilata- 
tion and minute hemorrhages, but the com- 
moner pathological changes were regarded 
as reversible. 

In human sutjects following electric shock 
therapy, histopethologic findings have been 
reported after necropsy in a few instances. 
Lesions similar to those cited above from the 
experimental work of Neubuerger and as- 
sociates, were reported by Ebaugh, Barnacle 
and Neubuerger(10). Their cases were two ` 
57-year-old patients: one died 14 hours after 
the 12th grand mal; the other, immediately 
after the Ist grand mal which was produced 
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by the 3d shock. The brains of these pa- 
tients showed diffuse shrinkage and ischemic 
degeneration of cortical nerve cells, espe- 
cially over the tops of-the convolutions, with 
several small areas of destruction of blood 
vessels; there was proliferation of all glial 
elements, astrocytes being increased in the 
upper. and deeper cortical layers. The 


changes were slightly more marked in the 


pathway of the current, but not limited 
thereto. The reporters stated that the lesions 
were not serious, that many were reversible, 
and that they were due to the electric shock 
therapy and its convulsive seizures. 

In one of two necropsies reported by 
Alpers and Hughes(11) a 45-year-old pa- 
tient, who died 2 months after receiving 
62 shock treatments, had many punctate 
hemorrhages of various ages as well as 
foct of perivascular edema and necrosis in 
the cerebral cortex, cerebellum, basal ganglia 
and medulla. Also present were broncho- 
pneumonia, marked fatty degeneration of 
the liver, cholecystitis and cholelithiasis. 
Their 2d patient was one with advanced 
arteriosclerosis who died at the age of 79, 
five months after the last of 6 electric shocks. 
In this instance there were found, chiefly 
in the white matter, scattered areas of old 
perivascular hemorrhage, gliosis, fibrosis and 
rarefaction. Again the cerebral findings were 
attributed directly to the effects of electro- 
shock. 


COMPLICATIONS REFERABLE TO THE NEU- 
RONAL DISCHARGE; ELECTROENCEPH- 
ALOGRAPHY 


While a convulsion consequent to dis- 
charge of the pyramidal motor neurons is 
the predominant feature of the therapy, evi- 
dence abounds that other cellular structures 
may be excessively stimulated or impaired. 
Thus, Urquhart(12) offered evidence of pos- 
sible effects of electroshock at the autonomic 
level. Currents passed between the nasal 
cavity and the atlanto-occipital ligament of 
rabbits stimulated the vagus center and con- 
sequently slowed the heart, unless the in- 
hibitory fibers were controlled by atropin. 
Excitation of medullary centers was suc- 
ceeded by their profound inhibition for a 
period following the breaking of the current. 

It is not unreasonable (Jetter(13)) to as- 
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sume that rarely the cardiac and vasomotor 
nervous control in man may be irritable 
enough to bring about sudden death after 
transcerebral stimulation by a relatively weak 
current, without any pre-existing cardic- 
vascular disease. 

An exceptional response of the vegetative 
system to cerebral shocking is postulated by 
Nussbaum(14) to explain the death of a 
42-year-old schizophrenic after 60 electro- 
shocks, many of which had given petit mal 
responses. Immediately following the course 
she was in fairly good condition, but lost 
weight rapidly to a point cf severe emacia- 
tion, suffered from abscesses, and developed 
trophic changes of fingers and toes; death 
occurred 2 months after therapy ended. 

A shock-induced seizure is exceptionally 
followed by status epilepticus. Mechanisms 
aroused by the current have failed to hait 
as usual, and shock therapy must be dis- 
continued. The added response of a center 


not ordinarily reacting tc shock currents 


could account for Gralnick’s(15) case of 
post-shock status complicated by fatal hyper- - 
pyrexia. 

A picture of manic delirium, which may 
terminate fatally, has bean described ty 
Bingel(16), and Kris(17), in certain cases 
of catatonic dementia przecox. 

Cortical or subcortical organic effects mzy 
be correlated with the changes generally seen 
in the emotional response of depressed pa- 
tients. Indirectly these changes may intro- 
duce a danger of the depressed becoming 
more prone to self-destruction. Some pa- 
tients resist shocking and will elope. 

Reversible or irreversible central nervcus 
system changes must accompany the am- 
nesia characteristic of the usual shock-in- 
duced organic syndrome (Kalinowsky(18)). 
Myerson(19) submits that amnesias may re- 
flect swelling, or punctate hemorrhages. 
Most investigators (e. g, Smith, Hastings 
and Hughes( 20) ; Levy, Serota and Grinker 
(21)), report that memory impairments are 
restored in from a few weeks to 9 months. 
Their duration and severity vary with zhe 
number of electroshocks given. 

The nearest approach to measur:ng 
changes in the brain is by electroencepkal- 
ography. Pacella, Barrera and Kalinowsky 
(22) found that the intensity and duration 
of. electroencephalographic abnormalities 
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were related directly to the number of elec- 
tric shocks administered. Patients subjected 
to a series of from 7 to 12 convulsions 
showed records in which all abnormally slow 
' waves disappeared after 1 to 3 months. In 
70 percent of patients who had had 13 to 
22 convulsions, the abnormally slow waves 
disappeared 2 to 6 months after termination 
of therapy; in the others, slow potentials still 
persisted at the end of 6 months. These 
authors commented that while the electro- 
encephalographic abnormalities are largely 
reversible, this does not necessdrily mean 
that any cellular changes are correspondingly 
reversible. 

In this clinic the EEG signs of abnor- 
mality have developed generally between 
the sth and roth grand mal. They have been 
of the most varied nature, from a slight slow- 
ing and an increase in amplitude to a dif- 
fusely disorganized pattern with sharp and 
slow waves appearing at random under all 
leads. These disturbances have tended to dis- 
appear within a month after the last treat- 
ment. 


COMPLICATIONS DUE To THE CONVULSION: 
SKELETAL; CARDIAC, ALSO WITH ` 
CURARE; PULMONARY 


Long bones are seldom fractured by the 
convulsion; compression fractures of verte- 
bral bodies are common. Fracture rates for 
the humerus range from Taylor’s(23) 0.26 
percent in 1133 cases, to Evans’ (24) 4.0 per- 
cent in 50 cases over the age of 50. Femur, 
acetabulum, scapula, ribs and vertebral proc- 
esses are rarely fractured. ) 

The greatest variation exists among re- 
ports of compression fractures of vertebral 
bodies. Taylor found 0.5 percent, X-raying 
. only the iew patients who complained of 
post-skock back pains. Horwitz(25) X- 
tayed every patient after his shock course 
and found a 20 percent rate. 

In the first 252 electroshock cases at this 
Facility, any complaint of back pain was 
followed up by a spinal X-ray; 13 cases, or 
5.2 percent, showed one or more vertebral- 
body compressions. Shocking was then dis- 
© continued. This practice may be unwise, 
since some patients with compressed frac- 
ture, which tends to occur early in a course 
of convulsive therapy, are evidently going 
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through their treatments without complaints. 
“Silent” compressions will not appear in 
statistics unless every spine is X-rayed after. 
a course. If compressions generally are as 
common as in Horwitz’ 20 percent of all 
cases, then in this clinic and elsewhere there 
will be up to 15 percent of undetected asymp- 
tomatic compression fractures in addition to 
the 5 percent detected because of symptoms. 

Worthing and Kalinowsky(26) followed 
up 8 cases, 2 years after severe compressions 
had been shown by X-ray, without finding 
anything of consequence by radiologic, ortho- 
pedic or neurologic examination. Neuro- 
psychiatrists seem to agree that electroshock- 
induced spinal compression fractures have no 
clinical significance, offer no threat to the 
spinal cord, and do not interfere with heavy 
muscular effort. 

Dislocations of the mandible were men- 
tioned in the earlier reports. Better tech- 
nique in holding the jaw seems practically 
to have eliminated this complication. A more 
troublesome though rarer accident has oc- 
casionally been seen in forward dislocation 
at the shoulder.. Although some operators 
obviate this by applying strong manual pres- 


sure backward over the head of the humerus, 


this pressure may also increase the risk of 
humeral fracture. 

The profound changes in the general cir- 
culation that accompany grand mal, together 
with the latter's violent muscular exertion, 
put a strain on. the heart that can prove 
dangerous in the presence of any weakness, 
especially liability to coronary complications. 
Two cases of Jetter’s(13) are illustrative. 
Advanced coronary arteriosclerosis was 
found in a patient 61 years old, who died a 
few minutes after his 8th convulsion. A 23- 
year-old man died several hours after the 8th 
convulsion of a second course, from rapidly 
progressing heart failure; he was found to 
have an acute myocarditis and acute glomer- 
ulonephritis.’ Delayed circulatory failure ac- 
counted for a death reported by Gralnick 
(15); this seemed due proximately to 
asphyxia in the presence of acute edema of 
the lungs, and brain, 2 days after the 2d con- 
vulsive treatment. of a 35-year-old man. 

At this hospital we observed several shock- 
treated patients with a mild or -moderate 
arterial hypertension that tended, while vary- 
ing, to show net increments from week to 
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week or from shock to shock. All these pa- 
tients had exhibited a clinical picture, an 
electrocardiogram, and a heart X-ray (when 
this had been taken) close enough to “nor- 
mal” to permit the undertaking of shock 
therapy. Several courses had to be stopped 
before their anticipated conclusion, because 
of alarming rises in systolic and diastolic 
pressure. 

The question of whether cardiac damage 
was caused by the shocking was raised in 
only one of our hypertensives. This 48-year- 
old schizophrenic completed one course with- 
out accident, and with some benefit psychia- 
trically. Relapsing later, he was given a 
second course, also unmarked by complica- 
tions. His pressure remained moderately 
elevated, 150/90 to 160/100 (after the final 
shock it had risen momentarily from a pre- 
shock of 160/100 to a post-shock reading 
of 220/130). He died of coronary occlusion 
4 months later. No one ascribed this death 
to shock therapy, but some remote causal 
connection is not beyond possibility. 

Curare has been used to mitigate the se- 
verity of convulsions, particularly in the 
poorer cardiac risks. While it does remove 
the load imposed on the heart by violent 
muscular activity, in some other manner it 
may raise the chances of heari failure. In a 
detailed study of blood pressure, pulse and 
respiratory phenomena accompanying cu- 
rare-protected convulsive shock, Woolley 
(27) noted great variability in circulatory 
and respiratory reactions, sometimes of ex- 
treme degree during and subsequent to the 
seizure. Sharp fluctuations occur also with- 
out curare; but the observation that severe 
drops in blood pressure, pulse and respira- 
tion were promptly controlled by the ad- 
ministration of prostigmin or adrenalin sug- 
gested that curare played an important rôle 
in producing them. 

Deaths have resulted from the use of cu- 
rare. Cash and Hoekstra(28) reported one 
in a 47-year-old man 2 hours after the 5th 
curare-modified grand mal, with the subse- 
quent finding of marked coronary sclerosis 
but no myocardial involvement. Ziskind and 
Ziskind(29g) reported that of a 50-year-old 
patient with a history of hypotension, pulse 
irregularity and cyanosis, who died one day 
after the 2d electric shock with curare. It 
is not yet clear whether curare adds more 
hazards than it subtracts. 
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Pulmonary vulnerability is an established 
fact in electric shock therapeutics. Inactive 
tuberculosis kas been activated (Hemphill 
(30) and others). Pneumonia and lung ab- 
scess, both in part probably consequent tc 
accidenis of aspiration, seem to occur oftener 
than expected.. Evans reported an instance 
of pneumonia beginning 2 days after a shock 
treatment anc ending fatally 36 hours later, ` 
although he did not charge this complication 
to the therapy. In an unreported case, symp- 
toms of broncho-pneumonia began 10 or 
12 days after, and ended fatally 24 weeks 
after a shock course; similarly this death 
was not ascribed to the therapy. In one 
of our cases, symptoms diagnosed as thos: 
of pulmonary abscess appeared a month after 
the course was ended. This clear interval 
seemed too long to allow connecting the 
abscess with the treatment, although it coul< 
have been coastrued as a complication. 

Reluctance to connect pulmonary or other 
accidents with the therapeutic program he; 
probably contributed to its low mortality 
rate. Jetter(13) noted 1.2 deaths per thou- 
sand in 2500 cases; the comprehensive re 
port of Kolb and Vogel(31), only 0.5 per 
thousand in 7200. 


SUMMARY 


Therapeutic electric shocks produce some 
reversible cartical changes, srobadly together 
with some irreversible neuronal degeneratian 
and gliosis. The typical memory losses are 
generally recoverable, and the diversified 
EEG disturbances tend to disappear in sev- 
eral months. 

According to reports in the literature, the 
neurcnal discharge may Lave other effects 
than the intended grand mal: cardiac arrest, 
autonomic disorders, status epilepticus, or 
manic delirtum. 

Regardless of operating technique, re- 
ported rate of compression fracture of a 
vertebral kody vary from 0.5 percent of 
cases, to 20 percent with routine X-rayirg. 
Many compressions will remain undiscav- 
ered unless spines are routinely X-rayed 
post-shock. Compression spinal fractures 
are clinically inconsequential. The humerus, 
or more rarely some other bony structure, 
is occasionally fractured; to these instances 
the technique of shocking seems relevant. 

Dislocation at the shoulder or mandibu- 
lar joint should be technically preventable. 
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Arterial hypertension may be aggravated 
by electroshock, and -myocardial insuffi- 
ciencies can lead to a fatal outcome. Curare 
attenuates the convulsive violence but may 
add new dangers; its drawbacks are still 
under scrutiny. 

Aspiration during the coma has been 
deemed responsible for complicating lung 
abscesses. Liability to pulmonary complica- 
tions probably has other unknown causes. 
Post-shock pneumonias have not always 
been charged to the therapy. The published 
mortality rates appear over-optimistic. 
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DISAPPEARANCE OF PAINFUL PHANTOM LIMBS AFTER 
ELECTRIC SHOCK TREATMENT * 


J. E. PISETSKY, Carta, M.C., A. U.S. l 
Veterans Administration Facility, Roseburg, Oregon 


The treatment of the phantom limb syn- 
drome has generally represented a problem 
of major proportions. Most forms of therapy 
have had little effect on the abolition of the 
painful concomitants of the phantom limb. 
Both medical and surgical procedures, such 
as repair of the stump, removal of a neuroma, 
spinal anesthesia, rhizotomy, chordotomy, 
sympathectomy, injection of alcohol or of a 
solution of procaine hydrochloride either 
into the nerves or into the neuroma or into 
the thoracic sympathetic ganglion, x-ray 
therapy of the spinal cord or spinal nerve 
roots, and physical therapy to the stump, 
have proven to be of variable and unpredict- 
able value. White(1z) recently concluded 
that some of these procedures may be decid- 
edly harmful. He also cites the fact that Van 
Wagenen recently treated a patient who had 
endured forty-five operations for chronic 
osteomyelitis and had finally lost a leg 
through amputation; the severe phantom 
limb pain which was present yielded to bilat- 
eral frontal lobotomy. The success of de 
Gutierrez~-Mahoney(2) in the treatment of 
a painful phantom limb through resection of 
the postcentral cortex is also noteworthy. 
This author noted that a patient with a pain- 
ful phantom limb experienced a remission in 
his symptoms after a convulsive seizure. 
This interesting clinical finding served as the 
basis for our present research. The use 
of electric shock therapy suggested itself 
as a method for the controlled administra- 
tion of a convulsive seizure to produce the 
effect, more protracted if possible, which de 
Gutierrez~-Mahoney had observed. 


Case REPORT (3) 


Patient is a 55-year-old white male who was 
employed as a brakeman and fell from a moving 
train in 1939. Both legs were badly mangled and 





1 Published with the permission of the Medical 
Director, Veterans’ Administration, who assumes 
no responsibility for the opinions expressed or 
conclusions drawn by the author. 


infection set in so that repeated painful operations 
had to be performed, which eventuated in the 
amputation of both legs below the knees. A psy- 
chesis of the involutional melancholia type was 
precipitated by this accident. Ee was depressed. 
harbored ideas of self-destruction, and was agitated, 
irritable and emotionally unstable. He continually 
complained of pain in both feet ot the missirg legs. 
Although the amputations had been at a level below 
the knees, he felt as though the toes and heels 
itched and the soles of the feet burned; occasionally 
the feet felt hot and cold, as they did ir years 
gone by when, as a brakeman, he had been exposed 
to the cold and had often frozen both feet. These 
pains constantly recurred and caused him much 
discomfort and pain, so that ke thrashed abou: 
in bed, cursed and expressed a wish to die. 
Occasionally, while lying in bed, he had choreatic 
jerkings of both legs, which he could not control. 
The stumps were generally painful, but he could 
walk about on them during an attack-free period. 
Neuromata were never palpated. He refused to 
wear artificial limbs, because he claimed they would 
hurt him téo much. His prepsychotic history 
indicated that for years he was nervous and 
maladjusted. 
On July 11, 1944, electric shock treatment was 
instituted but he had his first good grand mal 
seizure on July 15, 1944, during his second treat- 
ment. On August 7, 1944, when he was questioned, 
the sensation of the phantom limb was still present. 
However, on August 9, 1944, a marked change 
in his personality was noted and for the first 
time in years the patient smiled, he was euphoric 
and asked for his artificial limbs. He now admitted 
that the phantom limb had disappeared but he 
had not been conscious and aware of its disappear- 
ance. At that time he had experienced seven good 
grand mal seizures. Patient now presented a.fairly 
marked hypomanic reaction anc exhibited an un- 
usual exuberance and an elevation of mood. His 
self-recriminations, agitation and suicidal rumina- 
tions all had disappeared, and he became less 
sensitive to noises; whereas previously he had 
cursed loudly when be heard music or the news 
over the radio, he actively went over to the radio 
to listen to it. He also displayed an interest in 
the other patients and for the first time in five 
years he wrote a letter home. Of che phantom 
limb, there remained only a painless “drawing,” 
particularly located in both popliteal spaces, which 
responded partly to whirlpool beths. There was ro 
evidence of the choreatic jerkings which had been 
a prominent aspect of the previous syndrome. The 
itching and burning sensations had also subsided. 
Now a year after the institution of treatment, he has 
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been able to wear artificial limbs, which he previ- 
ously rejected vehementiy because of the unbearable 
pain, but now he hardly has any complaints. 


DISCUSSION 


It is a matter of common knowledge that 
electric shock therapy is beneficial in the 
treatment of the affective psychoses, particu- 
larly of involutional melancholia. Kali- 
nowsky(4) and others have noted high rates 
of improvement, up to 86% of their cases. 
The improvement in the emotional response 
in our patient was not as remarkable as the 
disappearance of the painful phantom limb. 
This pheromenon has hardly been reported 
previously. It is not obvious how the few 
convulsions produced a cessation of pain, but 
the cpinion has recently been expressed that 
a: “convulsion extinguishes all functions 
which find expression as personality, and in 
the immeciate postconvulsive state the vege- 
tative processes only continue.” A memory 
defect of varying intensity and varying dura- 
tion fasting from hours to months frequently 
follows, associated with a mitigation of the 
psychotic symptoms, but it can hardly be 
surmised that the disappearance of the phan- 
tom limb could necessarily be explained on 
a mnemonic basis. It may be true that a good 
deal of time may. elapse after a convulsion 
before the reintegration of neurolcgical 
and psychological functions, including the 
reestablishing of cognitive, expressive and 
associative abilities. The concept, not en- 
tirely proven, that electric shock treatment 
produces cortical damage cannot be entirely 
accepted in view of the fact that disturbed 
paretics with definite organic cerebral pa- 
thology have manifested improvement after 
electric shock treatment. Selinski(5) relates 
improvement in electric shock therapy to 
changes in the oxygen-carbon dioxide ratio, 
changes in the vescularity of various brain 
areas, changes in blood pressure, velocity of 
blood flow, changes in the chemical contents 
of the blood and changes in the cellular struc- 
ture of the cerebral cortex as manifested by 
the chang2zs in the electroencephalogram. 
This authar also believes that electric shock 
jars the apathy or inertia which prevents the 
individual from facing reality. It is also his 
opinion thet the “improvement is related to 
changes in feeling tone which includes mood, 
quality of perception, attitude toward self and 
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attitude toward the world, and awareness of 
capacity to feel the ability to do things.” It 
must be conceded that in all these respects 
our case manifested improvement. 

Strictly speaking a definite cerebral locali- 
zation for the phenomenon of the phantom 
limb has not been completely established. 
Many authors believe that peripheral factors 
outweigh the central in importance. Never- 
theless, Head and Holmes(6), Riddoch(7) 
and Gerstmann(8) predicate that the phan- 
tom limb is related to the sensory function of 
the parietal cortex. Head and Holmes ob- 
served the disappearance of a post-amputa- 
tion phantom foot following a lesion of the 
opposite parietal cortex. In this connection, 
the neurosurgical innovation of Mahoney (2) 
is worthy of more ‘detailed mention. This 
was based particularly on the study of a case 
of a man who had injured several fingers of 
the right hand and an extremely painful 
phantom limb appeared. The patient also 
suffered a partial paralysis on the right side, 
but there was rio change in the phantom limb. 
He later experienced a few convulsions and 
in the post-convulsive period the phantom 
limb pain disappeared for a day but it re- 
turned, After a subpial resection of the 
contralateral postcentral cortex correspond- 
ing to the missing appendages,. the phan- 
tom limb and the pain disappeared com- 
pletely. This work seemingly confirms the 
original observation of Head and points to a 
cortical projection for the phantom limb 
manifestations. The time is not yet at hand 
for conclusions to be drawn on the effects of 
electric shock on the function of the post- ` 
central sensory cortex or the parietal lobe. 

There are some who believe that psycho- 
surgery as represented by frontal lobotomy 
and electric shock therapy produce “blanch- 
ing of the emotional coloring connected with 
obsessive ideas, relief of tension and certain 
unpleasant organic side effects, such as unre- 
strained behavior and impaired judgment.” 
If this be accepted as a modus operandi for 
these two forms of treatment then their ap- 
plication to the elimination of the painful 
phantom limb is a logical one. 

Randall, Ewalt and Blair(9), who recently 
studied the psychiatric reaction to amputa- 
tions suffered by 100 men in the service 
conclude that the “individual’s total reaction 
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to injury and his adjustment to it are of 
greater importance to his future usefulness 
and comfort than any sensations that seem to 
come from his missing member.” These 
authors are to be commended for this atti- 
tude, but they also indicate that there was 
a high incidence of psychopathologic con- 
ditions in their group, and although -95% 
had phantom limb sensations only one was 
painful. It must be borne in mind that they 
studied early reactions to the loss of a limb 
before the individuals had attempted an 
economic or social adjustment. These facts 
are significant because those who have sought 
treatment have been considered neurotics, 
many of whom reputedly belong to the obses- 
sive type. With the presence of numerous 
psychopathologic determinants in the early 
stages of their readjustment, it may be pre- 
dicted that depressive and other trends would 
appear together with a more disturbing form 
of the painful phantom limb. Particularly in 
those cases where the psychotic level would 
be reached, the application of electric shock 
therapy might be indicated. 

At times it has appeared that the “burning 
and itching” experienced by our patient was 
actually causalgic in type and that a painful 
phantom limb actually was a phantom limb 
with a superimposed causalgic component. 
Special attention was not paid to the temper- 
ature and skin characteristics of the patient’s 
stumps. He was able to use them to get 
about in his relatively rare symptom free 
moments and the stumps were “callused.” 
Inasmuch as de Takats(10) recognizes a 
peripheral and a cortical sensory level for 
the causalgic state, then in the treatment, the 
cortical level must also be considered. In 
this regard it is interesting to note that after 
the completion of the electric shock treatment 
the patient no longer noted the “burning and 
itching” or the causalgic element; the “draw- 
ing” which remained might be accepted as 
a causalgic residual. 

Of practical importance is the fact that 
after a period of more than five years during 
which the thought of artificial limbs would 
make the patient yell with fear and would 
recall painful memories of the discomfort 
endured when soon after his stumps finally 


healed he had attempted to use artificial legs 
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and had rejected them vehemently because 
of the painful phantom limbs, he was now 
able to walk about with comfort. The uplift 
to his morale was considerable when he 
finally did use his “limbs.” His improvement 
has continued now for over a year and 
although his hypomanic reaction has levelled 
off a little, he is still very enthusiastic. 
Specifically this form of treatment would 
be recommended in selected cases, only where 
markedly depressive trends and suicidal ten- 
dencies would accompany an especially pain- 
ful phantom limb, and where other forms of 
treatment had proven ineffectual. Further- 
more, all the physical prerequisites for elec- 
tric shock treatment would have tc be met. 


SUMMARY 


A 55-year-old male with an involutional 
psychosis precipitated by the traumatic loss 
of both legs with very painful phantom limbs 
was treated with electric shock. An improve- 
ment in the psychosis and a disappearance cf 
the painful phantom limbs resulted. The 
mechanisms involved were discussed and 
relations to the causalgic state intimated. 
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EXPERIENCES WITH THE PHARMACOLOGIC SHOCK THERAPIES 
IN THE “PSYCHOSES” IN MILITARY PERSONNEL 
WALTER GOLDFARB, Mayor, M.C., JAMES F. DORSEY, Capra, M.C, 

J. M. LAUGHLIN, Carra, M.C., A.U.S., 


AND 
HUGH E. KIENE, Mayor, M.C. 


The use of shock treatments for psychoses 
in the European theater of operations was 
first authorized in 1943. The present report 
deals with our experiences with cases treated 
with either electroshock or insulin shock. 
We are making no attempt to review the vast 
litereture which has been’ done elsewhere 
(Tennent 1944; Cook 1944). 

Case Material—-The case material con- 
sisted of patients received before the begin- 
ning of active combat in France. Few of the 
original group had seen combat in Africa or 
Sicily, and as a group they were considered as 
garrison soldiers. The cases were chosen for 
treatment without regard for the duration of 
military service, but rather with a view to 
obtaining improvement in their mental con- 
dition. The authors are conscious of the fact 
that the diagnoses in these patients were 
principally based on their presenting picture 
wher seen at this hospital, and that they 
sometimes differed from the schizophrenic 
patients seen in civil practice. The following 
case histcries are presented to exemplify 
these variations: 

Case 1~-The soldier was a 23-year-old white 
male with 2 years of military service. He was first 
admitted to a hospital with complaints of epigastric 
distress, fague and fears about the state of his 
health. He had been discharged from another hos- 
pital a few days before, but there was no record of 
his diagnosis at that hospital. A complete medical 
workup revealed no organic basis for his com- 
plaints. The patient continued to complain and, 
although he was treated with psychotherapy and 
hypnosis, did not improve. Eight days after admis- 
sion, he made some superficial cuts on his wrist with 
a razor and was transferred to this installation. On 
admission kere, he was fearful of dying, thought 
that other patients were talking about him, and that 
they could control his mind. He stated that he was 
doing more harm than good in the world and 
wanted to xill himself. There were numerous 
somatic deltsions, including the feeling that his 
skin “smelled dead,” and that when he thought of 
the devil he felt a flush of heat over the skin. His 


insight and judgment were poor, and he was classi- - 


fied as a dementia præcox, paranoid type. 
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Case I exemplifies two common character- 
istics of this group. The initial history re- 
ceived from other hospitals was that of an 
anxiety neurosis which rapidly progressed 
to a psychotic-like picture, in this case, over 
an 8-day period. In many instances there 
was a history of a prepsychotic personality of 
the schizoid type, but there was an appreci- 
able number who did not have such person- 
alities. During the phase of psychotic-like 
behaviour, the somatic complaints which ini- 
tiated the episode disappeared. A small num- 
ber demonstreted a similar onset which arose 
while the patient was in combat in Africa or 
Sicily. In case 2, the neurotic episode was 
classified as a traumatic neurosis: 


Case 2-—The patient was a 30-year-old white 
male serving in the paratroopers. He was in combat 
in Africa and Sicily, and first complained of various 
somatic complaints on December 6, 1943. He felt 
jumpy, his ears rang when he ate, he had frontal 
headaches, a crushing feeling in his chest, abdominal 
distress and constipation. He was in action soon 
after and was knocked out by a nearby explosion. 
He was then seen in a battalion dispensary where he 
had the same complaints and was diagnosed as a 
traumatic neurosis. On December 18 he was trans- 
ferred to a general hospital where he was confused, 
and complained that charges of electricity were 
placed in his body. He also felt that he was a 
prisoner, that other patients talked about him, that 
an officer was a German in disguise, and that his 
cigarettes were drugged. He was evacuated to 
England throug several hospitals, and when he 
was seen in this hospital in February, he was 
severely blocked, expressed the same paranoid ideas 
and bizarre somatic delusions. He had no gastro- 
intestinal complaints or head pains. 


This patient demonstrated the common 
finding that, unlike the neurotic picture, the 
psychotic-like picture usually remained fixed 
when it appeared. In the cases which re- 
sponded to therapy with a disappearance of 
the psychotic symptoms, there was no recur- 
rence of the neurotic complaints. Miller 
(1940) described a similar experience.in civil 
practice. In his cases there was an initial 
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appearance of a neurotic pattern followed by 
the psychotic symptoms. When the latter 
disappeared during psychoanalytic therapy, 
the neurosis did not recur. A large number 
of our patients showed a considerable dis- 
turbance of their affect associated with un- 
doubted schizophrenic symptoms. Case 3 is 
typical of this group. 

Case 3.—The patient was admitted to the hospital 
on December 22 with a diagnosis of chronic ure- 
thritis. He was treated medically and first began to 
show mental symptoms on January 18. He was 
found lying in bed, extremely restless and jerking 
his body spasmodically and aimlessly. He was con- 
fused, incoherent, irrational and had sudden out- 
bursts of violent activity. He kept repeating, “Re- 
peat three words after me, I love you,” and “put 
a thermometer in my mouth. Thet will tell you 
-how I am.” He was transferred to this hospital 
and, on admission, was found to stutter markedly, 
was easily excited, and thought that other men were 
taking advantage of him. A few days later, he was 
found grimacing, smiling and constantly talking 
in either a stage whisper or a shout. At one time 
he took off his clothes and began to dance about 
and then suddenly began to curse and laugh. He 
failed to answer direct questions correctly, and 
could not concentrate on the simplest problems. He 
did not recognize this installation as a hospital, or 
the examiner as a medical officer. He was amenable 
to suggestion most of the time, but had episodes 
of violent homicidal behaviour. | 


In this patient the onset of his maniacal 
behaviour was sudden and he failed to im- 
prove with routine care. The disorder of his 
affect was the principal symptom, but the 
ideational content expressed was entirely 
bizarre and dissociated from reality. Bleuler 
(1923) and Cobb (1941) have described 
cases with similar mixtures of schizoid and 
affective symptoms in civil life, and we have 
observed a fairly high percentage of these 
mixed cases. Ordinarily, we have classified 
them as dementia precox unless there was 
some history of prepsychotic cyclothymic 
behaviour and other symptoms of an affec- 
tive disorder. 

In summary, the following differences 
have been noted between the patients seen 
in civil practice and some of those found in 
the military personnel. (1) The schizo- 
phrenic picture was often preceded by an 
initial neurotic behaviour pattern precipi- 
tated by some situational change such as 
combat, leaving the U.S., etc. (2) The full- 
blown appearance of the dementia precox 
came on in a relatively short time, usually a 
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matter of a few weeks. There were very few 
cases which gave a history of a slow, insidious 
onset cf symptoms over a period of years. 
(3) Many cases not included in this report 
showed a sudden, complete remission from 
symptoms which might occur practically 
overnight after the symptoms had been pres- 
ent for weeks or months. (4) There were 
many cases with a proven duration of only a 
few weeks who presented symptoms which 
are ordinarily regarded as indicating deteri- 
oration. They were extremely untidy, uri- 
nated and defecated in their clothes, and al- 
most resembled a complete amentia in the 
depth of their regression. These so-called 
detericration signs had no significance for 
the prognosis with treatment. (5) The 
clinica. material in this group often had 
a disorder of affect associated with the 
schizoid symptoms. They were usually clas- 
sified as dementia præcox, and the diagnosis 
of manic-depressive psychosis was reserved 
for those cases which gave a good history 
of previous cyclothymic behaviour and other 
affective symptoms. 

The age distribution rarged from 18 to 
40. The patients were uniformly in good 
physical health, and even minor defects cf 
the heart, lungs, skull or spinal column were 
sufficient to exclude a patient from treatment. 
The large buik of the cases were in service 
from I to 2 vears, and the range was frora 
less than r year up to 16 years. Approxi- 
mately 95%' of the cases were enlisted men, 
and the remainder officer personnel, There 
was no significant difference between their 
military rarik and that of 300 consecutive 
neurotics passing through the hospital. 

Indications for Treatment—-The choice 
of electroshock (ECT) or insulin depended 
on a number of factors. ECT was recom- 
mended in the following grcups: (1) manic- 
depressive psychosis with prominent affect 
disorders; (2) schizophrenics with large 
component of affect discrder; (3) many 
patients diagnosed as dementia præcox were 
treated with ECT because of a lack of suf- 
ficient personnel to give insulin shock treat- 
ment; and (4) the acutely disturbed demen- 
tia precox patients were often treated with 
2 to 4 electric shocks which lessened the dis- 
turbed behaviour and made them more amen- 
able to insulin shock treatment which was 
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then instituted. Insulin shock as a rule was 
recommended for dementia præcox. If time 
permitted, those who were complete failures 
with insulin were treated with ECT, and 
vice-versa. Frequently improvement would 
be obtained. 

The usual case required either 10 ECT 
shocks or 20 insulin comas to produce a re- 
mission. We have felt that therapy should 
be continued as long as the patient showed 
improvement, and we have given either 2 
ECT shocks or 5 insulin comas, after they 
had reached their maximum improvement. 
If there was no remission with 1o ECT 
shocks or 20 insulin comas, treatment was 
usually terminated. A number of cases were 
incompletely treated because they were pre- 
maturely evacuated to the United States. 
These cases are not included in this report. 

Lechnique—The electroshock was in- 
duced with an Ediswan machine which was 
regulated to deliver 250 milliamperes, at 
voltage ranging from 60 to 150, and the time 
ranged up to 1 second. The usual dosage 
was between 100 and 140 volts, and the time 
varied from o.r to 0.3 second. The tech- 
nique of holding the patient to prevent frac- 
ture of the vertebra was manual restraint in 
which the patient was placed on a flat table 
with a small sandbag under the dorsolumbar 
"junction, and manual pressure was exerted 
on the pelvic and shoulder girdles to main- 
tain the opisthotonus, X-ray examination cf 
two series of 81 and 6r consecutive cases 
after treatment failed to show any evidence 
of spinal fracture. A small amount of curare 
was made available to us through the kind- 
ness of Squibb and Company. The curare 
was acmuinistered according to the technique 
of Bennet (1940). It was used as a pre- 
medication in three cases in which it was 
essential to “soften” the seizure. These were 
psychotics in which the following complica- 
tions existed: (1) chronic dislocation of the 
jaw; (2) recent fracture of the wrist; and 
(3) recently sutured wrist tendons due to 
a suicidal attempt: In each of these cases, 
the treatment with ECT was successfully 
completed without incident. 

It is generally agreed that the efficacy of 
the insulin shock therapy is dependent on the 
number of comas and the duration of the 
coma. In the present group, the factor of 
time was important because of the necessity 
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to evacuate them to the Zone of the Interior. 
The technique used therefore was that de- 
scribed by one of us (Goldfarb, 1943), in 
which the insulin was administered in divided 
doses. Insulin was administered intramus- 
cularly in half of the cases, and intravenously 
in the remainder. The average time required 
to produce the first coma was 6 days with 
the intramuscular route and 4 days with the 
intravenous. 

The blood sugar curves of 2 patients 
treated with the intravenous insulin are pre- 
sented in Fig. 1. The dosages were in- 
creased daily (Goldfarb, 1943), the first dose 
being 60 units in 5 portions, followed by an 
increase of 50 units daily. The onset of coma 
is indicated by the arrow. It may be seen 
that the patients uniformly reached the hypo- 
glycemic level on the first day of treatment 
but that there was a spontaneous rise of the 
blood ‘sugar after about 2 hours of hypo- 
glycemia. From the curves it is apparent 
that coma supervened. after the blood sugar 
had been maintained at low levels for more 
than 2 hours. 

In half of the cases treated with insulin, 
each coma was terminated with 600 cc. of 
25% glucose per os. The patients were rou- 
tinely given 5 mg. of thiamine daily to obviate 
the onset of vitamin B deficiency symptoms 
(Goldfarb-Bowman, 1941). In the latter 
half of the cases, when ample quantities of 
intravenous glucose became available, the 
coma was terminated with go cc. of 50% 
glucose intravenously, followed by a feeding 
of grain cereal by mouth. Despite the frequent 
intravenous punctures for the administration 
of insulin and particularly the glucose solu- 
tions, we have had no cases of sclerosed 
veins. We believe the following technique 
of venapuncture accounted for the fact that 
this complication was not encountered. The 
veins in the anticubital fossa were punctured 
while the arm was at the same level as the 
heart, and after the termination of the in- 
jection, the arm was immediately elevated 
to the erect position. It was found that in 
cases who did not strain and struggle, the 
puncture wound healed without requiring 
pressure over the wound. The lumen of the 
vein remained widely patent and the con- 
centration of glucose at the site of the punc- 
ture was not high enough to set up a local 
phiebitis. The physiological principle of cir- 
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Fic. 1.-~—Blood sugar curves following insulin in- 
travenously. Dosage: Patient A; Curve 1—6o 
units; curve 6—310 units; Patient B; curve 1—60 
units; curve 4—2I0 units; curve 6—310 units. 
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culation which permitted this technique is 
shown in F:g. 2, When the arm was at the 
level of the heart, the verous pressure ap- 
proximated 10 cm. of water higher than at- 
mospheric pressure. Elevation of the arm 
brought the site of the puncture wound about 
30 cm. higher than the heart, and the venous 
pressure fell to approximately 20 cm. of 
water below the atmosphere. There was 
no perivascular leakage of blood and the - 
wound healed without requiring stagnation 
of the venous blood with its high local cen- 
centration cf glucose. | 
Results and Complications.—The classiñ- 
cation of the results of therapy ‘presented 
many problems because there was no oppor- 
tunity for < follow-up after the patient left 
this installation. With this limitation in 
mind, we Fave classified the results in the 
following categories: (1) a patient was con- 
sidered to have made a complete remission 
if all the signs and symptoms of the psychosis 
had disappeared and he had achieved a good 
insight into the character of his illness; (2) 
if the patient improved either in his sympio- 
matology, general behaviour on the ward, 
or gained some insight into his illness, but 
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Fic. 2—Venous pressure changes in the antecubital vein with a change of position. 
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was not completely well, he was classified 
as improved; (3) the remainder of the 
patients were classed as no remission. ` 

The results of therapy with insulin shock 
and ECT are presented in Table 1. It may 
be seen tha: the remission rate with either 
ECT or insulin was approximately the same, 
79 and 77%. However, the percentage of 
complete remissions with insulin was slightly 
in excess of that with ECT. A small group 
of patients who showed no remission with 
either treatment, did achieve improvement 
when the other type of therapy was tried. 
The largest percentage of patients were clas- 
sified either as catatonic or paranoid de- 
mentia precox, and there seemed to be no 
significant difference in the remission rate 
of the various types. 


TABLE 1 
RESULTS OF SHOCK THERAPIES 


(In percentage) 


Ccmplete o, 

Therapy remission Improved remission 
TAS Sei see u sone’ ae 33 — 44 23 
i A E E yee 25 54 2I 
Insulin and ECT...... 12 60 28 


There were no fatalities in the present 
group. We have enccuntered 3 complica- 
tions. One patient sustained a comminuted 
fracture of the right humerus during electro- 
shock. The surgical care was entirely un- 
eventful and the patient had a complete re- 
mission from his mental symptoms. A 
second patient had a recurrence of a pre- 
viously dislocated jaw during the first elec- 
troshock. Treatment was successfully com- 
pleted with the use of curare. One patient 
went into prolonged shock for 96 hours. 
The complete report on this case has been 
published separately (Goldfarb, Laughlin, 
Kiene, 1944). He made an uneventful re- 
covery after the acute episode. 


DISCUSSION 


The neuropsychiatric casualties of World 
War r have been magnificently summarized 
in Volume X of “The Medical Department 
of the United States Army in the World 
War.” The reports from the various hos- 
pitals described neurotic and psychotic syn- 
dromes asscciated with ordinary military 
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life and combat which are identical with the 
material seen in this war. The conception of 
the war neurosis as a defensive mechanism 
was discussed on pages 370 to 378. How- 
ever, despite the fact that considerable spon- 
taneous remission occurred among the “psy- 
chotics,” the cases were still considered to 
be similar to the civilian type of psychosis. 
The following summary is quoted from the 
report of one of the installations: 

In the manic-depressive psychoses group, insofar 
as it was possible to obtain reliable information, 
35 had had a previous attack. It must be remem- 
bered, however, that the number of patients who 
had had previous attacks was undoubtedly greater, 
but as many of the patients were entirely inacces- 
sible, information in regard to this could not 
be obtained. The depressions predominated. .... 
Many of the patients presented a typical schizo- 
phrenic history, but were in an apparentiy normal 
condition and well adjusted. Some of them gave 
quite adequate explanations for their upset, such 
as nostalgia and worry over misfortune at home. 
Others stated that they had been unfairly treated 
in the Army. The eventual outcome appeared to be 
problematical. It was felt that the original diagnosis 
should be left unchanged. (Page 109.) 


The military life, both non-combat and 
combat, is a psychological traumatic experi- 
ence for many individuals. We have had the 
opportunity of observing the various mech- 
anisms of defense against traumatic experi- 
ences encountered in the Army, and since 
this installation received patients after they 
were screened in other hospitals, the psycho- 
logical reactions were necessarily the ex- 
tremely incapacitating ones. Because of the 
close association of the psychological re- 
sponse with the particular situational trauma 
of army life, it was not surprising that the 
course and prognosis of the psychotic-like 
reactions often differed markedly from those 
seen in civil practice. Duval and Hoffmann 
(1941) described the acute explosive course 
of dementia præcox in military personnel, 
and we have noted the following additional 
differences in their response to shock treat- 
ment: (1) the psychotic in military life 
usually developed the illness as he left the 
area cf his home, and the disease tended to 
remit as he returned to his home environ- 
ment; (2) the simple and hebephrenic types 
showed the same rate of remission with shock 
therapy as did the paranoid and catatonic 
types. The latter in civilian practice usually 
had the best prognosis. It was interesting 
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in this respect that we included a group of 
4 cases in this report who were first hos- 
pitalized in an army hospital in Egypt over 
a year before they received insulin shock 
treatment. Of these 4 cases, only 1 improved 
with treatment. Although these numbers are 
not sufficient for any mathematical evalua- 
tion, a remission rate of 25% for cases of 
over a year duration is comparable with the 
reports of treatment in civilian. cases; (3) 
the remission rate of 79% in the group 
treated with electroshock was far in excess 
of any remission rate reported for cases seen 
in civil population (Smith et al, 1943); (4) 
many of these cases diagnosed as dementia 
precox showed a predominance of the 
schizoid reaction with a mixture of’a large 
affective component which was not character- 
istic of the average schizophrenic seen in civil 
life (Bleuler, 1923). 

The question of a situational precipitant 
was considered in these cases. In the bulk 
of the non-combat cases, the patients were 
in service for over a year. We therefore 
eliminated the factors of adjustment that 
they had to face when they entered the Army 
(Maskin and Altman, 1943). The soldier 
had already made his adjustment to the con- 
fining situation of the Army with its various 
social, economic and sexual limitations. 
However, numerous patients in our group 
showed the initial symptoms at the port of 
embarkation in the States, on the boat, or 
soon after they arrived in the European 
theater of operations. A history of many of 
these cases revealed, however, that their 
service in the States had been at a post near 
their home, or that they had taken their 
families with them to the vicinity of the post. 
In these cases, transfer to the combat zone 
produced the same psychic trauma of being 
alone that most soldiers first experienced 
when they were inducted in the Army. There 
was a considerable group of patients who de- 
veloped the psychotic reaction after some 
time in the European theater, but in whom 
there was a definite history of poor adjust- 
ment throughout their stay in the theater. 
Two types of history were most frequently 
elicited. The first was that of the soldier 
who could not adjust to the social and sexual 
activity commonly enjoyed by his fellow 
soldiers, and who was thrown back upon 
himself and became more and more seclusive. 
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This patient was usually conscientious, re- 
ligious and over-scrupulous. The second was 
that of the soldier who either created dif- 
ficulties, usually sexual, with the civil popa- 
lation in England, or had domestic difficulties 
with his family in the States since his depar- 
ture. The improvement of these cases with 


` therapy was almost uniformly good. The 


efficacy of the shock treatment compared with 
the fact that the patients were going to be 
evacuated to the States was always a quss- 
tion. However, many of the patients were 
not informed of their disposition until treat- 
ment was terminated. The immediate im- 
provement which followed shock treatment 
usually intiuenced the examiners toward 
giving thes2 patients the benefits of therapy. 


SUMMARY 


1. The case histories of psychotics in the 
military pe-sonnel, and the effect of the shcck 
therapies was reviewed and analyzed. The 
response to treatment was found to diter 
markedly from the response observed in 
civil practice. 

2. Various modifications of technique were 
described end illustrated. 
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THE PHYSICIAN AND THE FEDERAL NARCOTIC LAW * 


H. J. ANSLINGER 
United States Commissioner of Narcotics, Wazhington, D. C. 


1. TYPES or Narcotic Drucs COVERED 


Narcotic drugs covered by the law are 
those included within the classification opium, 
coca leaves, and any compound, salt, deriva- 
tive or preparation thereof.1 They include, 
for instance, all of the alkaloids and salts of 
opium, whether of the phenanthrene or iso- 
quinoline groups. By an amendment ap- 
proved July Iï, 1944, to the Federal law 
isonipecaine, a synthetic substitute for mor- 
phine, was added to this classification and is 
therefore subject to the operation of the 
Federal narcotic law in the same manner as 
is morphine. Isonipecaine is defined as I- 
methyl-4-phenyl-piperidine-4-carboxylic acid 
ethyl ester, or any salt thereof, by whatever 
trade name designated.” 


2. INTERNATIONAL ACTION 


Modern narcotic drug legislation is the 
result of the efforts of our government to 
give full effect to its obligations under the 
international conventions to which it is a 
party. The first of these important inter- 
national agreements is known as the Inter- 
national Opium Convention of 1912.* Under 
this convention the contracting powers as- 
sumed the obligation, among others, to enact 
pharmacy laws or regulations to limit exclu- 
sively to medical and legitimate purposes the 
manufacture, sale and use of morphine, co- 
caine, and their respective salts unless laws 
or regulations on the subject were already 
in existence. The contracting powers were 
obligated to cooperate with one another to 
prevent the use of these drugs for any other 
purpose. 


* This paper is one of a series dealing with 


“scientific proof and relations of law and medicine” 
(second series). The first series was published in 
1943. The symposium consists of studies by legal 
and medical authorities, each paper appearing ap- 
proximately simultaneously in a prominent- medical 
and a prominent legal journal. 

The paper here presented is published also in the 
Tulane Law Review. 

126 U. S. C. 2550. 

226 U. S. C., Supp. IV, 2550, ak 

3 Foreign Relations of the United States, 1914, 
p. 931. 

4 Treaty Series No. 612; 38 Stat. 1912, 1930. 
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In 1925 the second international conven- 
tion on the subject of narcotic drugs was 
signed at Geneva on behalf of a number of 
World Powers, not including the United 
States, this agreement being described as the 
International Opium Convention adopted by 
the Second Opium Conference (League ož 
Nations), signed at Geneva February 19, 
1925.5 This Convention sought to make 
more specific the obligations of the 1912 
Convention, notably in the control of inter- 
national trade in narcotics, and established a 
Permanent Central Board with certain func- 
tions in connection with the supply, and in- 
ternational movemeht of narcotic drugs. 
Our government did not sign or ratify this 
convention at the time, because it did not 
give effect to the principle, advanced by the 
United States, of direct control af produc- 


. tion of the source raw material (zhe opium 


poppy and the coca leaf). However, in 
Article 31 it was provided that the present 
(1925) convention replaces, as between the 
contracting pērties, the provisions of Chap- 
ters I, III ani V of the Convention signed 
at The Hague on January 23, 1912, which 
provisions remain in force as between the 
contracting parties and any States parties to 
the said Convention which are not parties to 
the present Convention. The United States 
fully cooperated with the contracting powers 
which had ratified the 1925, as well as with 
those which had merely ratified the 1912, 
Convention, in international action looking 
toward control of the narcotic drag traffic. 
Our government, as a matter of fact, had 
already adopted legislative measures which 
gave effect to the provisions of the 1925 
Convention, pursuant to the obligations as- 
sumed under the 1912 Convention. 

A third international agreement, con- 
cluded at Geneva July 13, 1931, was the 
Convention fcr Limiting the Manufacture 
and Regulating the Distribution of Narcotic 
Drugs.: The ratification by the United States 
of this Conyention was deposited et Geneva 


5 League of Nations Treaty Series No. 1845, 
Vol. 81, p. 319. 
6 Treaty Series No. 863; 48 Stat. 1543. 
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on April 28, 1932, and was proclaimed by 
the President July 10, 1933. The outstand- 
ing feature of this Convention is that it 
obligates each High Contracting Party to 
furnish annual estimates to a Supervisory 
Bodv of its requirements for narcotic drugs, 
based solely on the medical and scientific 
requirements of the country, end limits 
manufacture of the drugs to the total require- 
ments thus estimated. The Convention in- 
corporates and therefore in effect adopts 
certain provisions of the preceding 1925 
Conventicn. It further obligates the High 
Contracting Parties to take all necessary leg- 
islative or other measures in order to give 
effect within their countries to the provisions 
of the Convention. Another important and 
interesting feature of the Convention is the 
imposition of a special obligation upon each 
of the High Contracting Parties to create a 
special administration for the purpose cf (a) 
applying the provisions of the Convention; 
(b) regulating, supervising and controlling 


the trade in the drugs; and (c) organizing. 


the campaign against drug addiction, by 
taking all useful steps to prevent its develop- 
ment and to suppress the illicit traffic. 


3. FEDERAL NARCOTIC STATUTES 


The two principal Federal narcctic statutes 
are the Act of May 26, 1922, known as the 
Narcotic Drugs Import and Export Act, as 
amended,’ and the so-called Harrison Nar- 
cotic Lew, now incorporated in the Internal 
Revenue Code. The Narcotic Drugs Import 
and Export Act authorizes the importation of 
stich quantities only of opium and coca leaves 
as the Commissioner of Narcotics shall find 
to be necessary to provide for medical and 
scientific needs. Importation of any form 
of narcotic drug, except such limited quanti- 
ties of crude opium and coca leaves, is pro- 
hibited. Exportation of manfactured drugs 
and preparations is permitted under a rigid 
system cf ‘control designed to assure their 
use for medical needs only in the country 
of destination. 

The Harrison Narcotic Law as reenacted 
in the Internal Revenue Code is designed 
to direct the manufacture and distribu- 
tion of narcotic drugs through medical 
channels to consumption use for medical pur- 


Tart U. S. C. 171-185. 
8 26 U. S. C. 2550-2565, 3220-3228. 


poses only. This statute and the regulations 
promulgated thereunder? more directly 
affect the practicing physician and will be the 
basis of the following discussion: 


4. REGISTRATION 
(a) Qualification Prerequisite 


A physician who intends to practice 
medicine and to administer or dispense nar- 
cotic drugs in the course of such practice 
must apply for registration under the Harri- 
son Law with the Collector cf Internal 
Revenue of the district in which he proposes 
to practice, and must pay the appropriate 
occupational tax for the fiscal year applicable. 
Before being entitled to such registration, 
however, he nust be lawfully entitled under 
the laws of the State or Territory or district 
wherein he intends to practice, to distribute, 
dispense, give away or administer narcotic 
drugs to patients upon whom he, in the 
course of his professional practice is in atten- 
dance.?® In the case of a medical practitioner, 
this requirement usually means that the 
applicant is a physician who holds an unre- 
voked and unrestricted license to practice 
medicine in the particular State, Territory 
or district. To be entitled to registration, 
however, in the case of any type of practi- 
tioner of the healing art, it must appear that 
he is entitled under the State laws to distrib- 
ute, administer or dispense narcotic drugs 
to patients whom he is professionally attend- 
ing. “The right to register and pay tax 
under the Federal statute depends on the 
right to dispense under the State laws.”** 


(b) Inventory Required 


Every person making application for 
registry or re-registry as a physician shall, 
as of December 31 preceding the date of his 
application, or any date between December 
3I and the date of applying for such registry 
or re-registry, prepare under oath or affirma- 
tion, in duplicate, an inventory of all narcotic 

826 C. F. R. 151.1-151.205; 26 C, F. R, Cum. 
Supp., I51.54-151.185. 

1026 U. S. C. 3220. 

11 Perry v. Larson, 104 F. (2d) 728; Waldo v. 


Poe, 14 F. (2d) 749; Bruer v. Woodworth, 22 F. 


(2d) 577; Eurke v. Kansas State Osteopathic 
Assn, 111 F. (2d) 250; Georgia Assn. of Osteo- 
pathic Physicians and Surgeons v. Allen, 112 F. 
(2d) 52; Cavanagh v. Fowler, 146 F. (2d) 961. 
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. drugs and preparations on hand at the time 
of making such inventory. The inventory 
shall be prepared on Form 713, copies of 
which may be obtained from Collectors of 
Internal Revenue upon request. The original 
inventory shall be forwarded to the Collector 
with the application for registration, and the 
duplicate shall be kept on file by the maker 
for a period of two years. 


(c) Special Tax Stamp 


Upon approval of the application for regis- 
tration the Collector of Internal Revenue 
will assign a registry number to the applicant 
and will issue him a special tax stamp in 
Class IV as a practitioner. This special tax 
stamp must be kept posted conspicuously on 
the premises covered by the registration, t. e., 
the physician’s office. 


(d) Change of Location of Office 


A physician registrant who changes the 
location of his office shall, within 30 days, 
execute a new return on Form 678-A, mark- 
ing it “Revised Registry.” The return shall 
set forth the date of change and the new 
name or address. The return shall be for- 
warded with the special tax stamp to the 
Collector who issued the stamp for recording 
the change. If the removal is to another 
State, Territory or district, the physician 
must, of course, be qualified in the new 
location to administer, dispense or distribute 
narcotic drugs to patients, which usually 
means that he must also be licensed to practice 
medicine in the new location. 


5. DISPENSING AND PRESCRIBING— 
IN GENERAL 


(a) Direct Dispensing or Administration 


A physician may obtain narcotic drugs 
for direct dispensing or administration to 


patients only on official order forms. He 


«nay not obtain narcotic drugs on a so-called 


prescription for general office use. Official 


order forms are obtainable from the Col- 
lector of Internal Revenue in a book of ten 
yriginals and duplicates, for ten cents. The 


Bmx orm is to be prepared in duplicate and 


signed by the physician, the original copy 
eing forwarded to a qualified manufacturer 
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or wholesaler, and the duplicate retained by 
the physician for a period of two years sub- 
ject to inspection by a duly authorized Fed- 
eral or State narcotic officer. The order 
form may be prepared in typewriting, ink 
or indelible pencil, but not by the use of an 
ordinary lead pencil. 


(b) Prescribing 


A physician may issue for a bona fide 
patient, for medical purposes only, a pre- 
scription for narcotic drugs which may be 
filled by a qualified retail dealer (druggist). 


6. PRESCRIPTIONS 
(a) Formal Requirements 


A prescription for narcotic drugs shall be 
dated as of and signed on the date when 
issued and shall bear the full name and 
address of the patient and the name, address 
and registry number of the practitioner. A 
physician may sign a prescription in the same 
manner as he would sign a check or legal 
document, as, for instance, J. H. Smith, John 
H. Smith, or John Henry Smith. Prescrip- 
tions should be written with ink or indelible 
pencil or typewriter; if typewritten, they 
shall be signed by the practitioner. The refil- 
ling of a prescription for taxable narcotic 
drugs is prohibited. 


(b) Misuse cf Prescription Form as an 
Order Form 


A physician must not use his prescription 
form to obtain narcotic drugs for general 
office practice. Narcotic drugs desired for 
general office practice are obtainable on 
official order form, as above described, from 
a qualified manufacturer or wholesale dealer. 
An order for narcotic drugs for general 
office practice, written on a prescription 
blank, is not a lawful prescription within the 
meaning of the law and can have no effect to 
validate the sale which is illegal. 


(cò) Fictitious Names 


When the names of fictitious patients are 
discovered on narcotic drug prescriptions 
filed with a druggist it is usually a clear indi- 
cation of wilful catering to drug addiction, 
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whether or not the so-called prescriptions are 
also discovered tc be forged. Sometimes the 
physician will insert a fictitious patient’s 
name, however, because he wishes to conceal 
from the druggist the fact that the real pa- 
tient is consuming drugs, notwithstanding 
that zhe real patient is claimed to have a bona 
fide medical need therefor. The law does not 
permit the use of a fictitious patient’s name 
upon a prescription. 


(d) Telephone Orders 


The furnishing of narcotic drugs pursuant 
to telephcne advice of practitioners is pro- 
hibited, whether prescriptions covering such 
orders are subsequently received or not, ex- 
cept that in an emergency a druggist may 
deliver nercotic drugs through his employee 
or responsible agent pursuant to a telephone 
order; provided the employee or agent is 
supplied with a properly prepared prescrip- 
tion before delivery is made, which prescrip- 
tion shall be turned over to the druggist and 
filed by him as required by law. 


(e) Safeguarding Blanks for 
Narcotic Drugs 


A physicians prescription blanks should 
be most carefully safeguarded and never left 
where persons who may be drug addicts will 
have opportunity to take them, and to pre- 
pare and have filled forged narcotic pre- 
scriptions. A physician’s official crder forms 
should b2 likewise safeguarded, and great 
care should be exercised by the physician in 
keeping nis stock of narcotic drugs secure 
from robbery or pilfering. The- medicine 
casé of morphine tablets should never be left 
in an urattended automobile. 


7, PROFESSIONAL PRACTICE IN PRESCRIBING 
OR DISPENSING Narcotic DRUGS 


(a) Constitutionality of the Harrison 
Narcotic Law 


The constitutionality of the Harrison Nar- 
cotic Law was first challenged before the 
United States Supreme Court in i919 by 
Dr. C. T. Doremus of Texas. Dr. Doremus 
hac beer. indicted under section 2 of the Act 
(now section 2554, of Title 26 of the United 
States Code), The Supreme Court sustained 
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the constitutionality of section 2 as having 
reasonable relation to the raising of revenue, 
and stated that the Act “may not be declared 
unconstitutional because its effect may be to 
accomplish another purpose as well as the 
raising of revenue.” 1? 

In 1927, the constitutional validity of sec- 


tion 1 of the Act (now section 2553, of Title 


26 of the United States Code) was ques- 
tioned by a defendant, not a physician, who 
had been convicted of purchasing narcotic 
drugs not in or from the original tax 
stamped packages. The Supreme Court af- 
firmed the constitutionality of the challenged 
section.** 

In 1928, a defendant who was not a physi- 
cian again challenged the constitutional 
validity of section 2 of the Act, notwithstand- 
ing the previous Doremus decision, and the 
Supreme Court reaffirmed the constitution- 
ality of this section.++ 


(b) Professional Practice as Applied to 
Drug Addiction 


In a leading case decided March 3, 1919, 
the Supreme Court enunciated an important 
principle in connection with the meaning of 
the words “professional practice” as used in 
section 2 of the Harrison Act. In this case 
Webb was a practicing physician and Gold- 
baum a retail druggist in Memphis. It was 
Webb’s regular custom and practice to pre- 
scribe morphine for habitual users upon their 
application to him therefor. He furnished 
these prescridtions not after consideration of 
the applicant’s individual case and in such 
quantities and with such direction as, in his 
judgment, would tend to cure the habit, or 
as might be necessary or helpful in an 
attempt to break the habit, but with such 
consideration and in such quantities as the 
applicant desired for the sake of continuing 
his accustomed use. Goldbaum was familiar 
with such practice and habitually filled such 
prescriptions. Within a period of eleven 
months Goldbaum purchased from whole- 
salers in Memphis thirty times as much mor- 


12 United States v. Doremus, 249 U. S, 86. 

18 Harry R. Alston v. United States, 274 U. S. 
289. 

14 Frank Nigro v. United States, 276 U. S. 332. 

15 Webb and Goldbaum v. United States, 249 
U. S. 96. 
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` phine as was bought by the average retail 
druggist doing a larger general business, and 
„he sold narcotic drugs in 6,500 instances. It 
was also shown that during the same period 
Webb had issued and Goldbaum had filled 
over 4,000 such narcotic prescriptions, and 
that a certain user of the drugs had applied 
to Webb for morphine and was given at one 
time ten so-called prescriptions for one gram 
each, which prescriptions were filled at one 
time by Goldbaum although each was made 
out in a separate fictitious name. The United 
States Circuit Court of Appeals, upon this 
statement of fact, propounded the following 
question to the United States Supreme 
Court: ’ 
If a practicing and’ registered physician issues an 
order for morphine to an habitual user thereof, the 
order not being issued by him in the course of pro- 
fessional treatment in the attempted cure of the 
habit, but being issued for the purpose of providing 
the user with morphine sufficient to keep him 
comfortable by maintaining his customary use, is 


such order a physician’s prescription under excep- 
tion (b) of section 2 (of the Harrison Act)? 


To this question the Supreme Court an- 
swered, “To call such an order for the 
use of morphine a physician’s prescription 
would be so plain a perversion of meaning 
that no discussion of the subject is required. 
That question should be answered in the 
negative.” 

The Supreme Court emphasized this rule 
in a later case involving the prescribing of 
narcotics by a practitioner for an adict, by 
holding in part as follows: 

Manifestly the phrases “to a patient” and “in the 
course of his professional practice only” are in- 
tended to confine the immunity of a registered 
physician, in dispensing the narcotic drugs men- 
tioned in the Act, strictly within the appropriate 
bounds of a physician’s professional practice, and 
not to extend it to include a sale to a dealer or a 
distribution intended to cater to the appetite or 
satisfy the craving of one addicted to the use of the 
drug. A “prescription” issued for either of the 
latter purposes protects neither the physician who 


issues it nor the dealer who knowingly accepts and 
fills it.26 


In the Dr. Morris Behrman case 1” decided 
by the Supreme Court in 1922, the defendant 
was charged with unlawfully selling to an 


16 Jin Fuey Moy v. United States (1920), 254 
U. S. 189. 
17 United States v, Morris Behrman (1922), 258 
U. S. 280. 
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addict by means of three so-called prescrip- 
tions, 150 grains of heroin, 3€o0 grains of 
morphine, and 210 grains of cocaine, with 
the intent that the addict would use the same 
by self-administration in divided doses over 
a period of several days. The indictment did 
not in terms challenge the good faith of the 
physician and did not contain the allegation 
that the prescriptions were not issued in the 
course of professional practice only. A ds- 
murrer to the indictment was sustained in 
the District Court and the case was appealed 
to the United States Supreme Court. The 
Supreme Court pointed out that the quanti- 
ties of narcotics named in the indictment 
were charged to have been entrusted to a 
person known by the physician to be 2n 
addict, without restraint upon him in its 
administration or disposition by anythicg 
more than his own weakened and perverted 
will. Such so-called prescriptions, said the 
court, could only result in the gratification of 
a diseased appetite for these pernicious drugs, 
or result in an unlawful parting with them 
to others, in violation of the Act as hereto- 
fore interpreted in this court, within tne 
principles iaid down in the Webb and Jim 
Fuey Moy cases. Notwithstanding the omis- 
sions in the indictment, therefore, the court 
held that the acts charged constituted offenses 
within the terms and meaning of the Act, 
and the judgment of the District Court to 
the contrary was reversed. 


(c) The Linder Case 


The effect of the decision of the Supreme 
Court in the Dr. C. O. Linder case ** has 
been misunderstood by some physicians, who 
evidently regarded the decision zs authori-y 
to cater to drug addiction as such notwith- 
standing previous decisions of the court 
which declared this activity not within the 
course of professional practice of a physiciaz. 
Dr. C. O. Linder was charged with theoun- 
lawful sale to an addict of one tablet of moz- 
phine and three tablets of cocaine for seli- 
administration in divided doses over a pericd 
of time. Here, as in the Behrman case, the 
indictment did not specifically challenge tke 
good faith of the physician, or negative that 


18C. O. Linder v. United States (1925), 263 
U.S. 5. 
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the sale was in the course of professional 
practice only. The quantity of drugs sold 
was, oi course, far less than the quantity 
prescribed by Dr. Behrman. Dr. Linder was 
convicted but when his case reached the 
Supreme Court the judgment of conviction 
was reversed. 

In tne course of the opinion there was 
discussion that direct control of medical 
practice in the States is beyond the power of 
the Federal Government, and that incidental 
regulation of such practice by Congress 
through a taxing act cannot extend to mat- 
ters plainly inappropriate and unnecessary 
to reasonable enforcement of a revenue mea- 
sure. But the court had first significantly 
noted that the indictment “does not question 
the doctor's good faith nor the wisdom oz 
propriety of his action according to medical 
standazds,” and that “it does not allege that 
he dispensed the drugs otherwise than to a 
patient -in the course of his professional 
practice or for other than medical purposes.” 
In concluding the opinion, therefore, the 
court stated 

We find no facts alleged in the indictment suffi- 
cient to show that petitioner had done anything 
falling within definite inhibitions or  sufficiert 
materially to imperil orderly collection of revenue 
from scle..... The unfortunate condition of the 
recipient certainly created no reasonable probability 
that she would sell or otherwise dispose of the few 
tablets entrusted to her; and we cannot say that 
by so dispensing them the doctor necessarily trans- 


cended the limits of that professional conduct with 
which Congress never intended to interfere. 


All that the Linder case holds, therefore, 
is that in the abser.ce of an allegation in the 
indictment negativing good faith and profes- 
sional practice, the court cannot supply the 
omission by holding as a matter of law that 
the sale of four tablets of narcotics neces- 
sarily transcends the limits of professional 
practice. The court could so hold, in the 
Behrman case, because the quantities were 
so large as to preclude any possibility that 
they were prescribed professionally. > 

It follows, therefore, that where the indict- 
ment challenges the good faith and profes- 
‘sional practice of a physician who prescribes 
or directly sells narcotic drugs for the pur- 
pose of merely gratifying and perpetuating 
narcotic drug addiction as such and if con- 
victed of such an offense, the judgment cf 


[ Mar. 


conviction will stand and a number ot United 
States Circuit Courts of Appeal *® have so 
held in cases involving convictions cf physi- 
cians which reached these intermediate appel- 
late courts after the Linder case was decided, 
and in which the Linder decision was urged 
as exculpating the convicted physician. 


(d) The A. W. Boyd Case 


One year after its decision in the Linder 
case, the Supreme Court rendered its deci- 
sion in the case of Dr. A. W. Boyd,” in 
which the physician had been convicted on 
six counts of an indictment charging unlaw- 
ful sales by means of prescriptions issued 
not in good faith and not in the course of his 
professional practice. These prescriptions 
were issued for 30 to 48 grains each to two 
named drug addicts. It was established that 
the physician purchased and distributed over 
15,000 grains of morphine between May 1 


and September 30, and that he issued pre- 


scriptions on much the same scale during 
that period. The court pointed out that the 
disputed question was whether the defendant 
issued the prescriptions in good faith in the 
course of his professional practice. The 
Government’s evidence tended strongly to 
show that the prescriptions were for quanti- 
ties many times in excess of what, according 
to'any fair medical standards, reasonably 
could be put into the possession of confirmed 
addicts, even when treating them for the 
addiction or endeavoring to relieve them 
from. suffering incident to it. Much of the 
defendant’s evidence tended to show that he 
issued the prescriptions in good faith in the 
course of professionally treating the recipi- 
ents for their addiction and endeavoring to 
relieve them from its incidents, but the court 
noted that some of the evidence submitted in 
behalf of the defendant was pronouncedly 
corroborative of that for the Government. 
The court, in sustaining the judgment of 
conviction, quoted with implied approval the 
charge to the jury which had been made at 


19 Boehm v. United States (1927), 21 F. (2d) 
283; Nelms v. United States (1927), 22 F, (2d) 79; 
DuVall v. United States (1936), 82 F. (2d) 382; 
Freeman v. United States (1936), 86 F. (2d) 243; 
Hawkins v. United States (1937), 90 F. (2d) 551. 

z0 A. W. Boyd v. United States, 271 U. S. 104 
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the request of ihg defendants counsel, as 
follows : 


I am requested to say to you, gentlemen, that in 
determining whether or not the detendant in pre- 
scribing morphine to his patients was honestly seek- 
ing to cure them of the morphine habit while 
applying his curative remedies, it is not necessary 
for the jury to believe that the defendant’s treat- 
ment would cure the morphine habit, but it is sufi- 
cient if defendant honestly believed his remedy 
was a cure for this disease. 

I instruct you that if this is true, regardless of 
whether the course of treatment given by this de- 


fendant is a cure, the question is, was he honestly.’ 


and in good faith in the course o7 his professional 
practice and in an effort to cure disease issuing 
these prescriptions. 


This charge certainly was as fair as the 
defendant could have wished, but the jury, 
under all the evidence. submitted, could 
hardly have done otherwise than convict. 


+ 


(e) The Peter Young Case 


Dr. Peter Young had been convicted on 
eight counts of an indictment charging sales 
of quantities of certain conditionally exempt 
narcotic preparations 7? without having kept 
a record of the sales. Actually the total 
quantities of these narcotic preparations sold 
by the physician were large but unfortu~ 
nately, from the standpoint of a proper pre- 
sentation of the merits of the case, the indict- 
ment did not question the good faith or 
professional propriety of the unlawful sales 
charged. When this case reached the Su- 
preme Court, it was necessarily considered 


_ on the theory that the physician dispensed or’ 


administered preparations to patients whom 
he personally attended, and the question of 
whether the dispensing or administration was 
in the course of professional practice was 
not before the court. Thus considered, the 
court reversed the judgment of conviction 
holding that physicians administering the 
preparations to patients whom they per- 
sonally attended were riot required to keep 
records of the preparations so administered. 


(f) The Professional Practice Rule In 
Intermediate Appellate Courts 


Subsequent to. the decision of the Supreme 
Court in the A. W. Boyd case, the several 


21 26 U. S. C. 2551. 
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Circuit Courts of Appeals have applied tne 


principle enunciated‘in that case in rendering 


decisions appealed to them by physiciens 
who have been convicted under the Harrison 
Narcotic Law.” In the DuVall case the 
Circuit Court of Appeals for the Ninth Cir- 
cuit quoted with approval the following in- 
struction to the jury which applies and i2- . 
terprets the principle: 


If the prescriptions were issued in good faith zad 
according to fair medical standards, in the curing 
of disease, and not merely to satisfy the cravings 
of the said persons for such drugs, then they may 
be said to have been issued in the course of The 
defendant’s professional practice. only; but if =e 
prescriptions were not issued in good faith, but 
were issued to enable such person to obtain mor- 
phine sulphate to satisfy his appetite and cravings 
for such drugs only, and not in the treetment of 
his patient, then the issuance of suck prescriptions 
would not be in good faith nor in the course of the 
defendant's professional practice as a physician, and 
the sale and dispensing upon such prescriptions 
would not be lawful. 


8, AMBULATORY TREATMENT FOR 
Druc ADDICTION 


(a) Legal and Medical Views 


The ambulatory treatment for the cure af 
drug addiction has always been disapproved 
by the United States Bureau of Narcotics 
because its observation and experience 
have shown that the object of the treatment 
is practically never achieved. The average 
drug addict who purports to undergo tlis 
treatment will invariably seek other sources 
of supply as his dosage is reduced. It will 
be recalled that the Supreme Court in the. 
Behrman case 1" called attention to the dan- 
ger of entrusting quantities of narcotic drugs 
to a known addict “without restraint upon 
him in its administration or disposition by 
anything more than his own weakened and 
perverted will.” The Supreme Court in tke 
Behrman case at least impliedly disapproved 
the procedure which is applied in pursuing 
the so-called ambulatory treatment for the 
cure of drug addiction, and in 1924 in a 
case involving the conviction of Dr. Addison 


22 DuVall v. United States (1936), 82 F. (24) 
382; Ratigan y. United States (1937), 88 F. (2d) 
919; United States v. Lindenfelt (1944), 142 F. 
Say 829; United States v. Abdallah (1945) 149 

. (ad) 219. 
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D. Hobart * the Circuit Court of Appeals 
for the Sixth Circuit construed the Behrman 
decision as condemning the ambulatory treat- 
ment as unlawful, as follows: 


The case of United States v. Behrman, 258 U. S. 
280, destroys the theory of the defense upon the 
present trial. Since that decision, there is nə 
possibility that conduct such as Hobart admitted, 
could be lawful. The patient was not under. re- 
straint. Hobart furnished to him at frequent ir- 
tervals and for self-administration, large quanti- 
ties of morphine, though in quantities diminishing 
from one time to another; but the patient was zt 
liberty to apply to other doctors and get as many 
other similar prescriptions as he could. In the 
case cited, the Supreme Court declared that this 
conduct by a physician was ipso facto violation 
of the law..... 


Scientific medical opinion appears to ke 
in harmony with the opinion of the court that 
disapproved the ambulatory treatment fcr 
cure of drug addiction. In 1924, the Refer- 
ence Committee on Legislation and Public 
Relations recommended that the House af 
Delegates of the American Medical Associa- 
tion approve Recommendation No. 8 of the 
Committee on Narcotic Drugs of the Council 
on Health and Public Instruction. 
: report of the Reference Committee was 
adopted as presented. Recommendation No. 
8 of the Report of the Committee on Nar- 
cotic Drugs of the Council on Health and 
Public Instruction submitted by the Council 
to the House of Delegates at the Boston 
session, 1921, is as follows: 


8. Your committee desires to place on record ‘ts 
firm conviction that any method of treatment for 
narcotic drug addiction, whether private, institu- 
tional, official or governmental, which permits the 
addicted person to dose himself with the habit- 
forming narcotic drugs placed in his hands for 
self-administration, is an unsatisfactory treatment 
of addiction, begets deception, extends the abuse of 
habit-forming narcotic drugs, and causes an in- 
crease in crime. Therefore, your committee recom- 
mends that the American Medical Association, urge 
both federal and state governments to exert their 
full powers and authority to put an end to all 
manner of such so-called ambulatory methods of 
treatment of narcotic drug addiction, whether 
practiced by the private physician or by the so- 
called “narcotic clinic” dispensary. 

In the opinion of your committee, the only proper 
and scientific method of treating narcotic drug 
addiction is under such conditions of control of 


23 Hobart v. United States, 209 Fed. 784. 
24 Journal, American Medical Association, 82: 
1967, 1924. 
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both the addict and the drug, that any administra- 
tion of a habit-forming narcotic drug must be by, 
or under the direct personal authority of the physi- 
cian, with no chance of any distribution of the drug 
of addiction to others, or opportunity for the same 
person tó procure any of the drug from any source 
other than from the physician directly responsible 
for the addict’s treatment, 


(b) Recognized (Institutional) Treatment 


The most practicable plan of applying the 
only proper and scientific method of treating 
narcotic drug addiction under the conditions 
laid down by the Committee on Narcotic 
Drugs of the Council on Health and Public 
Instruction, is to establish an institution 
properly staffed and equipped for the pur- 
pose. By the Act of Congress approved 
January 19, 1929,” provision was made for, 
and there were later constructed and put into 
operation, two institutions located at Lex- 
ington, Kentucky, and Fort Worth, Texas, 
respectively, for the treatment and rehabilita- 
tion of narcotic drug addicts, under the 
supervision of the United States Public 
Health Service. The facilities of these two 
institutions, available primarily for prisoner- 
addicts are also made available for voluntary 
applicants, even if they are unable to pay a 
nominal sum representing part of the cost of 
the treatment. A large number of drug 
addicts, including some physicians, have re- 
ceived treatment and rehabilitation in these 
institutions. 


Q. FEDERAL INVESTIGATIVE PROCEDURE 
(a) Primary Purpose 


The primary purpose of Federal investi- 
gative procedure, as far as the physician is 
concerned, is to prevent diversion cf narcotic 
drugs from medical channels to abusive use. 
Thus it becomes necessary to investigate, 
and to report to legal procedure to penalize 
that physician who wilfully prescribes or 
directly sells narcotic drugs merely for the 
gratification and perpetuation of narcotic 
drug addiction. 


(b) Prerequisite to Investigation of a 
Physician 


No investigation of a criminal violation on 


the part of a physician is permitted to be 


2521 U. 5. C. 221-237. . 


1946] 


made by an officer of the Bureau of Nar- 
cotics unless such investigation is based on 
well-founded suspicion, strong circumstances, 
or trust-worthy and reliable information that 
such violation is being committed. Further- 
more, no field officer of the Bureau of Nar- 
cotics is permitted to initiate any such in- 
vestigation as above described except upon 
written instructions from his superior officer, 
the District Supervisor of the District. 


(c) Rule Established by Federal Courts 


A defense quite frequently sought to be 
interposed by a physician indicted for unlaw- 
ful sales of narcotic drugs is that he was 
illegally entrapped by the officers into com- 
mitting the offenses charged against him. 
The United States Circuit Courts of Appeals 


- have consistently rejected such claims on the 


part of defendant physicians, holding in 
effect that it does not constitute illegal en- 
trapment for the officer to afford an oppor- 
tunity for the physician to sell narcotic drugs 
if the sale was the defendant’s free voluntary 
act.2° The rule which was.applied by the 
United States Circuit Court of Appeals for 
the Eighth Circuit in the case of W. V. 
Smith, et al.v. United States is even more 
liberal than the procedure outlined by the 
Bureau limiting its field officers in making 
investigations of violations on the part of 
physicians. The Circuit Court of Appeals in 
the W. V. Smith case quoted with approval 
the following charge to the jury in that case: 


It is no enticement to ask a physician to write 
an illegal prescription, if you suspect that he might 
do it, and you want to find out if he does it, nor 
to ask a druggist to sell narcotics illicitly, because 
both of them know better, and if they are going to 
obey the law, why they won't do that in response to 
any form of petition or inducement, and it is per- 
fectly within the rights of investigating officers to 
determine, by means that have been here disclosed, 
whether a party, or parties, are engaged in violation 
of the law, and if they are, to take steps accord- 
ingly, so that I wish to disabuse your minds of all 
this confusion that this, in itself, was such an un- 
warrantable offense on the part of Federal officers 
that it relieves this offense charged, if you find any 
offense was committed, of its character as such 
offense. 





26 Ratigan v. United States (1937), 88 F. (2d) 
919; W. V. Smith, eż al. v. United States (1922), 
284 Fed. 673; Newman v. United States (1924), 
299 Fed. 128; Hodge v. United States (1926), 13 
3 (2d) 596; Mitchell v. United States (1944), 143 

. (2d) 953; United States v. Abdallah (1945), 
ae F. (2d) 219. 
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The National Conference of Comm-s- 
sioners on Uniform State Laws efter several 
years’ study completed in 1932 the final draft 
of a Uniform Drug Act which it thereupan 
recommenced for enactment in all the States. 
This act has been adopted, in some cases 
with a few changes, by 42 States, by Con- 
gress for the District of Columbia, and 3y 
the Territories of Alaska, Hawaii, and 
Puerto Rico. The States of California and 
‘Pennsylvania which have not adopted tie 
Uniform State Narcotic Law, nevertheless 
have in effect other State narcotic legislation 
which the Bureau of Narcotics considers of 
comparable effectiveness. The States 3f 
Massachusetts, New Hampshire, Kansés, 
and Washington have not adopted the Uri- 
form State Narcotic Law but have in effect 
State narcotic legislation which the Buree. 
of Narcotics does not consider comparatle 
in effectiveness to the Uniform Law. 

The Uniform State Narcotic Law pro- 
vides a comprehensive plan for intrastate con- 
trol of the narcotic drug traffic, and is d=- 
signed generally to restrict narcotic drugs 
to medical channels from the manufacturer 
or distributor within the State to the con- 
sumer for bona fide medical purposes. The 
act differs fram the Federal law in some r2- 
spects. For instance, it requires manufaz- 
turers of and wholesale dealers in narcotic 
drugs to obtain a license frorn the appropriaze 
State agency and prescribes certain qualifi- 
cations for these licensees, and it directv 
and specifically penalizes the forgery or 
alteration of a narcotic prescription. In so 
far as the professional use of narcotic drugs 
is concerned, however, the statutory standard 
is practically the same as that provided ky 
the Federal narcotic law. Thus, under tke 
Uniform Act, a physician in good faith and 
in the course of his professional practice onky 
is permitted tc prescribe, administer and dis- 
pense narcotic drugs, or mav cause the sane 
to be administered by a nurse or interz 
under his direction and supervision. 


II. COOPERATION WITH THE STATES 


‘Under Section 8 of the Act of June Ie. 
193077 the Secretary of the Treasury ®& 
directed to cooperate with the several States 


2721 U. S. C. 198. 
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in the suppression of the abuse of narcotic 
drugs in their respective jurisdictions and 
to this end he is authorized (1) to cooperate 
in the draiting of such legislation as may be 
needed and (2) to arrange for the exchange 
of information concerning the use and abuse 
of narcotic drugs in said States and for 
cooperation in the institution and prosecu- 
tion cf cases in the courts of the United 
States and before licensing boards and courts 
of the several States. The Secretary: of the 
Treasury has authorized the Commissioner 
of Narcotics to furnish to State Licensing 
Boards such information in the possession of 
the Bureau of Narcotics as the Commissioner 
may deem appropriate to the enforcement of 
any State law or regulation or municipal 
ordinance relating to the granting, with- 
holding, suspensicn, or revocation of State 
licenses or permits.’ The Commissioner is 
also authorized to direct the attendance, as 
` a witness, in hearings held by such boards or 
agencies, of any officer, agent or employee of 
_the Bureau of Narcotics, and the production 
of pertinent records or copies thereof. Pur- 
suant to this authority, the Commissioner 
- reports to the several State Medical Licens- 
ing Boards a statement of the facts in the 
cases of practitioners convicted of offenses 
. against the narcotic laws or who are shown 
to be narcotic drug addicts. If the State 
Licensing Board decides to institute action 
under its Medical Practice Act looking to- 
ward suspension or revocation of the practi- 
tioner’s license and desires the attendance of 
the Federal investigating officer as a witness 
at the hearing, the Commissioner arranges 
the attendance of such officer at the hearing 


2821 C. F. R. 201.8-201.12. 
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and the production of such pertinent records 
as may be necessary. 


12. CONCLUSION 


Dr. Morris Fishbein in his introduction °° 
to a series of articles printed in the Journal 
of the American Medical Association in 
1931 on the Indispensable Use of Narcotic 
Drugs, has presented to the medical pro- 
fession some excellent suggestions dealing 
with the general professional use of narcotic 
drugs. If all physicians would accept and 
conscientiously: follow these suggestions, 
which are quoted below, irregularities in 
prescribing and dispensing narcotic drugs by 
physicians would be reduced to a minimum. 

The problem of narcotic addiction merits the 
attention of physicians for many reasons. The con- 
trol by statute of the prescribing of alcohol, and the 
definite limitations of the amount prescribed, indi- 
cates that the medical profession must do every- 


thing possible to minimize the prescribing of nar- 
cotics in order ta make unnecessary further’ restric- 


' tive measures. Fhysicians should give more serious 


consideration to the materia medica, pharmacology 
and therapeutics: of narcotics.- 

Physicians may, by the exercise of more thought 
in practicing, do much to avoid censure in relation 
to narcotic addiction. They may substitute, when- 
ever possible, non-habit-forming drugs in the place 
of morphine or other opium alkaloids. When nar- 
cotics are indispensable, however, as shown in this 
series of articles, no more should. be administered 
than is necessary to achieve the desired end. 
Patients requiring daily administration should be 
seen often by the doctor and the amount of drugs 
ordered or supplied should not exceed that required 


by the patient until seen again. Independence of © 


administration on the part of nurses should be 
strictly limited to prescription and any change in 
treatment should be in writing. 


28 ‘Various authors ; The Indispensable Use of 
Narcotic Drugs, 96:856, 1931. 


MENTAL ACCOUNTABILITY UNDER MILITARY LAW * 
COLONEL ABNER E. LIPSCOMB, J.A.G.D2 


In a recent court-martial ‘case a psychia- 
trist testified that an accused, who had served 
successfully as an officer and who appeared 
to be altogether rational, was, 

No more able to adhere to the right as we defined 
it here and avoid expressing his symptoms than a 


man with acute appendicitis is able to alter the 
course of his acute appendicitis by an act of will. 


He was then permitted to testify that the 
accused was legally sane but medically insane 
and to explain his apparent contradiction by 
stating that “ . our concepts of sanity 
are derived from English law of one hundred 
years ago. .... ” Attached to the record 
was a plea for clemency in which the trial 
judge advocate and his assistant stated that 
they were of the opinion that if this case 
were tried three to five years in the future 
the accused would be “ . acquitted by 
reason of the changing concept of sanity.” 

At about the same time the United States 
Court of Appeals for the District of Columbia 
rendered an opinion involving: the law of 
insanity in the case of Holloway v. United 
States. (Decided Feb. 26, 1945.) This 
opinion is interesting, not because of its 
disposition of the case, but because of its 
analysis of psychiatry and because of certain 
of its statements concerning mental account- 
ability, among which were the following: 

Legal tests of criminal insanity are not and cannot 
be the result of scientific analysis or objective judg- 
ment. There is no objective standard by which such 
a judgment of an admittedly abnormal offender can 
be measured. They must be based on the instinctive 
sense of justice of ordinary men. 

The tendency of psychiatry is to regard what 


ordinary men call reasoning as a eationalization of 
behavior rather than the real cause of behavior. 


From this point of view psychiatrists probe behind . 


what ordinary men call the “reasoning” of an ab- 
normal personality. This tends to restrict the area 
of moral judgment to an extent that offends our 





* This article, in somewhat altered form, was 


published in The Judge Advocate Journal, Vol. IT,’ 


No. 2. 

1A.B., LL. B., Baylor University 1925; LL. È. 
University of Texas, 1934; S.J. D., Harvard, 1938. 
Professor of Law, School of Law, Western Reserve 


University. Former Chairman, Board of Review - 
Number 3, Office of The Judge Advocate General. 


traditional idea that an offender who can talk and 
think in rational terms is morally responsible for 
what he does. 

. to the psychiatrist mental cases are a series 
of imperceptible gradations from th2 mild psyco- .- 
path to the extreme psychotic, wkereas criminal 
law allows fcr no gradations. It requires a final 
decisive moral judgment of the culpability of the 
accused. For the purposes of conviction there is no 


_ twilight zone between abnormality ard insanity. An 


offender is wholly sane or whclly insane. 

A ‘complete reconciliation, between the medical 
tests of insanity and the moral tests of criminal 
responsibility is impossible. .... To command re- 
spect criminal law must not offerd against “he 
common beli2f that men who talk rationally are in 
most cases xorally responsible for what they do. 


The above opinions raise questions which, 


for the purpose of the present discussion, 
may be summarized as follows: 

1. What is the military justice corcept of mental 
accountability? Does it hold the sc-called “medi- 
cally insane” to criminal responsibility? 

2. Is mental accountability to be determined on 
the basis of a scientific analysis or “on the instinc- 
tive sense of justice of ordinary men”? 

3. What is the proper function of the psychiatrist 
in an insanity case? 

.4. Upon whom does the burden of proof lie, and 
in the final analysis how and by whom must the 
issue of menzal accountability be determined? 


These and other questions which have fre- 
quently arisen in courts-martial cases have 
suggested the following brief review of che 
history of the law of insanity and an ap- 
praisal of the standard of mertal account- 
ability evolved by military justice. 


LEGAL TESTS FoR INSANITY PRIOR TO 1843 


During the early history of the common 
law the madman charged with murder was 


not acquitted by reason of insanity but a 


special verdict might be rendered reciting 
that the accused was insane and thereafter 
he might be pardoned by the xing. There 
was the same need of a royal pardon “or 
homicide by misadventure or in self defense.? 
During this early period only 2 few of tae 
psychoses were known and recognized ; con- 


2 Pollock’ & Maitland’s History of English Law, 
Vol. 2, p. 47& 
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sequently we find that insanity was generally 
regarded as a visitation from the Almighty, 
and many thought that the insane were under 
demoniacal influence. In fact, it was not 
until the late 18th and early 19th centuries 
“that the medical profession began to study 


2 insanity. with any degree of thoroughness.? 


. tt 
+ 


* 
[d 
. 


sue this early period various legal tests 
-were promulgated as legal guides in deter- 
mining criminal accountability. Among these 
tests were “the wild beast” test which re- 


lieved the criminally insane from account- 


ability only if he were “totally deprived of 


_ his understanding and memory, and [did] 


- and 
S ‘exempted only the most obvious lunatics and 
`, imbeci‘es. 


_ the science of medicine led to a more-humane | 


[i 


not know what he [was] doing no more than 
an infant, than a brute, or a wild beast’; * 
the “count twenty pence” test; ° and the test 
of “disability of distinguishing between good 
evil.’® Clearly these harsh tests 


The gradual amelioration, how- 
‘ever, of criminal law and the development of 


approach to the problems of criminal justice 


‘and resulted in 1843 in the famous opinion 


in the McNaghten case. 


THe McNacutT—en Case—TuHeE RIGHT 
AND WronG TEST 


This landmark in the history of the law 
of insanity arose as the result of the general 
dissatisfaction over the acquittal of Daniel 
McNaghten upon the ground of insanity. 
McNaghten was tried for the murder of 
Edward Drummond, Secretary to Sir Robert 
Peel. The evidence in the case showed that 
McNaghten had ‘mistaken Drummond for 
Peel. It further showed that McNaghten had 
been laboring under the insane delusion that 
Sir Robert Peel had injured him. After 
McNaghten had been acquitted, the House of 
Lords, under its power to require opinions 
of its judges on abstract questions of law, 
propounded five questions to the Court of 
the House of Lords. To the five questions 
the court answered, as follows: 


1. INSANE DELUSION 


As to “those persons who labor under such 
partial delusions only, and are not in other respects 





3 The History of Insanity as a Defense to Crime 
in English Criminal Law, t2 Cal. L. Rev. ros. 

4 Rez v. Arnold, 16 How St. Tr. 605, 765. 

5 í Hale, P. C. 29. 

6 Hawkins’ Plea to the Crown, Vol. 1, p. 1 
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insane, we are of opinion that, notwithstanding the 
party accused did the act complained of with a view, 
under the influence of insane delusion, of redressing 
or reyenging some supposed grievance or injury, or 
of producing some public benefit, he is nevertheless 
punishable according to the nature of the crime com- 
mitted, if he krew at the time of commiting such 
crime that he was acting contrary to law; by which 
expression we understand your Lordships to mean 
the law of the Jand.” 


2. FRESUMPTION OF SANITY 


. the jurors ought to be told in all cases that 
every man is to be presumed to be sane, and to 
possess a sufficient degree of reason to be re- 
sponsible for his crimes, until the contrary be proved 
to their satisfaction. .... 


3. Richt AnD Wrona TEST 


. to establish a defence on the ground of in- 
sanity, it must be clearly proved that, at the time of 
the committing of the act, the party accused was 
laboring under such a defect of reason, from dis- 
ease of the mind, as not to know the nature and 
quality of the act he was doing; or, if he did know 
it, that he did not know he was doing what was 
wrong. 


4. INSANE DELUSION (CONTINUED) 


As to a person Jaboring “ . under such partial 
delusion only, and is not in other respects insane, 
we think he must be considered in the same situa- 
tion as to responsibility as if the facts with respect 
to which the delusion exists were real. For ex- 
ample, if, under the influence of his delusion, he 
supposes another man to be in the act of attempting 
to take away his life, and he kills that man, as he 
supposes, in self-defence, he would be exempt from 
punishment. If his delusion was that the deceased 
had inflicted a serious injury to his character and 
fortune, and he killed him in revenge for such sup- 
posed injury, he would be liable to punishment.” 


5. MEDICAL TESTIMONY-—-THE HYPOTHETICAL 
QUESTION 


In reply to the question “Can a medical man con- 
versant.with the disease of insanity, who never saw 
the prisoner previously to the trial, but who was 
present during the whole trial and the examination 
of all the witnesses, be asked his opinion as to the 
state of the prisoner’s mind at the time of the com- 
mission of the alleged crime? or his opinion whether 
the prisoner was conscious at the time of doing the 
act that he was acting contrary to law, or whether 
he was laboring under any and what Gelusion at 
the time?” the judges answered that “. . we 
think the medical man, under the circumstances sup- 
posed, cannot in strictness be asked his opinion in 
the terms above stated, because each of those ques- 
tions involves the determination of the truth of the 
facts deposed to, which it is for the jury to decide, 
and the questions are not mere questions upon a 
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matter of science, in which case such evidence is 


admissible. But where the facts are admitted or not: 


disputed, and the question becomes substantially one 
of science only, it may be convenient to allow the 
questions to be put in that general form, though the 
same cannot be insisted on as a matter of right.” 


Within the same year “the right and wrong 
test,” as set forth in answer number 3, was 
judicially employed.’ In that case the court 
held that a feeble-minded defendant whom 
the jury had found to know the difference 
between right and wrong was legally account- 
able, for murder. Similarly, the various 
jurisdictions within the United States fol- 
lowed the lead of the McNaghten opinion 
by adopting some form of the “right and 
wrong test.” In fact, since 1843 no English 
or American court has demanded a more 
exacting standard of proof of insanity than 
is required by the McNaghten opinion. 


IRRESISTIBLE IMPULSE TEST 


The McNaghten opinion was, however, 
soon subject to much criticism. Learned men 
of the sciences contended that the right and 
wrong test as the sole determining test of 
mental accountability was inadequate and 
untrustworthy; that it failed to take into 
account the obvious facts of nature ; and that 
it failed to comprehend the complex pa- 


thology of insanity. It was also asserted that 


(£3 
. 


experience had shown that .. in all 
lunatics, and in most degraded idiots, when- 
ever manifestations of any mental action can 
be adduced, a feeling of right and wrong 
may be proved to exist.” 8 To meet such 
criticisms and to supplement the inadequacy 
of the right and wrong test, the theory of 
“irresistible impulse” was- advanced. Under 
this theory a person may, because of disease, 
defect or derangement of the mind, be in- 
capable of restraining himself from some 
particular act although knowing it to be 
wrong. As early as 1878 Sir James Stevens, 
in drafting a criminal code for England, 
sought, but without success, to supplement 
the right and. wrong test by introducing 
the irresistible impulse test into the statutory 
law of that jurisdiction.® The reluctance of 


T Rex v. Higginson, 1 Car. & K. 129. 

8 Bucknell on Criminal Lunacy, p. 59. 

® History of Insanity in Criminal Law, 12 Cal. L. 
Rev. 104, I19. - 
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the courts and of the legislative bodies both 
in England and in this country to accept the 
more difficult concept involved in the irresis- 
tible impulse test has at times been marked 
by reactionary intolerance. One state wen? 
so far as to abolish insanity completely as a 
defense but its legislative enactment was de-_ 
clared unconstitutional.?° One court, dogmati- 
cally refusing to recognize the existence oi 


an irresistible impulse, charged the jury as ` 


follows: 


The law says to men who say they are afflicted 
with irresistible impulse, “if you cannot resist an ` 
impulse in any other way, we will hang a rope in 
front of your eyes and perhaps that will help.” 1 


Other judges have rendered decisions based 
upon their personal lack of scientific knowl- 
edge. Thus.one justice states, 


For myself I cannot see how a person who ration- 
ally comprehends the nature and quality of an act, . 
knows that it is wrong and criminal, can act through ` 
irresistible innocent impulse.12 


On the other hand, other jurists have re- 
vealed praiseworthy humility before the 
problems of a complicated science. Suc=. 
humility is splendidly exemplified in the case 
of Parsons v. State in which Mr. Justice 
Somerville stated: 


It will not do for the courts to dogmatically deny 
the possible existence of such a disease, or its 
pathological and psychical effects, because this is z 
matter of evidence, not of law, or judicial cogni- 
zance. Its existence, and effect on the mind and 
conduct of the patient, is a question cf fact. to be 
proved, just as much as the possible existence cf 
cholera or yellow fever formerly was before these 
diseases became the subjects of common knowledge. 
or the effects of delirium from fever, or intoxi- 
cation from opium and alcoholic stimulants woulc 
be. The courts could, with just as much propriety. 
years ago, have denied the existence oi the Coper- 
nican system of the universe,.... 


The controversy in this field of the law has 
been extensive. In 1gro Colonel John H. 
Wigmore, then president of the American 
Institute of Criminal Law and Criminology, 
appointed a committee composed of four 
physicians and five lawyers to resolve thz 
difficult problem of determining the relation 


10 State v. Strasburg, 60 Wesh. 1c6, rro Pac. 
1020. 

11 Riddell, J. in charging the jury in Rer v. 
Cheighton, 1908, 14 Can. Crim, Cas. 34¢. 

12 State v. Harrison, 1892, 36 W. Va. 720, 15 S. E. 
982,18 L. R. A. 224. 

13 1886, 81 Ala. 577, 60 A. Rep. 193. 
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of insanity to criminal responsibility. In 1916 
this committee, which had been in continuous 
existence since its appointment, brought in 
a unanimous resolution recommending a Lill 
on criminal responsibility, as follows: 


When Mental Disease a Defense. No person shall 
hereafter be convicted of any criminal charge when 
at the time of the ect or omission alleged against 
him he was suffering from mental disease and by 
reason of such mental disease he did not have the 
particular state of mind that must accompany such 
act or omission in order to constitute the crime 
charged.14 


The code of France provides that “There 
can be no crime, or offense if the accused was 
in a state of madness at the time of the ac.” 
Justice Somerville in Parsons v. State states, 


For some time the French tribunals were inclined 
to interpret this law in such a manner as to follow 
in substance the law of England. Buz that con- 
struction has been abandoned, and the modern view 
of the medical profession is now adopted in that 
country. 


Similarly the criminal code of Germany re- 
putedly contains a provision, which is said 
to have been the formulated result of a very 
able discussion both by the physicians and 
lawyers of that country. The German code 
provides 


There is no criminal act when the actor at the 
time of the offense is in a state of unccnsciousness 
or morbid disturbance of the mind, through which 
the free determination of his will is excluded.+5 


Although the English courts have persis- 
tently adhered to the right and wrong test 
of the McNaghten opinion to the exclusion 
of the so-called irresistible impulse test, the 
various jurisdictions within the United States 
have been divided.*® Miller on Criminal 
Law states, 


Some judges have used the term (insanity) in 
contradistinction to the “right and wrong” test; 
others use it as illustrative of that test; others 
insist that the “right and wrong” test properly in- 
terpreted includes the element of irresistible im- 
pulse; and still others deny that such a form of 
insanity exists. 


A majority of American jurisdictions, how- 
ever, seem to reject the irresistible impulse 


14 Insanity and Criminal Responsibility, 30 Har- 
vard L. Rev., 535, 536. 

15 t4 Encyc. Brit, oth Ed., p. 112. 

16 Wharton’s Criminal Law, 12th Ed., Sec. 40Ẹ. 
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tests.17 Indeed, the New York Penal Code 
recognizes the defense of insanity only when 
the defendant “was laboring under such a 
defect of reason as either (1) not to know 
the nature ard quality of the act he was 
doing, or (2) not to know whether the act 
was wrong.” 15 


MEANING OF RIGHT AND WRONG IN 
TESTING SANITY 


Mr. Justice Cardozo, in discussing the 
meaning of rizht and wrong as those words 
are employed in testing sanity, has stated: 


As propounded in these cases, it meant a capacity 
to distinguish right from wrong, not with reference 
to the particular act, but generally or in the ab- 
stract. Sometimes it was spoken of as a capacity to 
distinguish between “good and evil.” .... Wrong 
was conceived of as synonymous not with legal but 
rather with moral wrong. Lord Mansfield told the 
jury in Bellingham’s Case: “It must be proved 
beyond alf doub: that at the time he committed the 
atrocious act, he did not consider that murder was 
a crime against the laws of God and nature.” That 
became for manv years the classic definition. It was 
followed by Lord Lyndhurst in Reg. v. Oxford (9 
C, and P. 533). Its phraseology, as we shall see, 
has survived with little variation in charges and 
opinions of our own day.?9 


As has been pointed out, however, by Justice 
Bartlett in People v. Carlin, “it is not 
enough that the accused has views of right 
and. wrong that are at variance with those 
that find expression in the law. The variance 
must have its origin in some disease of the 
mind,” 24 

If we accept moral responsibility as the 
basic test of legal accountability “. . . . both 
the right and wrong test and the irresistible 
impulse test ought to be recognized. If free 
will and self-restraint be destroyed by mental 
disease, knowledge of right and wrong is 
entirely useless. Will is as necessary an 
element of criminal intent as are reason and 


judgment.” ? As Steven said, “Legal 


17 See Wharton’s Criminal Law, 12th Ed., sec. 
408, and cases therein cited. 

18 Penal Cade, N. Y., 21, see People v. Taylor, 
138 N. Y. 398, 34 N. E. 275. 

19 People v. Schmidt 1915, 216 N. Y. 324. 

20 194 N. Y., 448, 87 N. E. 805. 

21 See Hotema v. United States, 186 U. S. 413, 
22 S. Ct. 895, 46 L. Ed. 1225. 

22 Criminal Responsibility of the Insane and 
Feeble-Minded, 9 Journal of Criminal Law and 
Criminology, p. 497. 
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Punishment connotes as far as possible moral 
infamy.” 


THE IRRESISTIBLE IMPULSE TEST DISTIN- 
GUISHED FROM MORAL AND EMO- 
TIONAL INSANITY 


The theory of the irresistible impulse test 
must be carefully distinguished from the so- 
called moral or emotional insanity which 
some courts have described as a perverted 
condition of a person’s moral natute. It is 
recognized that a person may become so 
morally degenerate either from bad associa- 
tions and surroundings or from continued 
unrestrained indulgence in vice that his 
conscience will no longer restrain him. Such 
moral degeneration does not excuse a person 
from criminal responsibility. Neither does 
so-called emotional insanity or temporary 
frenzy or passion arising from excitement or 
anger which is not the product. of a mental 
disease. There is danger of being misled by 
the decisions dealing with these subjects as 
the terms have sometimes been carelessly 
used. Each case must be examined to see 
whether the irresistible impulse under con- 
sideration arose from a mental disease or 
merely from a moral depravity or callous 
nature.*° 


' MENTAL ACCOUNTABILITY IN THE 
FEDERAL COURTS 


The early United States District Court 
decisions seem to follow the McNaghten 
opinion and to restrict mental accountability 
to the so-called right and wrong test.” 
As far back, however, as 1873 the Supreme 
Court of the United States in Mutual Life 
Insurance Company v. Terry, gave its 
blessing to a modification of the old rule. 
Mr. Justice Hunt stated: 


We hold the rule on the question before us to be 
is esaa If the death is caused by the voluntary 
act of the assured, he knowing and intending that 
his death shall be the result of his act, but when 
his reasoning faculties are so far impaired that he 


23 Clark & Marshall Crimes, th Ed., Sec. 87; 
Miller on Criminal Law, p. 130; 22 BR 1, 52. 

‘24 See United States v. Holmes, 1858, Federal 
Case No. 15382; Cinteau’s case, 1882, 10 Fed. 161; 
United Siates v. Faulkner, 1888, 35 Fed. 730; and 
United States v. Young, 1885, 25 Fed. 710. 

25 15 Wallace 580. 
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is not able to understand the mora] character, the 
general nature, consequences and effect of the act 
he is about to commit, or when he is compelled 
thereto by an insane impulse, which he has not the 
power to resist, such death is not wizhin the con- 
templation of tne parties to the contract, and the 
insurer is liable. (Italics supplied.) 


This attitude toward the “irresistible im- 
pulse” theory has been reaffirmed and clari- 
fied in various decisions,” all of which are 
cited and discussed in Smith v. United 
States,” which is probably the leading Fed- 
eral opinion on the subject. The opinicn 
states in pari, as follows: 


Laying aside the objectionable negative style of 
the charge, we think it erroneous in pcint of law, in 
that it ignores the modern well-established doctrine 
of “irresistible impulse.” The English rule, followed 
by the American courts in their early history, and 
still adhered to in some of the states, was that the 
degree of inserity which one must possess at the 
time of the commission of the crime in order to 
exempt him from punishment must ke such as to 
totally deprive him of understanding and memory. 
This harsh rule is no longer followed by the federal 
courts or by most of the state courts. The modern 
doctrine 1s that the degree of insanity which will 
relieve the acc-ised of the consequences of a criminal 
act must be such as to create in his mind an uncon- 
trollable impulse to commit the offense charged. 
This impulse must be such as to override the reason 
and judgment and obliterate the sense of right and 
wrong to the extent that the accused is deprived of 
the power to choose between right and wrong. Tne 


‘mere ability to distinguish right from wrong is 70 


longer the correct test either in civil or crimiral 
cases, where the defense of insanity is interposed. 
The accepted rule in this day and age, with the 
great advancement in medical science as an en- 
lightening influence on this subject is that the ac- 
cused must be capable, not only of distinguishing 
between right and wrong, but that he was not im- 
pelled to do the act by an irresistible impulse, which 
means it will justify a verdict of acquittal that his 
reasoning powers were so far dethroned by his 
diseased mental condition as to deprive him of the 
will power to resist the insane impulse to perpetrate 
the deed, though knowing it be wrong. 


Subsequent to the above opinicn the entire 
personnel o= the Court of Appeals for the 
District of Columbia was changed. In its 
recent opinion in Holloway v. United States, 
cited at the beginning of this article, the pres- 


26 Insurance Company v. Rodel, 95 U. S. 232, 24 
L. Ed. 433; Manhattan Life Insurance Company v. 
Broughton, 10g United States 121, 27 L. Ed. 878; 
Davis v. United States, 165 U. S. 375; 41 L. Ed. 
750; see also United States v. Chisholm, 153 Fed. 
808, C. C. S. D. Ala. 1907. ° 

27 36 F. (2) 548, App. D. C. 1929. 
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ent members, in considering a case involv- 
ing the issue of insanity and without refer- 
ring to the Smith decision, stated, “The 
ordinary test of criminal responsibility is 
whether the defendant could tell right from 
wrong.” They then added, “A slightly 
broader test is where his reason has ceased 
to have dominion over his mind to such an 
extent that his will was controlled, not by 
rational thought, but by mental disease.” In 
discussing ‘the application of the tests of 
mental accountability they stated: 


For the purposes of conviction there is no twilight 
zone between abnormality and insanity. An offender 
is wholly sane or wholly insane. A complete recon- 
ciliation between the medical test of insanity and 
the moral test of criminal responsibility is impos- 
sible... .. To command respect criminal law must 
not offend against the common belief that men who 
talk rationally are in most cases morally responsible 
for what they do. 


The reference to the irresistible impulse test 
. as a slightly broader test than that involved 
in the right and wrong test is a distinct 
understatement. Only one who suffers from 
an extreme form of psychosis is unable to 
distinguish right from wrong. Such a perscn 
is ‘clearly insane and incompetent for all 
purposes. On the other hand, the irresistible 
impulse theory recognizes the scientific truth 
that the capacity to feel remorse and to dis- 
tinguish right from wrong does not neces- 
sarily imply the mental ability to control con- 
duct. The introduction of this theory was a 
distinct compromise with the law’s traditional 
concept as expressed in the Holloway opinion 
that “An offender is wholly sane or wholiy 
insane.” Contrary also to one of the state- 
ments quoted, the irresistible impulse 
standard of accountability acknowledges that 
there are twilight zones between abnormality 
and insanity as it is usually understood in 
which a man may walk and talk rationally 
and yet, because of a diseased mind, be so 
incapeble of controlling his conduct as not 
to possess freedom of action and not to ba, 
therefore, legally responsible for his acts. 
Since medical science recognizes that an in- 
sané impulse may be truly irresistible, and 
since criminal justice punishes only for acts 
voluntarily and freely committed, the man- 
dates of simple justice require that full etfect 
be given to this basic principle. 


MENTAL ACCOUNTABILITY 


UNDER MILITARY LAW [ Mar. 
STANDARDS OF MENTAL ACCOUNTABILITY 
Unpber Minirary Law 


The present Manual for Courts-Martial 
(1928) has provided ‘military justice with 
a standard of mental accountability which is 
free from dogma, which is independent of 
any conventional legal or medical definition 
of insanity, anc which is designed to establish 
mental accountability upon the basis of moral 
justice.: The Manual states, 

. A person is not mentally responsible for an 
dee unless he was at the time so far free from 
mental defect, disease, or derangement as to be able 
concerning the particular acts charged both to dis- 
tinguish right from wrong and to adhere to the 
right.28 


The Manual for Courts-Martial, 1921, on this 
point provides that in determining the issue 
of mental responsibility for a crime, the 
courts-martial having such responsibility 
should ballot upon the following question: 

(2) Was the eccused at the time of the commis- 
sion of the alleged offense so far free from mental 
defects, mental Cisease, or mental derangement as 
to be able, concerning the particular acts charged, 
both (1) to distinguish right from wrong and (2) 
to adhere to th2 right? 

This question will be balloted upon as to each 
specification, and if answered negatively or a tie 
vote the court will acquit the accused as to such 
specification.29 


Similarly, Wines states: 


To constitute a defense on the ground of insanity, 
it may be made to appear, ... . on the other hand, 
that, though aware of the nature and consequence 
of his act, as well as of its wrongfulness or its 
illegality, he was prompted by such an uncontrolla- 
ble impulse as not to be a free agent.3° 


A rule which was apparently even broader 
and more literal than that contained in the 
foregoing quotations was set forth in para- 
graph 219 of the Manual for Courts-Martial, 
1917, which asserted that the question to be 
determined in any case involving mental 
accountability was “whether the accused at 
the time of the wrongful act had the neces- 
sary criminal mind to commit the wrongful 
act charged.” 

It seems clear that the standard for mental 
accountability as set forth in the Manual 


28 M. C. M., 1628, par. 78. 

29 M. C. M., 1¢21, par. 219g. 

30 Winthrop’s Military Law and Precedents, Re- 
print 1920, p. 254. 
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~ combines both the concept of the right and 
wrong test and the concept of the irresistible 
impulse test and is sufficiently inclusive to 
encompass the problems involving insane 
delusion as presented in the McNaghten 
opinion. Upon the military justice test the 
ultimate triers of the facts are not concerned 
with complicated definitions or with conven- 
tional forms of so-called insanity but rather 
with the following all-important questions: 
(a) Was the accused at the time of the alleged 
offenses “so far free from mental defect, disease or 
derangement as to be able concerning the particular 
acts charged” to distinguish right from wrong? 31 
(b) Was the accused at the time of the alleged 
offenses “so far free from mental defect, disease 
and derangement as to be able concerning the par- 
ticular acts charged .... to adhere to the right? ” 32 
(c) Was the accused at the time of his trial suffi- 


ciently sane “intelligently to conduct or cooperate 
in his defense?” 33 


If either of the first two questions is an- 
swered in the negative the accused should be 
found not guilty by reason of mental disease, 
defect or derangement. If the third question 
is answered in the negative he should not be 
tried. The above principle has been consis- 
tently recognized in military law.** For 
example, in 13 BR 389, Riesenman, the 
_accused was shown to be an intelligent indi- 
vidual, able to conduct his own defense and 
to recognize right from wrong as to the 
particular acts charged. Since, however, the 
evidence showed that he was suffering from 
mental disease, defect or derangement which 
rendered him unable, concerning the partic- 
ular acts charged, to adhere to the right, the 
findings of guilty were disapproved. In a 
much older decision, The Judge Advocate 
General summarized this controlling prin- 
ciple, as follows: 

Men, under the influence of disease, may know 
the right, and yet be powerless to resist wrong. The 
well-known exhibition of cunning by persons ad- 
mitted to be insane, in the perpetration of an illegal 


act, would seem to jndicate comprehension of its 
evil nature and legal consequence, and yet the 


31 Fifth sub-paragraph, paragraph 78a, p. 63, 
M. C. M., 1928. 

32 Fifth sub-paragraph of paragraph 78a, p. 63, 
M. C. M., 1928. 

83 First sub-paragraph of paragraph 63, M. C. M., 
1928. 

34 See 1 BR 30, 46; 8 BR 57; 11 BR 281, 207; 
13 BR 389; 14 BR 339; 15 BR 281; 18 BR 301, 
312; 23 BR 1185. 
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power of self-control being fost from disease, there 
can be no legal responsibility.?5 


THE BURDEN OF PROOF 


Although there are differences of opinion 
in the state courts concerning the party who 
bears the burden of proof on the issue oi 
mental accountability, the practice in military 
law is well settled. The Manual for Courts- 
Martial directs: 

Where a reasonable doubt exists as to the mental 
responsibility cf an accused for an offense charged, 


the accused cannot legally be convicted of that 
offense. .... 33 


This provision, which is similar to the pro- 
vision of the 1921 Manual, places the burden 
of ultimate persuasion on the issue of mental 
responsibility upon the prosecution and rec- 
ognizes the fundamental principle that all 
men are deemed innocent until proved guilty’ 
beyond a reasonable doubt.47 On this poinz 
the United States Supreme Court has made 
the following authoritative pronouncement: 

.... Strictly speaking, the burden of proof, as 
those words are understood in criminal law, is never 
upon the accused to establish his innocence or to 
disprove the tects necessary to establish the crime 
for which he is indicted. It is on the prosecution 


from the beginning to the end of the trial and 
applies to every element necessary to constitute the 


* * * * 


If insanity is relied on and. evidence given tending 
to establish that unfortunate condition of mind, and 
a reasonable well-founded doubt is thereby raised 
of the sanity of the accused, every principle of jus- 
tice and humanity demands that the accused shall 
have the benefit of the doubt.38 


It is clear, therefore, that evidence whick 
raises a reasonable doubt as to an accused’s 
mental responsibility overcomes the presump- 
tion of his sanity and injects the issue of his 
mental accountability into the court-martial 
trial. The burden then rests with the prose- 
cution to prove, as an instance to the ulti- 
mate issue of guilt, that the accused was “sc 
far free from mental defect, disease, or 
derangement as to be able concerning the 
particular accs charged both to distinguish 


right from wrong and to adhere to the 


85 CM 116604, James. 

86M. C. M., 1928, par. 78. 

87 See M. C. M., 1921, par. 219. 

88 Davis v. United States, 160 U. S. 4609. 
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right.” If the prosecution fail to establish 
such proof beyond a reasonable doubt, the 
court should acquit the accused. 


PROBATIVE FORCE OF A REPORT BY A BOARD 
or MEDICAL OFFICERS—THE 
EXPERT’ S TESTIMONY 


The primary function of a board of 
medical officers appointed pursuant to Army 
Reguiation 600-500 is to examine into the 
mental condition of a designated person for 
the purpose of rendering an opinion concern- 
ing kis sanity or mental accountability to 
the authority directing the examination. 
Since the personnel of the board act out of 
court, and since they have not been sub- 
jected to cross-examination, they should be 
called as witnesses and given an opportunity 
to explain their conclusions. The necessity 
of this procedure was recognized in the 
Manual for Courts-Martial, 1917, wherein it 
was stated: 


The medical report as a whole will be admissible’ 


in evidence, and when admitted the court will have 
called as a witness for the court at least one of the 
members of the board to be thoroughly examined, 
as if on cross-examination, by counsel for the ac- 
cused, the judge advocate or the court, as to any 
feature of the report, and on request of the accused 
the remaining members of the board shell be called 
for cross-examination, (Italics supplied.) 


The testimony of an alienist may be based 
upon the following: 

(a) Personal acquaintance with the ac- 
cused. 

(b) Personal examination and observa- 
tion of the accused. 

(c) Hypothetical questions which permit 
medical officers to express opinions upon 
facts assumed to be true which in reality may 
be in dispute. By use of the hypothetical 
-question the court is given the benefit of the 
expert’s opinion for use by the court if the 
court resolves the factual issue consistent 
with the assumed facts in the hypothetical 
question. 


RESULT OF A FINDING OF Not GUILTY BY 
Reason oF MENTAL DEFECT, DISEASE 
or DERANGEMENT 


An acquittal by reason of mental defect, 
disease cr derangement does not adjudge the 
accused to be insane but only indicates that 
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a reasonable doubt exists as to his mental 
accountability for the particular offense 
charged. Accordingly, before the accused 
may legally be incarcerated in an institution 
for the insane, he must be examined by a 
special board of medical officers in accord 
with Army Regulations in order to determine 
whether or not his mental disorder is of a 
type requiring such incarceration. If the 
court erronzously applies the test of the 
Manual for determining mental account- 
ability and wrongfully finds the accused 


guilty and iz the Board of Review and The . 


Judge Advocate General hold the record of 
trial legally insufficient to sustain such find- 
ings of guilty, the reviewing or confirming 
authority may order a rehearing or such 
other action as may be appropriate.’ 


Province MENTAL ACCOUNTABILITY—1HE 
FUNCTION OF THE PSYCHIATRIST 


The ultimate problem of determining the 
mental accountability of an accused is a 
factual one to be determined by the court in 
the light of the legal standard fixed by 
military law. This standard states the law’s 
concept of mcral justice by directing that an 
accused shall not be convicted unless he is 
“so far free from mental defect, disease, or 
derangement as to be able concerning the 
particular acts charged both to distinguish 
right from wrong and to adhere to the right.” 
Since the standard measures out the law’s 
concept of moral justice, the court’s function 
in applying it does not involve primarily 
moral judgment but the fact finding problem 
of determining from the evidence before it 
the existence or nonexistence of a disabling 
mental disease, defect or derangement. 

Mental capacity like other human qualities 
or conditions may and, in most cases must, 
be discovered by circumstantial evidence. 
Because of this recognized truth, great lati- 
tude is allowed by the courts in the reception 
of evidence.** In this connection Wigmore 
states : 

The first and fundamental rule, then, will be that 
any and all corduct of the person is admissible in 


evidence. There is no restriction as to the kind of 
conduct. There can be none; for if a specific act 


39 A. W. 504, par. 4. 
40 Wharton’s Criminal Evidence, 11th Ed., Sec. 
318. 
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does not indicate insanity it may indicate sanity. It 
will certainly throw light one way or the other upon 
the issue.4*1 


It is also relevant and proper to show pre- 
existing external circumstances which may 
have tended to produce a specific mental con- 
dition or the prior or subsequent existence 
of a condition from which a particular mental 
condition may be inferred.4? For the same 
reason Wigmore stated: | 


It is almost universally agreed that a lay-witness 
is qualified to testify to insanity; and it seems to be 
universally accepted that, in whatever form the 
issue- of insanity may be presented, the jury may 
take into consideration the behavior of the person 
as observed by them. (Sec. 1160.) 


Although it appears that insanity is not 
necessarily inherited, psychiatrists state that 
there is a definite tendency for this malady 
to be transmitted to descendants. It has 
also been shown that insanity may appear in 
one generation and not in the following but 
may re-appear in the third generation. It 
follows, therefore, that the insanity both of 
an ancestor, as well as that of a collateral rel- 
ative, may indicate an anterior ancestral 
tendency to the disease which may appear in 
other collateral branches of the family. Al- 
though some courts have imposed limitations 
on evidence showing this inherited tendency, 
courts-martial have been liberal in the admis- 
sion of such evidence. 

The proper function of the psychiatrist as 
an expert witness on mental conditions 
should be well understood. Although his 
testimony is of vital importance to a proper 
understanding of certain forms of mental 
conditions, there is no rule of evidence which 
requires his testimony in a court-martial case 
and no rule of preference which accords to 
it greater weight than that accorded to other 
relevant testimony.** In the Army, however, 
as in other jurisdictions where modern pro- 
cedure is followed, an accused who has raised 
the issue of his mental accountability is 
placed under observation by physicians with 
the result that their expert testimony be- 
comes a practical requirement in his trial.** 
The probative force of the testimony of the 


41 Wigmore on Evidence, 3rd Ed., Sec. 228. 
42 Wigmore, supra, Sec. 227. 

43 Wigmore, supra, Sec. 2090. 

44 Wigmore, supra, 2090, c. 


ABNER E. LIPSCOMB 


627 


psychiatrists is dependent, as is the probative 
force of the testimony of all witnesses, first, 
upon the witnesses’ individual credibility 
as evaluated by the court ; and secondly, upon 
the logic and clarity of his scientific analysis 
of the probiern before the court. His primary 
function is to enlighten the court on the pa- 
thology and symptoms of the particular men- 
tal disorder with which the accused may be 
afflicted and to explain the probable effect 
of such a mental condition upon the accused’s 
ability to distinguish between right and 
wrong and his ability to control his conducz. 
The psychiatrist just as the court which he 
serves should endeavor not to inject his indi- 
vidual concept of morality and justice into 
the case. He should acquaint himself with 
the military standard of mental account- 
ability and remember that when he is testi- 
fying before a court-martial, or advising a 
reviewing authority, he is not functioning 
under the lew of his particular state or apply- 
ing a test of sanity as it existed under Eng- 
lish law one hundred years ago, but that he 
is seeking tc help the court or the reviewing 
authority tc make a scientific and truth- 
ful answer to the questions involved in 
the military justice standard of mental 
accountability. 


CONCLUSIONS 


In conclusion and to answer more partic- 
ularly the questions listed at the beginning 
of this article, it should be observed that mili- 
tary justice in determining the issue of 
mental accountability is not controlled by 
any convent:onal, legal or medical definition 
of sanity and that certainly it is not restricted 
to the concepts of the English law of one 
hundred years ago. On the contrary, military 
justice has evolved a unique standard of 
mental accountability which includes not only 
the concepts involved in the traditional sz- 
called right and wrong test but also the more 
liberal and tumane concept of moral justice 
involved in the so-called irresistible impulse 
test. In incorporating this latter concept into 
its standard of mental accountability, mili- 
tary justice has recognized the scientific 
truth that the capacity to feel remorse and 
to distinguish between right and wrong does 
not necessarily imply power to control coz- 


` duct. It has thus compromised the law's 
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traditional arbitrary concept that all persons 
within certain categories possess absolute 
freedom of will and that all persons within 
other categories possess none. It has repudi- 
ated the conventional legal position as stated 
in Holloway v. United States, supra, thet, 
“For the purposes of conviction there is no 
twilight zone between abnormality and in- 
sanity. An offender is wholly sane or wholly 
insane.” In other words, the military justice 
standard of mental accountability represents 
a compromise between law and medical 
science, a compromise between the concept 
of sanity and justice of the ordinary man and 
the concept of justice and sanity of the 
modern psychiatrist. It admits that a man 
may walk and talk rationally and yet not be 
medically, morally or legally responsible for 
his conduct. 

Athough it has not been entirely satis- 
factory to the lawyer or to the psychiatrist, 
it possesses distinct merit. ` It is based upon 
the fundamental principle of criminal justice 
that 2 crime has not been committed unless 
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the accused, at the time of the particular 
offense complzined of, possessed the neces- 
sary mental intent or attitude. Obviously, 
without a knowledge of the rightness or 
wrongness of an act, an accused could not 
have a criminal mind. Likewise, if the 
accused, because of mental illness, is de- 
prived of the power of choice or of volition 
he does not possess the mental attitude 
essential to criminal responsibility. Maore- 
over, the military justice standard is not a 
test of sanity dr insanity as those words are 
generally understood. It employs neither 
wotd and it does not require a determination 
as to.the existence of either condition. Since 
the standard is free from the restraints of 
dogma and fram inflexible legal and medical 
definitions, it should remain useful despite 
changing views as to the nature and scope 
of mental diseases. Regardless, however, of 
its merits the problem of its just application 


is a difficult one and one which calls for in- 


tellectual humility and painstaking effort on 
the part of all concerned. 


ad 


MENTAL ACCOUNTABILITY UNDER MILITAEY LAW IN CANADA’ 


F. C. AULD, K.C. M.A, B.C.L. (Oxon.) 
Professor, School of Law, University of Toronto 


As. regards military law in Canada, a pri- 
mary fact must be kept in mind: a person 
subject to military law when in His Majesty’s 
dominions may be tried by any competent 
civil court for any offence for which he would 
be triable if he were not subject to military 
law. While, for convenience, military courts 
are given power to deal with most civil 
offences, they cannot try an accused person 
for treason, murder, manslaughter, treason- 
felony or rape, unless such person at the 
time he committed the offence was on active 
service or unless the place where the offence 
was committed is more than one hundred 
miles in a straight line from any place in 
which the offender can be tried for such 
offence by a competent civil court. In prac- 
tice, military courts are reluctant to try cases 
of the greater felonies (especially murder, 
manslaughter and rape) if the matter can be 
turned over to a civil court to deal with. 

Now, it is precisely in respect of the 
greater felonies, involving penalties of death 
or life imprisonment, that the defence of 
insanity is raised. No counsel is likely to 
put in a plea of insanitv to a lesser charge, 
involving at most imprisonment for a term 
of years—for acquittal on the ground of in- 
sanity normally involves incarceration in an 
institution for the care of the criminally in- 


sane, and that is virtually equivalent to a 


life sentence. 

It follows that military courts have had 
comparatively little to do with the plea of 
out-and-out insanity, though it often happens 
that evidence of weak-mindedness is adduced 
before such courts in support of an argument 
for mitigation of the penalties for lesser 
offences. 

Military courts recently, however, have 
exercised jurisdiction to try charges of trea- 


son, mutiny and desertion; and, in respect ° 


of such matters, considerations of mental 
accountability become of great interest and 


importance. 


1 This brief statement was written on request to 
permit comparison of usage in the United States 
and Canada. 


The principles by which a military court 
will be governed in deciding questions of 
liability where the defence of insanity has 
been raised are set forth in the Manual of 
Military Law issued by commard of the 


. Army Council in England, and made appli- 


cable to Canadian troops under the provi- 
sions of the Militia Act, R.S.C. 1927, C. 132. 
These principles differ in no way from those 
which are applied in the trial of offenders in 
civil courts in Canada. 

The fundamental test is that which was 
established in McNaghten’s Case. This test 
finds statutory formulation in S. 19 of the 
Canadian Criminal. Code. “No person shall 
be convicted of an offence by reason of an 
act done or omitted by him when labcuring 
under natural imbecility, or disease of the 
mind, to suck an extent as to render him 
incapable of appreciating the nature and 
quality of toe act or omission, and? of 
knowing that such an act or omission was 
wrong. A person labouring under specific 
delusions, but in other respects sane, shall 
not be acquitted on the ground of insanity 
. unless the delusions caused him to 
believe in the existence of some state of 
things which, if it existed, wouid justify 
or excuse his act or omission.” It is not a 
good defence that the accused, though he 
can distinguish between right and wrong, 
is so affected by disease that he is incapable 
of controlling his actions; and the courts 
have been astute to point out the difficulties 
of distinguishing between the «resistible 
impulse and the unresisted impulse. 

The burden of proof of insanity at the 
time of the commission of the offence lies 
with the accused. Every person, that is, is 
presumed to be sane and to be respcnsible 
for his acts until the contrary is proved ; and 
it must; therefore, be clearly proved by the 
defence that the accused is brought within 
the terms of the exceptions above quoted. 

Although irresistible impulse is not ac- 


2 For “and” read “or,” Vide R. v. Cracknell, 
[1931] 4 D.L.R. 657, O.R. 634, 56 Can. Cr. Cas. 190. 
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cepied by military tribunals as a defence, 
yet in fect it will be considered in determin- 
ing the quantum of punishment. If, as hap- 
pens in Canadian law, the sentence of death 
on conviction of murder is a mandatory one, 
yet there is much room for executive clem- 
ency; and the confirming authority will 
generally be ready to hear any argument that 
mav be advanced for a review and commuta- 
tion of sentence. At the trial itself, careful 
inquiry will be made into the priscner’s medi- 
cal history, and evidence of mental strain 
and similar relevant psychological factors, 
will be received in support of an argument 
that the accused was subjected to provoca- 
tion, or laboured under a mistaken impres- 
sion as io his right, for example, to defend 
himself against aggression. 

The position of the medical expert, in 
military trials where the sanity of the accused 
comes into question, is not apparently any 
different from that which is found in the 
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ordinary courts. A medical witness may be 
asked whether such and such appearances, 


proved by other witnesses, or frem his own 


observation as a medical attendant prior to 
the trial, are in his judgment symptoms of 
insanity: but it appears that he may not be 
asked whether, from the other testimony 
given, the act with which the prisoner, is 
charged is in his opinion an act of insanity. 
Medical men are confined to giving evidence 
of matters which come under their observa- 
tion, and to saying what in their judgment 
would be the technical result of “acts which 
are submitted to their consideraticn ; they are 
not to reason upon hypothesis, or to give an 
opinion, and thus usurp the functions of the 
court. It may be suggested, however, that 
the average military tribunal is less disposed 
than an ordinary court to follow strictly the 
rules of evidence and that the opinion of a 
medical expert, if fairly and objectively 
offered, will usually not be taken amiss. 
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EMOTIONAL REACTIONS OF AMERICAN SOLDIERS TO AN 
UNFAMILIAR DISEASE * 


MAJOR JEROME D. FRANK 
Medical Corps, Army of the United States 


I. INTRODUCTION 


Since the beginning of the war American 
soldiers have been repeatedly exposed to un- 
familiar diseases about which medical knowl- 
edge was incomplete at the time they were 
first contracted by our troops. In the Pacific 
theatre the first of these was malaria which 
was a major problem before atabrine therapy 
was standardized, to be followed by filari- 
asis(2), scrub typhus, and schistosomiasis. 
Each of these diseases when first encoun- 
tered by our troops was surrounded by an 
inevitable atmosphere of uncertainty. This 
tended to encourage emotional reactions in 
patients which themselves might produce 
symptoms or modify symptoms due to strictly 
organic causes. As a result, the duration and 
amount of invalidism caused ‘by these ill- 
nesses was greater than might have been ex- 
pected from their organic manifestations 
alone. As knowledge of each disease in- 
creased there was a decline in the amount of 
disability it produced, even without change 
in the methods of treatment. This improve- 
ment must be attributed to better attitudes on 
the part of-both patients and physicians re- 
sulting from increased certainty as to.the 
nature and treatment of the condition. 

The problem of emotional reactions to an 
unfamiliar disease recently became acute at 
a general hospital in the Pacific area where 


‘a group of patients were being treated for 


schistosomiasis. Many patients showed a 
degree and persistence of invalidism so out 
of proportion to the objective findings that 
medical officers in charge of them requested 
a psychiatric evaluation of the situation. This 
study was an attempt to meet this request. 
It was undertaken at a time when uncertain- 
ties as to pathogenesis, organic manifesta- 
tions, effectiveness of treatment, prognosis 
and disposition were at their height. Fur- 
thermore, the outbreak was of epidemic pro- 


1 From the Neuropsychiatric Service, 118 General 
Hospital. 


portions, taxing hospital facilities to the ut- 
most. The necessity .for treating large 
groups of patients made it impossible to give 
each patient the individualized attention he 
would have received in more favorable cir- 
cumstances. These conditions heightened 
certain emotional reactions which are prob- 
ably present to some degree in all illnesses. 
in which the patient is uncertain abcut his 
condition. Similarly, they brought intc focus 
certain problems of therapy and aspects of 
the physician-patient relationship which 
under normal circumstances might tend te 
pass unobserved. It is believed that the find- 
ings of this study apply in some degree tc 
patients’ attitudes in all illness. In particu- 
lar, it is hoped that it will supply clues as to 
how to cut down emotionally aggravated 
invalidsim, not only in patients with schistc- 
somiasis, but in the unfamiliar diseases yeż 
to be encountered as our troops occupy Japan. 

Schistosomiasis is caused by a fluke which 
is transmitted by a water snail found in fresh 
water streams. The cercarie enter the un- 
broken skin and develop into adult worms 
which lodge chiefly in the mesenteric veins. 
These worms lay eggs, some of wkich ul- 
cerate through the wall of the intestinal tract 
and appear in the stools. It is believed that 
most of the early symptoms of schistosomiasis 
are caused bv allergic reactions to the ova. 
Common iritial symptoms are malaise, fever, 
urticaria, angioneurotic edema, upper ab- 
dominal pzin, constipation, stiffness of tke 
neck and cough. Occasionally more or less 
severe neurological manifestations are seen. 
There is usually an accompanying leucocy- 


_ tosis with eosinophilia. A positive diagnosis 


is established by finding mature ova in the 
stools. 

Little is known of the remote effects of 
the disease in white men who have had only 
a brief exposure. In native populations, liver 
cirrhosis with ascites may eventually occur. 
However, they differ from our troops both 
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in having repeated re-infestations and in the 
presence of acquired immunity. 

At the time of this study it was difficult 
to evaluate the course of schistosomiasis after 
the acute stage had'passed. Most patients 
had no physical findings after the initial re- 
action was over. Enlarged lymph nodes and 
palpable liver and spleen were occasionally 
found, but they might be absent in the pres- 
ence of definite persisting infestation, and of 
course might be present due to other causes in 
the absence of this disease. Laboratory find- 
ings might be equally inconclusive. Although 
mature ova in the stools indicated the con- 
tinued presence of infection, their disappear- 
ance did not necessarily mean that a cure had 
been effected. The ova frequently disap- 
peared following treatment, only to reap- 
pear at a later date. Total white count and 
eosinophil count were influenced by too many 
extraneous factors to be reliable guides of 
the course of the illness. Skin sensitivity 
tests and sigmoidoscopic examination gave 
promise of aiding in evaluating the progress 
of the infestation but were still in the inves- 
tigative stage. Finally, patients’ complaints, 
as will be seen, were useless as indicators 
because practically none were specific to the 
disease, and most were characteristic of emo- 
tional rather than organic disturbance. 

The situation was further complicated by 
uncertainty as to the action of the trivalent 
antimony compounds used as therapeutic 
agents. It seemed that though they might 
cause the ova to disappear temporarily from 
the stool, they often failed to kill the para- 
site. At the same time they not infrequently 
caused toxic reactions usually mild, but occa- 
sionally accompanied by manifestations such 
as natisea, vomiting and muscular pains, 
which complicated the symptom picture. 

In short, at the time. o7 this study acute 
schistosomiasis was a poorly understood clin- 
ical entity with protean symptomatclogy and 
no certain objective means of evaluating 
severity or progress, for which the only 
remedy was not completely efficacious and 
was often somewhat toxic. One did net 
know how to be sure a patient was cured, or 
what part of the symptoms of a given patient 
at a given time were due to the parasite, 


what part to the treatment, and what part ` 


to his emotional reactions. Disposition poli- 
cies were in a state of flux necessitated by 
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changing understanding of the disease. The 
result was an atmosphere in which rumors 


flourished and disability-producing attitudes 


throve. 
II. RESULTS 
A. GENERAL SURVEY > 


The study group consisted of a random 
sample of 50 patients who had had schisto- 
somiasis proven by the finding of ova in 
their stools, who had had one or more courses 
of treatment with antimony compounds, and 
who had been hospitalized continuously for 
a long period of time. They had all passed 
the acute stage. When it was bruited about 
that there was an opportunity for a psychi- 
atric interview, a few patients asked to be 
seen by the psychiatrist, and a few were re- 
ferred specifically as psychiatric problems. 
Although the information obtained from 
these patients influenced the considerations 
to be reported, they are not included in the 
statistical summary of the results. Each pa- 
tient was seen for a single interview lasting 
one-half to one hour. The results obtained 
from this interview were supplemented with 
information from the clinical record. 

The average hospital stay of these patients 
at the time they were seen was 105 days, 
with a range from 68 to 148 days; that is, 
the shortest period of hospitalization was 
something over two months, the longest al- 
most § months. These abnormally long 
periods in hospital resulted from the need 
to observe the patients for a sufficient period 
to determine the effectiveness of treatment. 

Schistosomiasis was the main reason for 
hospitalization for all the patients studied. 
However 15 had other pre-existing or con- 
comitant organic disease such as hookworm, 
amebiasis, and hepatitis, and 6 showed evi- 
dence of pre-existing psychoneurosis or sim- 
ple adult maladjustment. It is believed that 
these more or less incidental findings did 
not appreciably influence the results. 

With respect to the treatments given, 40 
of the patients had received fuadin, 10 of 
them after a course of tartar emetic. The 
remaining 19 had received tartar emetic 
alone. Toxic reactions occurred curing or 
immediately following 18 of the 20 tartar 
emetic treatments. Although less frequent 
after fuadin, they were not unusual, being 
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reported in 27 of the 40 patients receiving 
this drug. Almost all these patients were 
seen several. weeks after the last course of 
treatment so that acute toxic reactions played 
no significant part in the findings. 

Of the 50 patients, 35 were hospitalized 
because they had clinical symptoms of schis- 
tosomiasis sufficiently severe to cause them 
to report to sick call. The remaining 15 were 
hospitalized on the basis of ova found in 
their stools on routine surveys. No relation 
between the severity of the original attack 
and the degree of disability at the time the 
patients were seen could be determined. 


B.. CLINICAL STATUS 


An overall evaluation of the degree of 
disability of each patient based on history 
and impression at the time of the examina- 
tion was attempted. Although this estimate 
may have been highly inaccurate for some 
individuals, it indicated a clear trend which 
is felt to be reliable. This was that the vast 
majority of the patients were neither in 
robust health nor strikingly incapacitated. 
Only 2 were considered to be so sick as to 
require further hospitalization. One of these 
was a severe hypochondriac the major part 
of whose symptoms long antedated his 
schistosomiasis. In the othet a large func- 
tional element was suspected but could not 
be proven. At the other extreme only 2 
patients seemed essentially symptom free 
and ready for full combat duty. All the re- 
maining 46 were judged able to perform at 
least light non-combat duty, but still not 
entirely restored to heaith. 

Objective findings attributable to schisto- 
somiasis were infrequent. Only 7 of the 35 
patients who were checked in this respect 
had physical findings which might possibly 
have been due to the disease. Of these, 5 
had palpable cervical glands, one a palpable 
liver and one a palpable spleen. As regards 
the laboratory findings, only one stool showed 
mature ova and 3 immature ova, the remain- 
ing 46 being negative. Only 2 patients had a 
total leucocyte count over 15,000. Eosino- 
philia was not uncommon, being over 5% 
in 38 patients and over 15% in 10, Subjec- 
tive symptoms, usually of a mild sort, were 
as common as objective findings were rare. 
Although in many cases they were elicited 
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only by direct questions, only ore patient 
produced no symptoms at all. 

By far the most common complaints were 
weakness or fatigue, present in 4c patients, 
and shakiness, reported by 35. These two 
usually occurred together, the patient com- 
plaining that they came over him in waves, 
or that he became shaky on mild exertion. 
Next most frequent were headaches, which 
occurred in 23, upper abdominal cramps 
present in 19, blurring of vision found in 12, 
aching or stiffness present in II, insomnia 
in If, irritability in 9, and restlessness in 9, 
Of the less frequent complaints, 5 patients 
complained of loss of appetite, 5 of epigastric 
swelling, 4 of chest pains, 4 of loss of interest 
in things, and 3 of concentration difficulty. 
= The most striking characteristic of the 
more frequent symptoms was the inability 
to allocate the relative rôles of parasitical 
infestation, antimony, and psychogenic fac- 
tors in their production. Some of the rarer 
ones, such as insomnia, restlessness, loss oz 
interest, irritability and concentration dif- 
ficulty, wouid appear to be essentially ex- 
pressions of emotional tension. Elurring of 
vision and stiffness or aching of muscles and 
joints occur as acute toxic effeczs of anti- 
mony. Whether their continuec presence 
long after the drug has presumab‘y been to- 


‘tally excreted may still be attributed to this, 


is doubtful. The most prevalent symptoms 
however—-weakness, shakiness, headaches 
and epigastric cramps—could be caused by 
any combination of several factors. All are 
frequently seen on a purely psychogenic basis. 
On the other hand, epigastric cramps and 
headaches are bona fide symptoms of schistc- 
somiasis, and some patients reported that 
shakiness and weakness occurred only dur- 
ing treatment, stopping soon ae: antimony 
was discontinued. 

A further factor which must be con- 
sidered in the evaluation of these symptoms 
is the effect of long hospitalization per se. 
Questioning of a small group of ambulatory 
surgical patients without schistoscmiasis who 
had been hospitalized several weeks showed 
that a large proportion complained of weak- 
ness and shakiness, the most common com- 
plaints ‘of the patients with schistosomiasis. 
A recent study of soldiers hospitalized for 
many months following hepatitis stresses the . 


634 


prevalence of the same symptoms, presum- 
ably on a psychogenic basis(1). 

In summary, it seems likely that a con- 
siderable part of the incapacity of these pa- 
tients was not directly related to schisto- 
somiasis, but should be attributed to such 
factors as emotional strain and the effects 
of prolonged hospitalization. 


C. ATTITUDES 


In an attempt to gain an understanding 
of the emotional stresses under which many 
patients seemed to labor, questions were 
asked about such topics as the disease itself, 
the treatment, the ward officers, the prob- 
lems of immediate disposition and the more 
remote future and, finally, about the sources 
of the information that the patients had ac- 
cumulated and its effect on them. In evalu- 
ating the. answers to these questions it must 
be kept in mind that the situation was not 
conducive to frankness. Most patients knew 
that the interviewer was a psychiatrist, which 
at once tended to put them on the defensive. 
An effort was made to circumvent this diffi- 
culty by explaining to the patients at the 
start of the interview that they had been 
picked at random, not because it was felt 
that the ministrations of a psychiatrist were 
needed, that the purpose of the interview 
was to get information on attitudes which 
would be helpful to all concerned in plan- 
ning future treatment, and that nothing they 
said woulc be entered in taeir clinical record. 
Although most patients seemed te accept 
these statements and replied in good faith, 
it may be assumed that some patients sup- 
pressed unfavorable attitudes and opirions. 
On the other hand those who seemed mest 
distrustful of or hostile towards the inter- 
viewer were usually the ones who expressed 
themselves most freely. So all in al the 
results obtained probably bear a reasonable 
approximation to the actual state of affairs. 

These men displayed the attitudes which 
might be expected to develop under the cir- 
cumstances in which they were placec. Their 
illness had begun usually, with an unpleasant 
array of symptoms, which had teen com- 
pounded by the discomforts of treatment. 
This had been followed by a necessarily 
- lengthy period of hospitalization with ample 
time to brood and daydream. Due to the 
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large number of patients under treatment, 
there was little opportunity for the individu- 
alized reassurance which might have coun- 
teracted unhealthy preoccupation. Material 
for worry was supplied at every turn. Treat- 
ment was prolonged and uncomfortable, then 
might be repeated after it was supposed to 
be finished. Disposition appeared to the pa- 
tients to be arbitrary and capricious—some 
men were said to have gone home, others 
went ‘back to their units, still others were 
discharged and then showed up in the hos- 
pital detachment. The air was full of infor- 
mation and misinformation, and there was 
no way of separating the wheat from the 
chaff. The information supplied by doc- 
tors seemed to be contradicted by radio 
broadcasts which took an alarmist view 
of the illness in order to discourage bath- 
ing in infected streams. Some men wrote 
to friends at home to look the disease up and 
write them about it, others found an article 
in an encyclopedia or read the circular that 
came in the packages of fuadin. Every man 
tossed his scrap into the witches cauldron 
of rumor. 

The dominant attitudes which appeared 
in this setting were resentment, anxiety and 
confusion. In only 7 patients could none of 
these three clearly be detected, and in several 
of them it was felt that these attitudes were 
present but concealed. Thirty-three patients 
or just two-thirds expressed some resent- 
ment, and 24 each indicated some degree of 
anxiety or confusion. 

With respect to their feelings about their 
present condition, only 2 patients were will- 
ing to say categorically that they thought 
they were cured. On the other hand, 26 were 
convinced that they still had the disease. The 
remaining 22 were undecided, but most 
leaned towards the belief that they were still 
sick, As might have been expected the 
chief reason given for disbelief in a cure was 
that they still didn’t feel well. These doubts 
were fortified by the non-committal attitude 
of the ward officers, and by the re-treatment 
of some patients after an interval. 

Uncertainties about cure were frequently 
accompanied by concern about the future, a 
worry admitted by 31 patients. However, 
the attitudes taken towards this varied widely. 
Some patients were frightened and depressed. 
Others seemed mainly concerned that: the 
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Army care for them until they were well. 
A few took a highly realistic and sensible 
ettitude. For example, one, who had made 
a good recovery from cerebral schistosomi- 
gsis, stated that he was making plans to open 

~ & toy store in connection with his uncle's lum- 

her yard, if his strength did not return suf- 
ficiently for him to go back to his old job 
zs Carpenter. l 

Lack of faith in cure was paralleled by lack 
of faith in the treatment. Only 23 patients, 
ar slightly less than half, seemed convinced 
that the treatment had helped them. Twenty- 
two were uncertain. The remaining 5 be- 
lieved that the treatment had left them worse 
off than they were before. As has already 
been pointed out, treatment was of neces- 
sity experimental to the extent that the most 
effective dosage and compound of antimony 
in fresh schistosomiasis infections had not 
yet been worked out. Most of the patients 
were aware of this, 28 being willing to ex- 
press the belief that they had been used as 
“guinea pigs.” It is believed that this opinion 
was more nearly universal than this figure 
suggests. It is difficult to tell a medical offi- 
cer that one believes other medical officers 
ere experimenting on him. The significant 
point is that 17 of the 28 who thought they 
were being experimented on recognized the 
necessity of this and seemed to harbor no 
resentment. Typical remarks expressing this 
attitude were: “We have been guinea pigs 
cf necessity. Experiments have been made 
with our welfare in mind.” “Someone had 
to be in on it to keep someone else from 
getting it. Someone had to give it a trial.” 
“Tf they ain’t got no cure for it they might 
as well practice on me as anyone.” “If it’s 
necessary for them to experiment on me 
to clear it up, it’s the best they can do.” 

The patients’ doubts and uncertainties 
were also reflected in their attitudes towards 
the harassed ward officers caring for them. 
Only 12 seemed to have full confidence in 
their physicians. On the other hand, 15 made 
unfavorable comments and the remaining 23 
yrouldn’t commit themselves. Of this group 
some may have been afraid to express their 
views. The criticisms were directed chiefly 

«at four points. The first of these, a clear 
«manifestation of anxiety and uncertainty, 
was that they were not being kept suffi- 
«ciently informed about the treatment: “I’m 
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- disgusted. Nothing ever seems to be done. 


We just keep around and they keep doing 
something to us and we don’t kncw what’s 
going on.” “I know I’m being used as a 
guinea pig. I felt kinda peeved at first but 
I can’t do much about it.” “Everycne would 
have felt a lot better if they explained it 
first.” 

The second criticism was directed at what 
was felt to be a lack of consistency: “They 
say it isn’t serious, yet they keep us around 
here and won’t let us work.” “They tell you 
one thing one day and kind of contradict 
themselves. Like they say the sickness is 
all in your head, and then they want to give 
you more shots.” “If they told me I was 
completely cured, I don’t see any necessity 
for being kept under observation. If they’re 
going to keep me under observation they 
deny themselves.” 

The third complaint was that ward 
officers appeared insufficiently interested: 
“When a man tells you a pain you can’t 
stand is in your mind, you know the feel- 
ing you get.” “I tell them something and 
they just pass it off as though it didn’t exist.” 
“You go to é doctor with a little complaint 
and he says its schisto. I feel I might as 
well be talking to myself.” These comments 
were, of course, a reflection of the insecurity 
and irritability of the patient rather than of 
the actual attitudes of the ward offizers, who 
gave as much individual attention as possi- 
ble under the hectic conditions which pre- 
vailed., 

Resentment in a very few patients, finally, 
reached such a pitch as to result in the absurd 
suspicion that the physicians were trying 
to make a name for themselves at the pa- 
tients’ expense: “The talk is going around 
that someone is trying to make a name for 
themselves. It’s logical. Were in no posi- 
tion to act on it.” 

With respect to attitudes towards disposi- 
tion, perhaps the most significant finding was 
that in spite of the prevailing atmosphere of 
invalidism, only 30 patients expressed a 
wish to be sent home. Many felt that all 
that mattered was to regain their health, and 
that they preferred to stay in this theatre if 
this result could be achieved here. One mo- 
tivation which played a part in this attitude 
was unwillingness to distress their families 
by returning home as invalids. Another was 
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a feeling of responsibility to comrades still 
fighting. For some patients, being invalided 
home was equivalent. to deserting their 
friends. Such men pleaded to be returned 
to their organizations, or failing this, to be 
allowed to suppcrt their comrades by work- 
ing in rear areas. 

From the standpoint of rehabilitation the 
most important fact about the attitudes 
towards disposition was that many of these 
patients were receptive to the thought of 
remaining at some form of duty in this 
theatre. The unconfirmed possibility of being 
sent home was probably more disturbing 
than definite knowledge that they were to 
remain here would have been. 


D. INFORMATION 


The patients’ understanding of schisio- 
soniasis varied widely, but on the whole it 
was poor. Of the 50 patients, only 12 were 
considered to be well informed about the 
disease. Their knowledge was accurate, with 
an adequate evaluation of those aspects of 
schistosomiasis about which ro certain 
knowledge exists. Ten patients had only very 
meagre and usually inaccurate: information. 
They seemed to have remembered primarily 
the alarmist rumors. 
about half, had a certain amount of accurate 


knowledge heavily spiced with rumor and- 


conjecture. 

One item used as a check on how well these 
patients were informed, was whether or not 
they knew that the worms could not repro- 
duce in the body. This fact is particularly 
significant because it can be used therapeuti- 
cally as evidence for the self-limited nature 
of the disease. Of the 50 patients, 17 were 
sure that the worms did not reproduce, but 
6 were sure they did, and 27 didn’t know. 
It was disconcerting to discover that quite 
a few of these admitted having been told 
- by the doctors that the worms did not repro- 
duce, but stated that they didn’t know 
whether to believe it or not. In other words, 
they had reached the point of doubting any- 
thing from any source. 

Although a certain amount of confusion 
was inevitable in as poor:y understood a dis- 
ease as schistosomiasis, part of it was at- 
tributable to inability to control the dissemi- 
nation of information. There were many 
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sources which sometimes contradicted each 
other, and the implications of the material 
presented were not always adequately clari- 
fied. The chief sources of information were 
rumors, the statements of the doctors, the 
radio broadcasts cautioning men to stay out 


of streams, and an exhibit of the disease, * 


either a travelling one or one presented at a 
lecture by a member of the staff of the hos- 
pital. A few patients had managed to read 
about the disease in an encyclopedia.or a 
text on tropical medicine, and some had 
seen the circular accompanying the fuadin 
ampoules. Of the major sources, all but 
the physicians apparently increased appre- 
hensiveness or resentment rather than allay- 
ing it. Even the doctors were felt to be re- 
assuring by only 19 of the patients. All 
other sources were universally reported as 
either neutral or upsetting in their effects. 
These may be considered briefly in turn. 

The rumors which seemed to make the 
most impression were either those connected 
with immediate disposition or those con- 
cerned with future disability. Fifteen men 
thought they knew that some patients had 
been sent home, and 13 had picked up the 
notion, to support this, that the disease shows 
a more rapid recovery in a cold climate. 
A chance sentence in Time magazine about 
dogs with schistosomiasis being rushed’ to 
the U. S. by plane was the source of this. 
Twelve men reported the rumor that one 
would soon die of the disease, 8 that it made 
one a permanent invalid and 12 that it pro- 
duced prolonged invalidism. 

The radio-broadcasts were highly colored 
statements of the supposedly disastrous ef- 
fects of schistosomiasis. While the broad- 
casts were fully justified by their striking 
success in stopping the further spread of the 
disease, their effect on those few who had 
already contracted schistosomiasis were often 
unfortunate. This was not only. because of 
their alarmist nature, but because they con- 
tradicted other more reassuring sources. 
Since the voice of radio always carries a cer- 
tain authority, the result was to produce con- 
fusion in the patients minds: “Either the 
radio or the doctors are screwed up about 
something. I suppose the doctors are right, 
but then I suppose the doctors write the 
radio program.” “They tell you in the hos- 
pital schistosomiasis isn’t serious. “On the 
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radio they say it kills. That breaks down 
the morale of the fellows who got it.” Be- 
cause of this aspect, these broadcasts were 
discontinued at about the time this survey 
. was undertaken. 

The schistosomiasis exhibit occasionally 
alarmed patients who had not realized that 
it required massive or repeated infections 
to produce ascites or destroy livers. This 
point, if clarified, could perhaps have been 
turned to good advantage, by pointing out 
how much better off the patients, with their 
single brief exposures were by contrast. 

The only important criticism made of the 
information supplied by doctors was that it 
was so extensive as to be confusing. As one 
man put it: “The doctors gave us so much 
information it got all balled up in my head.” 

The question arises as to the desirability 
of trying to inform patients about their ill- 
ness. A few of these patients apparently 
tried to combat their anxiety by attempting 
to shut their minds to knowledge of their 
own condition or of the disease itself. One 
man said: “I think I shouldn’t be told (about 
my stools) for my own peace of mind. If 
you told some their stools were normal and 
didn’t tell others, the others would worry.” 
Another put it more simply: “What you 
don’t know won’t hurt you.” As might be 
expected, this “head in the sand” attitude 
was seldom successful. Most patients main- 
taining this pose were mines of alarmist 
rumors. The majority showed a desire for 
information, based on a realistic and healthy 
attitude, expressed in such terms as: “I’m 
old enough to know the truth. If I’m going 
to die tomorrow I’ve faced it before.” Since 
all patients, regardless of their expressed 
attitudes, were certain to pick up informa- 
tion in one way or another, and since accu- 
rate knowledge, even if not entirely roseate, 
is one of the best antidotes for anxiety, ef- 
forts to give patients accurate and clear 
information about their illness would seem 
to be fully justified. 


E. INDIVIDUAL REACTIONS 


The reactions of the individual patient to 
schistosomiasis were of course determined 
not only by the circumstances already dis- 
cussed, but by his own personality and atti- 
tudes. He tended to seize on those aspects 
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of the situation which fitted in best: with his 
own preoccupations. The following two 
cases, one of whom reacted primarily with 
anxiety and the other with hostility, may 
serve to illustrate this point. 


‘Case I—-This 20-year-old infantry man was 
apparently infected by marching throrgh rice pad- 
dies. He had a moderately severe onset with pain 
in his eyes ami back of his neck, stiffness, chills 
and fever. He received nine fuadin treatments. At 
the time he was seen he had been 128 days in the 
hospital. . 

In the interview he made the impression of a 
youth who has been accustomed to the society 
of older people and was at ease with them. His 
dominant mood was one of apprehensiveness, and 
he appeared somewhat depressed. His openirg 
words were, “I hope you don’t think I’m crazy.’ 
He complained of constant headaches, extendirg 
down the back of his neck, anorexia and shakiness, 
and difficulty concentrating. He spoke of his 
“overall weakness” and easy fatigue. Finally hz 
complained of anxiety dreams, of which an examplz 
was trying to fire his pistol at charging Japs but 
being unable to pull the trigger. 

A brief surrey of his background revealed him 
always to have been a seriousminded, insecure 
type of perscn. He described himself as “not 
frivolous.” As a child he walked in his sleep, feared 
spiders, and for years had a light burring all night 
in his bedroom. Although he had had no serious 
illnesses, his health had never been rotust. He was 
taking a premedical course at the time he was 
inducted, which may have been -elated to his exag- 
gerated concera over his condition. It is interesting 
to note the pétient’s statement that in combat on 
Leyte and Samar: “I was surprized to find that 
I wasn’t frightened at all.” In other words, the 
enemy seemed to have been less of a threat 72 
to him than a bodily illness. 

With this background of anxiety and hypochon- 
driacal tendencies, it is not surprising that, despite 
a good intellizence and the fact that he had a 
clear picture of the pathogenesis of the disease, 
he tended uncritically to accept all alarmist rumors. 
An example was: “One doctor was supposed to 
have told one of the fellows that untreated you 
have 5 years to live, treated you kave at least 
20 years.” Ele found the radio “kind of difficult to 
reject, since it comes from the same cfficial source 
as the other things come.’ He was chiefly worried 
by his persistent weakness ard wondered if he 
would ever feel better. He was open to the thougrt 
that the doctors didn’t know what they were doing, 
but “if it’s necessary for ‘them to experiment on 
me I suppose it’s the best they can dc.” He didn't 
care whether he was sent home or not, as lonz 
as he was cured. 


CASE 2.-—~This 25-year-old combat engineer ar- 
parently contracted the disease by swimming in an 
infected stream. He had a moderately severe onset 
with cramps, backache, aching in his bones and 
moderate diarrhea. He had received both tartar 
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emetic and -uadin. When seen he had been 111 
days ir. the kospital. 

His attitade in the interview was one of brash 
cheerfulness, with an undercurrent of suspicious- 
ness and hostility. He showed no anxiety in his 
manner. He tended to use a vocabulary above his 
educational level and made a great show of 
superficial brt poorly digested information, in gen- 
eral giving the impression of striving for efect. 
He was essentially symptom fr2e, but stated that he 
felt a little skaky at times, occasionally slept poorly, 
and was somewhat sluggish for lack of exercise. 

He was a Mexican whose life had been dominated 
by an urge to “incependence,’ and defiance of 
authority. He described himself as an “indi- 
vidualist.” He left school early in order to achieve 
financial independence, and made a great point of 
saving his money, as a means of being self-sufficient. 
He changed jobs frequently, usually because the 
new jcb offered more pay. Apparently he had a 
knack for picking up skills. His aggressiveness 
found an additional outlet in prize fighting. 

In his four year army career he had repeatedly 
received recoznition for his abilities, then lost it be- 
cause of difficulties with those in authority. He 
reached the rank of Ist sergeant once, staff ser- 
geant twice, and sergeant 3 times, according to 
his story. When seen he was a private and had 
been for a year. He stated that all his reductions 
in rank were due to refusals.to obey orders he 
though: were unreascnable. 

With this background, he met the threat ta his 
future independence implied by schistosomiasis by 
attacking the doctors; the implication being that 
if he could discredit them he might be able to 
convince himself that he didn’t have the disease 
after ail. His opening remark made clear that his 
main concern was that he be able to make his 
own way when the army discharged him: “As 
long as I have schisto and they don’t cure me I 
won't accept a discharge.” The implication was 
that the Army planned to discharge him as an 
invalid. He tended to exaggerate rumors con- 
cerning the severity of the disease, in sech a way 
as to hide his own anxiety by making it seem 
ridiculcus. The following typical statement was 
made in a tone not of alarm but of scorn: “They 
said I was cured but from what I read and heard 
on the radio I don’t believe it. It’s liable to wreck 
your brain or to paralyze you. The encyclopedic 
says it can zive you cancer.” He seemed bitter 
kecause he wasn’t allowed to examine his own 
stools Lefore treatment was started, and- said flatly: 
“They treated me without showing me I had it, 
just on their own word. I still believe I didn’t 
tave it. The doctor himself told me I was a guinea 
pig. He may have been joking but that wasn’t the 
time to joke. I would like to tell a few of the 
doctors what I think.” 


ITI. Discussion 


It seems clear from this survey that worry, 
resentmen:, lack of confidence, and similar 
unhealthy. attitudes have been at least partly 
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responsible for the prolonged disability of 
patients who have had schistosomiasis. The 
reduction of invalidism in this disease as in 
all others depends not only on the adminis- 
tration of the proper drugs, but on the main- 
tenance of the proper therapeutic atmosphere. 
The most important healing attitudes seem 
to be faith in the physician and expectancy 
of recovery, which in the Army implies ex- 
pectancy of return to duty. Certain direc- 
tions in which efforts to encourage these atti- 
tudes may profitably be expended are sug- 
gested by this study. 

With respect to expectation of recovery, 
it should be pointed out that in the Army 
hosp:talization often represents a rather de- 
sirable state, in contrast to hospitalization in 
civilian life. The hospitalized civilian has 
powerful incentives drawing him towards 
recovery. Leaving a civilian hospital means 
terminating the expense of hospitalization, 
returning to the emotional support of one’s 
family, and resuming gainful work. In the 
Army, hospitalization not only involves no 
financial sacrifice but is sometimes a refuge 
from arduous or unpleasant military duties. 
In addition, there is always the hope that if 
one remains sick long enough, one may be 
sent back to the United States, a hope en- 
couraged in schistosomiasis patients by 
rumors that some had already been sent 
home. These factors are counteracted to 
some extent by the strong desire to regain 
one’s health, present in almost everyone. In 
addition, it is often possible to appeal to the 
individual soldier’s self-respect in at least 
two ways. One is through his feeling of 
responsibility to his comrades, whom he may 
feel he is letting down by remaining an in- 
valid. Another is reluctance to be dis- 
charged from the army with a certificate 
of disability. This implies worrying his 
family, perhaps a handicap in obtaining work, 
and the problem of explaining to civilians 
why he is not in uniform when his friends 
are still fighting. 

Maintaining the patients’ faith in the phy- 
sician, which is. an automatic matter in ill- 
nesses which are well understood, becomes 
a real problem in relatively unknown condi- 
tions like schistosomiasis. Since each patient 
reacts to the situation in accordance with his 
own particular needs, the obvious first requi- 
site is to regard each patient as an individual. 
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A few minutes at the end of the initial 
examination devoted to discovering and at- 
tempting to meet the patient’s personal wor- 
ries are usually well worth while from the 
standpoint of creating a good therapeutic 
relationship. 

Confidence is best maintained by creating 
a situation in which the patient relies on his 
physician as the main source of information. 

The purpose in presenting information is 
not primarily to instruct the patient, but to 
create in his mind the feeling that his phy- 
sician has fully grasped his condition and has 
the entire situation thoroughly in hand. 
Therefore the material should be selected 
with a view to stressing those points which 
are most likely to have this effect. An at- 
tempt to give the complete picture of the 
disease, as one might to a group of medical 
students, often only creates confusion by 
swamping the patient with more facts than 
he can digest. 

Those aspects of the disease which lend 
themselves to an optimistic interpretation 
should be emphasized. One such in schisto- 
somiasis is that the flukes cannot multiply 
in the body. It will be remembered that only 
a third of the patients seen had fully grasped 
this fact. It was found that clarifying this 
for patients who had not appreciated its sig- 
nificance had a powerfully reassuring effect 
in many instances. 

While the presentation should be as opti- 
mistic as is consistent with accuracy, false 
optimism should be avoided, since it often 
tends to decrease the patient’s confidence. 
For example, one patient stated he lost all 
confidence in his physician when he said that 
schistosomiasis was no worse than a bad 
cold. 

When potentially alarming information is 
presented, as it must be at times, in order to 
counteract even more alarming rumors, the 
mitigating aspects should be stressed. Thus, 
of the schistosomiasis patients who saw pic- 
tures of Filipinos with ascites or a liver de- 
stroyed by parasites, very few realized that 
this was the end result of repeated or mas- 
sive infestation, in contrast to their own brief 
and limited contacts with the parasite. Simi- 
larly, while it is futile to deny the existence 
of severe reactions since patients quickly 
learn of them, it can be pointed out that, with 
rare exceptions, they seem to occur only at 
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the time of che original infection. Patients 
who have had the disease for several weeks 
without a severe reaction need not fear one. 

When uncertzinty exists, it is better to ad- 
mit it than to orfer reassurances which time 
is apt to disprove. However, it is important 
to specify carefully the area of uncertainty 
and to indicete the means by which it is ta 
be minimizec. In schistosomiasis this prob- 
lem is most acute with respect to the ques- 
tion of cure. If the patient is led to believe 
that a course of antimony will cure him anc 
then the treatment must be repeated, his 
confidence in the doctor is certain to suffer. 


On the other hand, an admission that a single 


course of treatment, while helpful, might not ` 
be curative and might therefore require repe- 
tition would have allayed rather than in- 
creased anxiety in many patients. At least 
it would have kelped to counteract the de- 
moralizing and completely groundless belief 
of some that they were being irresponsibly 
experimented on. l 

In general, in an unfamiliar disease the 
question of prognosis should be formulated 
in terms of ability to perform one’s duties 
rather than in terms of cure. The patient 
with schistosomiasis should be told that the 
presence of a few parasites is perfectly con- 
sistent with full efficiency, that he will be 
checked at rezular intervals, and more treat- 
ment given if indicated. The situation iz 
closely analegous to that of tuberculosis. 
Many patients with this disease are able 
to face life with confidence in the presence 
of obviously persistent infection. In this con- 
nection a rehabilitation program, such as that 
found in many army hospitals, is of the great- 
est value. Such a program effectively com- 
bats the physical and moral deterioration re- 
sulting from prolonged inactivity. It not 
only helps to restore muscle tone but reduces 
the time ava‘lable for fretting. By its very 
existence it creates a stronger expectation of 
recovery in the mind of the patient than 
merely verba reassurance. 

In poorly understood diseases one must 
be alert to tne appearance of new rumors. 
These are constantly emerging as patients 
seize and elaborate upon any scraps of infor- 
mation which present themselves. Meeting 
rumors promptly not only stops the spread 
of false information, but tends to consolidate 
the physician's control of the situation. 
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The importance of consistency need hardly 
be stressed. Contradictions between authori- 
ties are obviously highly destructive of con- 
‘fidence. In an army setting care must be 
taken that ward officers do not contradict 
each other or other supposedly authoritative 
sources such as the radio. Self-contradic- 
tions are at times difficult to avoid when 
knowledge ts constantly changing. The dan- 
ger can be minimized by presenting only what 
is definitely known at a given time, and 
avoiding speculation. 


IV. CONCLUSION 


This survey indicates that patients suffer- 
ing from unfamiliar diseases, of which schis- 
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tosomiasis is an example, tend to develop 
emotional reactions which impede recovery, 
such as anxiety, resentment and confusion. 
To keep disability at a minimum, therapeutic 
efforts must be directed not only to overcom- 
ing the pathogenic agent but to maintaining 
the patient’s confidence in the physician, and 
encouraging his expectation of return to use- 
ful activity. 
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PROGNOSIS OF WAR NEUROSES WITHOUT PSYCHOTHERAPY ' 
CAPT. PAUL H. HARWOOD, JR., M.C., Army Arr Forces 


The primary objective ofthis study was 
to determine which war neurotic enlisted 
personnel admitted to a convalescent hos- 
pital could be expected to return to duty 
in a relatively asymptomatic state with only 
occupational (convalescent) therapy, but 
without specific psychotherapy. 


PATIENTS AND METHODS 


The patients were Army Air Forces en- 
listed personnel, flying and non-flying, re- 
turned from overseas duty in various theaters 
throughout the world. Approximately 23 
months had elapsed between the completion 
of active duty and arrival at this zone of 
interior convalescent hospital. This interval 
consisted of about 5 weeks from relief of 
duty to arrival at port of entry; 4 weeks 
furlough plus travel time, and one week at a 
redistribution station. Fifty-six men of the 
total series of 61 followed this course. Of 
the remaining 5 patients, 3 had been evac- 
uated from overseas theaters as psychiatric 
casualties, and 2 were admitted from con- 
tinental command hospitals after serving a 
few weeks duty following reassignment from 
a redistribution station. 

These 61 consecutive cases were admitted 
to a special ward from the receiving ward of 
this convalescent hospital during a six-day 
period. They were unselected, except for 
2 men who were excluded frem this special 
ward because of marked alcoholism and dis- 
orderly conduct while in the receiving ward. 
Three of the 61 patients admitted to the 
special ward were dropped from the study, 
due to extended furloughs during the period 
of observation in two cases, and gunshot 
wound of the stomach in the third instance. 
Thus, 58 patients were left for consideration. 

Each of these men was initially inter- 
viewed for 45 minutes on entry to the special 


ward for history taking. A ten-minute prog- 


ress interview was conducted after 2 weeks; 
and at the month’s end each was carefully 
studied to determine clinical improvement 
and other data. At no time during the month 


t From the A. A. F. Convalescert Hospital (Don 
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was any attempt made to deal wizh materia] 
brought up in the interviews, nor was a 
close doctor-patient relationship encouraged. 
The men were pushed into convalescen: 
activities, which were stressel as the 
principal therapeutic measures. 

The data obtained dealt with the following 
factors- 

I. Quantity and type cf symptoms of 
anxiety. 

'2. Predisposition. 

3. Overseas stress. 

4. Results of hospital stay. 


DEFINITION OF TERMS 


Anxiety was graded into four degrees. 
Sharp gradation was obviously impossible, 
but any medical officer with experience in 
treating sizable numbers cf waz neurotics 
has no difficulty in such rough quantitation. 
Care must be taken, however, to incluce 
the amount of anxiety bound by hysterical 
conversion symptoms, or concealed behind a 
schizoid façade, alcoholism, compulsive 
rituals, etc. 

Predisposition was taken to mean the 


‘character of the soldier existing prior to 


enlistment, predisposing to the precipita- 
tion of war neurosis under military stress. 
This character, in turn, is the resultant cf 
constitutional and early environmental fac- 
tors operating to produce potential or actual 
neurosis in civil life. The environment: 
predisposing factors include the familie], 
cultural and economic influences acting upon 
the individual to produce neurotic traits 
in childhood and evidence of maladjustmert __ 
in later years as revealed by the personal, 
school, work and medical histories. The 
degree of predisposition was roughly graded 
into four divisions: minimal, mild, moderate 
and severe, The severest predisposition rep- 
resented a combination of factors culmi- 
nating in a full-blown civilian neurosis. An 
important feature in the total picture of 
predisposition is ego strength, an index of 
which may be gained from the success of 
the ego in mastering early neurctic conflicts 
in the later years. 
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Overseas stress was divided into combat 
and non-combat types, and combat stress 
was quartitated in three degrees. Non- 
combat stzess indicated that the patient had 
not been 2xposed to enemy action and had 
usually been stationed in areas outside the 
combat zone, e.g., Greenland. There were 
no flying personnel in this group. Combat 
stress involved both ground and flying per- 
sonnel; the former encountering enemy 
action by being bombed or strafed on the 
ground, and the latter primarily by the 
enemy action encountered by bomber crews. 
Quantitation of combat stress ranged from 
mild, which might involve undergoing a 
few air-rzids, to severe, wherein a flyer 
might have undergone a severe tour of com- 
bat missions, including crashes, bailouts, or 
escape from enemy-occupied territory. 

Improvement was expressed in terms of 
fitness for military duty. Only two cate- 
` gories were used: markedly improved or 
‘relatively unimproved, The former showed 
progressive clearing of signs and symptoms 
under otservation or continuation of 
improvement begun before entering the 
hospital. 


RESULTS 


t. Improvement: 


Markecly improved ....... 26% (15 cases) 


Kelatively unimproved ..... 74% (43 cases) 

Improved Unimproved 

3 (15 cases) (43 cases) 

2. Anxiety: i 
Minimal .....%45, 20% (3) a 

Mild le aries 73% (11) 39% (17) 

Moderate ........ 7% (1) 42% (18) 

Severe ..sssseess ee © 19% (8). 

3. Predisposition 

a. Degree: 

Minimal 33% (5) 4% (2) 

Mild fe ens 53% (8) 16% (7) 

Moderate ... 14% (2) 30% (13) 

Severe ..... 50% (21) 


b. Ego strength (how well ego dealt with 
sarly predisposition) : 


Poorly ..... es 33% (14) 
Moderately .. 27% (4) 53% (23) 
Well oraris 73% (11) 14% (6) 
4. Overseas stress: 
a. Type: 
Ccmbat ..... 100% (15) 81% (35) 
Non-combat . 19% (&) 


b. Degree of combat stress 
non-combat cases) 


Mid cess 20% (3) 20% (7) 
Moderate ... 40% (6) 54% (19) 
Severe ..... 40% (6) 26% (9) 
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ANALYSIS OF DATA 


The approximate one-fourth of the total 
series fell into the markedly improved group, 
characterized by: 

T. Mild Anxiety—g3 percent, or all but 
one, of the improved cases showed minimal 
or mild anxiety, in contrast to 39 percent of 
the unimproved patients. None of the un- 
improved group was minimally graded. 

2. Mild Predisposition.—86 percent of the 
improved group gave evidence of minimal 
or mild predisposition, whereas 20 percent 
of the unimproved group were predisposed 
to a like degree. Here again, the percentage 
of minimally predisposed patients was far 
greater in the improved group (33%) than 
in the unimproved (4%). Ego strength, 
properly a function of predisposition, was 
distinctly greater in the improved cases, of 
which 73 percent had successfully dealt with 
their early predispositions in later years, 
contrasted with only 14 percent of the un- 
improved men who had done so. 

3. Combat Stress—All of the improved 
cases had been subjected to some form of 
combat stress, whereas rọ percent of the 
unimproved group failed to answer this 
qualification. (None of this 19 percent were 
flying personnel.) The degree of combat 
stress, however, was not found to have con- 
sistent correlation with improvement. 


DISCUSSION 


No attempt was made to sort out the basic 
personalities, the neurotic syndromes exist- 
ing prior to enlistment, or the reaction pat- 
terns to anxieties precipitated by overseas 
stress. Excessive dependency prior to mili- 
tary stress appeared to be the most common 
characteristic of all the men, being present 
in all the improved group and in at least 
8r percent of the unimproved group. The 
degree of dependent regression found in 
all the improved cases decreased during 
the month under observation to a level 
approaching their individual pre-military 
levels, which, in turn, appeared to be greater 
than the expected average of a comparable 
group of non-neurotic individuals. It would 
seem that ego strength, in the improved 
group, had passed a critical point following 
which improvement had steadily proceeded. 
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In 2 of the improved cases, some of the im- 


provement was attributed to recovery from 


reaction produced by home situations con- 
fronting these returnees during their recent 
delay en route. 

Neurotic syndromes, containing varying 
degrees of anxiety, were diverse and over- 
lapping. Nearly all evidenced psychosomatic 
concomitants of anxiety. Some converted 
their anxiety by hysterical mechanisms. In 
others, there were relatively fixed pre- 
military characters or neuroses, including 
very rigid personality, constitutional psycho- 
pathic personality, compulsive-obsessive neu- 
rosis and neurasthenia. Those with the last- 
named personalities or neuroses, as might be 
expected, fell into the unimproved group. 

It is interesting to note that 100 percent 
of the total series could be said to have 
anxiety irrespective of the type of syndrome 
presented. Anxiety, therefore, may be used 
as the most practical yardstick in measuring 
the clinical severity of this group. There 
must be added to the free anxiety that fixed 
by hysterical conversion, concealed by rit- 
ualistic defenses or alcoholism, or not well 
incorporated by the ego, in which case the 
patient may appear withdrawn, confused 
and schizoid. The positive correlation of 
lesser degrees of anxiety with improvement 
might have been expected, since large quanta 
of anxiety in a patient far removed in time 
and space from the precipitating stress must 
necessarily indicate a severe degree of 
sustained psycho-physiological disruption. 

Predisposition to breakdown under mili- 
tary stress has long been recognized as a 
very important factor in the histories of war 
neurotics. In this war, a past history of 
neurotic symptoms was found in approxi- 
mately 90 percent of naval war neurotics, 
both in combat and non-combat overseas 
personnel, by Schwab, Finesinger and Bra- 
zier.2 This was in sharp contrast to their 
positive findings-in only 17 percent of a 
control series subjected to essentially the 
same combat stress without developing war 
neuroses. These findings are in accord with 
the present study where all patients pre- 
sented evidence of predisposition, with the 


2 Schwab, R. S., Finesinger, j. E Brazier, M.. A. 
B.: Psychoneuroses precipitated by combat. U. S. 
Nav. Bull. 42 :535-544 (March) 1945. 
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degree greater in the group failing to show 
significant improvement without psycho- 
therapy. Possibly the reason why all of these 
cases showed predisposition, whereas only 
go percent cË Schwab’s series did, is that 
neurotic symptoms were the criteria in his 
group, whereas excessive dependency was 
also taken as an indication of predisposition 
in the presert study. The same prognostic 
relationship of relatively mild predispositioz 
to recovery was also found by Grinker 
and Spiegel * in acute war neuroses seen i= 
combat zones soon after breakdown hac 
occurred. 

The type of overseas stress, combat or 
non-combat, appeared to have practical prog- 
nostic value in this study. Schwab anc 
Rochester,* in evaluating a group of nava. 
war neurotics under specific treatment for 
4 to 6 weeks in overseas hospitals, concluded 
that those with combat precipitated neuroses 
showed a greater tendency to recover than 
did a group with neuroses developing under 
non-combat conditions. This holds true in 
the present study, since none of the men witk 
non-combat precipitated neuroses fell inte 
the improvec group. Comparison of these 
two studies is not strictly valid due to varia- 
tions in treatment, etc., but the inference 
is interesting. When the degree of combat 


stress is used to determine prognosis, it is 


difficult to estimate the degree because the 
nature of the stress is far from uniform. In 
this study, such quantitation did not sharply 
favor either the improved or unimproved 
group. Close to the scene of battle such a 
quantitation might be undertaken with some 
success. Grinker and Spiegel? found that 
the greater the precipitating travma neces- 
sary to produce a war neurosis, the better 
the outlook for recovery. But at this hos- 
pital, remote in time and space from the 
precipitating trauma, it is not feasible tc 
determine the degree of stress other than by 
dividing the men into those exposed to enemy 
action and those not so exposed. Further- 
more the failacy in gradirg stress objec- 
tively is that no account is taken of the 


8 Grinker, R. R., and Spiegel, J. P.: War neu- 
roses in North Africa. Josiah Macy Foundation. 
142-148 (September), 1943. 

4 Schwab, R. S., and Rochester, H.: Prognosis 
of psychoneurotic breakdowns. War Med. 7:12-22 
(January) 1945. 
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specific relationship between individual pre- 
disposition and a certain type of stress. For 
instance, an objectively mild stress might 
produce great anxiety in a man specifically 
predisposed to just that type.of stress, where- 
as far greater stress as determined objec- 
tively might not unduly disturb him. 


CASE HISTORIES 


Three cases are presented: twe are illus- 
trative of those improving markedly with- 
out psyckotherapy, and one typifies those 
who remained unimproved. 


Cast 1.—Marked improvement in a patient with 
mild predisposition and anxiety, and without symp- 
toms overseas until exposed io the threat of enemy 
action. 

A 29-year-old supply sergeant of an Air Force 
service unit served 11 months in the North African 
campaign without exposure to enemy action. He 
remained asymptomatic despite subsisting on un- 
palatable “(C-rations.’ His unit was then trans- 


ferred to England, where he was subjected to fre- 


quent air-raid alerts and the threat of buzz bombs. 
After a few weeks of this, he felt tense and gastric 
psychosomatic concomitants of anxiety appeared: 
his “stomach felt tight” and ached, and there was 
anorexia and nausea at the sight of food. Never- 
theless, he gained weight by drinking lerge quanti- 
ties of milk, which had been denied him in Africa. 
These symptoms persisted until he was admitted 
to this hospital about one year after onset. During 
his furlough at home, following his overseas tour, 
he wes irritated by his mother who tried to force 
him to eat and babied him. The return to military 
life seemed to relieve him, and the trend of improve- 
ment continued throughout his hospital course 
here. On admission his appearance suggested mild 
tension and restlessness; his complaints were ano- 
‘rexia, nausea at meals, and pain and fullness after 
meals, referred to the epigastrium. X-ray examina- 
tion of the upper gastro-intestinal tract was re- 
ported negative for organic lesions. 

Past history revealed that he was the “baby of 
the family.” Both parents were overso-icitovs and 
protective, pushing him when he hesitated. In 
childkood he depenced heavily on them, but in his 
teens he wes able to achieve considerable emanci- 
pation. His school, work and sex histories were 
not excepticnal. At the age of 15 years, he had a 
dyspeptic illness lasting several weeks, character- 
ized by anorexia and nausea, apparently caused 
by a food fad in which he indulged at that time. 
This was the consumption of large amounts of 
rich cream. He said, “Mother told me I was a 
sick boy, but the doctor pulled me out of it by 
giving me a diet without any milk or cream.” 

During the month under observation, these symp- 
toms cleared, and his diet, which had consisted 
largely of milk on entry, became balanzed, In his 
own words, “Now I an weaned.” 


Case 2,—Marked improvement in a patient with 
moderate anxiety but with minimal ad Ll 
Moderate combat stress. 

A 25-year-old engineer-gunner of a B-24 com- 
pleted his combat tour of 47 missions in the 
southern European theater in a period of 9 months. 
Despite undergoing several severe missions, he 
withstood combat stress very well until the last 
two missions, which were flown with a new pilot. 
The patient had great confidence in his own pilot, 
but went to pieces when he had to fly with the 
green pilot. On his final mission he was struck 
over the eye by a fragment of flak, and this further 
increased his anxiety. Symptoms were tension, 
restlessness, irritability, depression, insomnia, ano- 
rexia, startle, tachycardia, and palmar sweating 
and finger tremor. This picture largely subsided 
during his furlough following return to the United 
States, but reappeared on return to military life. 
On admission to this hospital the signs and symp- 
toms noted above were present to moderate degree. 
During the period of observation, there was marked 
clearing so that he was relatively asymptomatic on 
return to full flying duty. The lifting of the de- 
pression appeared to be largely related to the 
arrival of his wife. His spirit in the fight for 
health was admirable. On entry, his dreams were 
largely regressive; but, as improvement proceeded, 
the theme turned to his struggle to regain his 
masculine strength. 

Past history showed no evidence of pre-existing 
neurosis. He was strongly dependent on his father, 
who was his good friend and ego ideal. The patient 
was constantly with him, sought to please him, 
and depended on his leadership. The father’s 
death, several years ago, left him shocked and 
depressed for a period of about 6 months. 

In combat, his regular pilot represented the sup- 
porting father, and the sharp increment in anxiety 
following a change to a green pilot reflected the 
pattern of his earlier life. His increased dependent 
needs were largely satished while at home and 
again when his wife joined him at this hospital. 
Closely related to this gratification was the sub- 


„sidence of his anxiety and the progression to a 


relatively independent state. 


Case 3-——Lack of improvement in a markedly 
predisposed patient who developed severe anxiety 
under moderate combat stress, 

A 20-year-old engineer-gunner of a B-24 com- 
pleted his tour of 35 combat missions in the 
northern European theater in 8 months. In the 
course of operational flying training in the United 
States he had been apprehensive and frequently 
airsick. In England, prior to his first combat 
mission, he saw a crash in which acquaintances 
were killed, and this produced marked fear of 
fying. His anxiety mounted steadily to a higher 
pitch during the course of his tour, and he drank 
heavily to keep going. Several severe missions were 
undergone, and the later missions were flown ir 
a near-panic state. On return to the United States 
he found a distressing home situation. His wife 
wasn’t sure if she loved him, and his son wa: 
boarded out to strangers. As he said, “When W 
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came back to the home I had dreamed of, my wife = 


didn’t cook for me or take care of me. She was 
too busy chasing other men.” Throughout his 
hospital course he was markedly anxious and 
moderately depressed. He was very tense, there 
was marked manual tremor and generalized hyper- 
hidrosis, speech was staccato, marked startle was 
present. He complained of anxiety attacks in which 
his “insides quivered.” Combat dreams, insomnia 
and anorexia were prominent. Alcohol was often 
resorted to in order to aid sleep and relieve tension. 

Past history was characterized by insecurity, 
anxiety and lack of dependent gratification. The 
father deserted the family when the patient was 
one year old. The mother remerried, but the 
step-father has always seemed a stranger to the 
patient. He was very closely identified with his 
mother, who is highly neurotic and has been under 
a doctor’s care for several nervous breakdowns. He 
is the youngest of four brothers, but either felt 
rejected by them or rejected the support they 
offered. Enuresis was present until the age of 9 
years. Nervousness has been in evidence as long 
as the patient can recall. In school he was seclu- 
sive, self-conscious, formed no close friendships 
with either sex, and stammered while reciting. At 
15 years of age he quit school because of his 
anxiety in the presence of his schoolmates and went 
to work, unsuccessfully holding a succession of 
jobs. About 3 years ago he ran away from home 
and married a girl against his mother’s wishes. 
The marriage went well for a year, but after he 
had joined the Army he heard that his wife was 
unfaithful, then he became depressed and drank 
heavily. 


DISCUSSION OF CASES 


A psychological profile may be sketched 
of the patient with good prognosis, as op- 
posed to one with poor pregnosis, by a 
consideration of these three case histories. 

I. Predtsposition.—Relativeiy mild neu- 
rotic predisposition is a vital characteristic 
of the patient with good prognosis, Of the 
improved cases, predisposition was mild in 
Case I and minimal in Case 2, but in Case 
3 it was clearly severe. Both of the improved 
cases had been subjected to parental in- 
fluences which were productive of excessive 
dependency, but each was able to adequately 
resolve the conflict of dependency versus 
independence prior to military service. And 
each was able to largely emancipate himself 
while under observation from the regressive 
-= dependency produced by combat stress. Con- 
trast this with the third case, wherein the 
deserting father and the highly neurotic 
mother constituted extremely fertile soil for 
the development of childhood anxiety neu- 


rosis. And the neurosis which developed waz 
never successfully resolved by the patient. 
Poor recovery from the additional anxtety 
produced by combat might have been pre- 
dicted by his failure to achieve freedom fror- 
anxiety in civil life. 

2, Anxiety.—Relatively mild arxiety is an 
important feature in the patients with good 
prognosis. Case 2, with moderate anxiety. 


. was the only one of the 15 improved cases 


with more than mild anxiety, so that this 
criterion remains valid. It is an interesting 
contrast that in Case 2 anxiety was not pre- 
cipitated until after 45 missions had been 
completed, wnereas severe anxiety in the un- 
improved case was precipitated by seeing z 
crash before a single mission was undertaken. 
3. Combat Stress Combat as opposed to 
non-combat stress is a useful criterion in dis- 
tinguishing a favorable from an unfavorable 
prognosis. The first case well illustrates how 
a milcly predisposed man may remain free 
from anxiety neurosis under non-comba: 
overseas service and then break down under 
enemy attack. Hence, breakdown under 
non-combat ‘conditions denotes considerable 
neurotic predisposition and is accompanied 
by a poorer prognosis. All of the cases in the 
series which did not undergo enemy action 
fell into the group with poor prognosis for 
a return to useful military duty. An illus- 
tration of the point that the degree of combe- 
stress 1s not a reliable prognostic criterion 
is given by Cases 2 and 3. Each was sut- 
jected to essentially the same degree of stress, 
yet one recovered and the other did not. 


CONCLUSIONS 


A series ci 58 war neurotic enlisted Ai- 
Force returnees from overseas theaters 
routinely admitted to a United States con- 
valescent hospital were observed for one 
month witheut specific psychotherapy. 

The primary purpose was to determire 
which patients could be handled without 
specific psychotherapy and be confidently 
returned to duty status in an improved con- 
dition at the end of hospitalization. 

The results were as follows: 

I. Of the series, 26 percent fell into the 
markedly improved group. 

2. The principal factors having practical 
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prognostic value in the determination of 
candidates for this group were: 

a. Mild anxiety, in the absence of anxiety- 
binding mechanisms. 

b. Mild predisposition. 

c. Combat stress rather than non-combat. 

It is therefore suggested that in convales- 
cent hospitals treating overseas returnees 
with neurotic symptoms, a preliminary psy- 
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chiatric screening be made by psychiatrists 
experienced in the diagnosis and therapy of 
war neuroses. By so doing a quarter or 
thereabouts of the patients may be legiti- 
mately treated without utilizing specific 
psychotherapy. The remainder will require 
individual psychotherapy with convalescent 
or occupational therapy as an adjunctive 
therapy. 


EFFECTS OF HEAVY AERIAL BOMBARDMENT ON PRISONERS 
OF WAR 
CLINICAL NOTE 


MAJOR STEPHEN W. RANSON 
Medical Corps, Army of the United States 


During the morning of May I5, 1944, 
American bombers dropped more than 2,500 
tons of bombs on the Italian town of Cassino. 
Never before had so much destruction been 
concentrated in one aerial mission. It had 
been anticipated that the bombing would 
produce many acute neurotic reactions and 
concussions in the German parachute troops 
defending the town. The author was there- 
fore detailed to observe for such effects the 
prisoners taken in the infantry attack which 
followed.* 

He examined some of the German para- 
troopers in a forward prisoner of war stock- 
ade within 4 hours of their capture. The 
remainder were seen in the main Fifth 
Army stockade, none of them later than 72 
hours after capture. Formal physical, neu- 
rological and psychiatric examinations could 
not be made. However, it was possible ‘to 
examine 20 prisoners in sufficient detail to 
determine the presence or absence of gross 
psychiatric or neurologic abnormalities. In 
15 of these, abbreviated case records were 
made. It is felt that while the observations 
on which this paper is based are definitely 
incomplete, the theoretical interest of the 
subject, and the apparent absence of similar 
observations in the literature? warrant their 
being recorded in a brief clinical note. 


PSYCHIATRIC FINDINGS 


All prisoners were composed and calm. 
None showed evidence of continuing fear, 
of gross startle reactions, or of pathologic 
noise sensitivity. One prisoner complained 
of minor anxiety symptoms, but these were 
not of sufficient severity to constitute a patho- 
logical combat reaction. (His case history 


1 This attack did not succeed in taking the town 


of Cassino. l 
2 Jt is not possible for the author to review the 


literature in his overseas station. 


will be given below.) Tremor was present 
in 8 of the group of r5 whose histories were 
recorded. Of these, 4 had tremor which 
was recorded as “slight,” 3 had tremor which 
was labeled “moderate,” and one had tremor 
recorded as “marked.” This was the only 
important abnormal finding in these sub- 
jects. In summary, the bombing had pro- 
duced in these prisoners. no major anxiety 
reactions which had endured beyond cap- 
ture and until the time of examination. 

It was clear that some prisoners did no- 
make frank statements. Thus, for example, 
certain of the subjects attempted to excuse 
and “cover up” tremor when it was present. 
Above all, they were anxious to avoid con- 
necting it causally with battle stress. 

The following cases are representative of 
the group: 


Case 1——No Reaction of Importance to Bomb- 
ing and Capture-—Prisoner No. 4, a 24-year-old 
Unterofizier with 54 years of army service, was 
a machinist in civilian life. Bombs nearly hit his 
concrete bunker three times, but he suffered no 
headache, chest pain, earache or loss of composure, 
according to his statement. At the time of the 
examination, 72 hours after the bombing, he had 
slight light sensitivity, but declared himself other- 
wise symptom-free. He showed no tremor, but 
exhibited some acrocyanosis of the hands. 


CASE 2.—Some Neurotic Traits in Civilian Life, 
but No Important Reaction to Bombing and Cap- 
fure.—Prisoner No. 9, an Unteroffizier, had been 
in Wehrmacht service 4 years. Despite near bomb 
hits on his bunker, he stated that he experienced 
no headache, earache or alteration cf conscious- 


fess of any type, but had some momentary dis- 


comfort in the chest. He became “somewhat 
excited” at the time, but maintained composure. 


Seventy-two hours later, his hands were moder- 


ately tremulous, but his manner was calm, and he 
said that he had slept well since capture. He had 
been “somewnat nervous” all his life, with. what 
he described as “a nervous heart allment.” He 
had tended to respond to excitement in civilian life 
with “heart pains,” but he said that during the 
bombing such symptoms did not appear. He was a 
native of Graz (Austria), and had not been a mem- 
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' ber of the Hitlerjugend, but nevertheless considered 
himself a German, not an Austrian. He stated: 
“I fight because it is my duty..... I am too 
unintelligent to question about politics.” 


CASE 3—5ome Continuing Anxiety Reaction to 
the Bombardment, but Within the Limits of Nor- 
mal.—Prisorer No. 7, aged 20, a grocery clerk 
in civilian life, had served in the Wehrmacht 2 
years. He was in a water hole during the bomb- 
ing, and hed inadequate cover. Although “the 
concussion was terrific,’ he said he did not lose 
consciousness. In the prisoner of war cage during 
the night following his capture, he arose in a 
half-sleeping, confused state, to look for his field 
radio. During the following night, however, his 
sleep was undisturbed. He had never before ex- 
perienced such an episode. He stated that when 
he heard planes overhead, he still felt constrained 
to go out of doors to investigate. He experienced 
no untsual reaction to other noises, and showed no 
startle reaction. His hands were markedly tremu- 
lous. He stated that he had never noted such 
tremor before. 


IMMEDIATE REACTIONS TO THE EFOMBINGS 


Many o? the prisoners admitted having 
been “excited” (aufgeregt), or “shaken” 
(erschüttert), by the bombing, but none 
would admit having been made “nervous.” 
Their choice of words in describing their 
reactions is of considerable interest, empha- 
sizing as it does the ephemeral and non- 
pathological nature of the response in their 
eyes. No prisoner admitted having lost com- 
posure, or having seen panic in others. All 
emphasized the protection and sense of se- 
curity given by the excellent cover under 
which most of them were stationed. 


SIGNS OF CONCUSSION 


No prisoner showed gross objective evi- 
dence of concussion. None appeared dazed 
or showed disturbance of gait and coordi- 
nation. Not one of them complained of 
headaches, earaches or pain in the chest 
at the time of the examination. Prisoner 
No. 9, whe had been stationed in a bunker, 
and prisoner No. 12, who was in a fox-hole 
with no overhead cover, felt some thoracic 
discomfort during the bombardmert. Aside 
from these statements, there was no indi- 
cation that the immediate concussive effects 
of the aerial bombing on the troops subjected 
to it, had been of any magnitude. This was 
no doubt due to the excellent cover in which 
the individual soldiers had been stationed. 
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Neurological examinations were not per- 
formed on any of these prisoners. 


INDOCTRINATION OF THE TROOPS 


This group of parachutists had been well 
indoctrinated. They were singleminded in 
their approach to the war, and were con- 
vinced that, despite military reverses in 
Russia. and the Mediterranean Theater 
(about which most of them seemed well in- 
formed), their command and the Führer 
would make the proper decisions at the 
proper moment and bring the war to a’ 
successful conclusion. They did not consider 
political subjects to be proper topics for 
speculation. They were strongly motivated 
by the concepts of duty and loyalty, and 
believed that they were fighting for the 
long-term interests of their families and 
their country. Typical statements by these 
soldiers follow: “I don’t know anything 
about political matters. I fight because it is 
my duty. I cannot break my oath.” (Pris- 
oner No. 8.) “TI fight because I must... .. 
It is my duty..... I fight to have a normal 
life afterwards.” (Prisoner No. 11.) 


HosriraL RECORDS 


The admission and discharge sheets of 
the main prisoner of war hospital serving 
Fiith Army were examined to rule out the 
possibility that erroneous impressions were 
being drawn from a study which devoted 
itself exclusively to ambulatory prisoners of 
war. No prisoners with diagnosis of con- 
cussion or neurosis were admitted or dis- 
charged during the period of time covered 
by this study. The writer was not authorized 
to question any of the patients in this 
hospital. 


DISCUSSION 


On theoretical grounds, the incidence of 
typical war neurosis in prisoners of war 
should be low. All secondary gain related 
to relief from active combat has been elimi- 
nated, and no conflict exists between the 
instinct of self-preservation and the call to 
duty. The low incidence of neurosis in this 
group was probably also due to the high 


morale and esprit de corps of the division 
involved, and the excellent motivation of its 
members. The absence of important con- 
cussive effects was probably attributable to 
the excellent cover under which this group 
was stationed. | 


SUMMARY 


Examination of a group of German prison- 
ers of war taken from Cassino after the 
unprecedentedly heavy bombing on May 1:, 
1944, showed no instance of concussion or 
neurosis caused by the bombing. 


PSYCHODYNAMICS OF CONFINEMENT OF WARTIME . 
MILITARY OFFENDERS * 


JOSEPH C. SOLOMON, Mayor, Mrb. Corrs, A. U.S. 


The imprisonment of one’s fellow man 
for actions which run contrary to the exist- 
ing social order, has been common practice 
since the dawn oi civilization. If the prac- 
tice were thoroughly without merit it would 
not have stood the test of time. Neverthe- 
less, we must constantly evaluate our 
methods and seek for possible improvements. 
Categorically, confinement is confinement 
and it makes little difference, in theory, 
whether it be a civilian situation or a mili- 
tary cne. In practice, however, there are 
manifest differences between military offend- 
ers and civilian offenders, and, further, there 
are differences between military offenders in 
time of peace and in time of war, and in 
garrison life and in the combat situation. 
It will not be the purpose of this presenta- 
tion to describe in detail the various facets 
of these differences, but rather to admit their 
existence. The entire subject of the psycho- 
dynamics of confinement cannot be covered 
here in all its aspects. The observations and 
cpinions here expressed are based only upon 


experience with military offenders, largely . t 
' ment of authority as a means of affecting 


from garrison duty, in time of war. They 
may be applicable to the total field of penol- 
cgy, but the author wishes to make no such 
claims. 

The Army employs confinement as a 
weapon for maintaining discipline just as 
civilian prisons exist presumably for the 
purpose of maintaining a smoothly function- 
ing society. , 

There are several well-known basic prin- 
ciples involved. The deprivation of a man’s 
liberty interferes with one of his most primi- 
tive human impulses. The unwelcome as- 
pects of even the thought of being locked 
up loom large in the mind of every man. 
Man thinks he is free and as a result fights 


1 This paper was prepared under the Command 
of Col, A. M. Weyand, Infantry, the Commandant 
of the Northwestern Branch, United States Dis- 
ciplinary Barracks, Fort Missoula, Montana. The 
opinions expressed are those of the author and do 
not necessarily reflect those of the War Department. 
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the thought of being caged. The thought of 
confinement is a constant threat which acts 
as an inhibiting or deterring force to pre- 
vent unacceptable behavior. Even if proper 
performance is not expressly rewarded, the 
feeling of freedom in the face of its pos- 
sible loss is ample motivation for mainte- 
nance of ‘one’s obligations to duty in the 
large mass of military population. This is 
manifestly a negative cohesive force and 
should be augmented by positive motiva- 
tions, but that it exists cannot be gainsaid. 
Threat of confinement becomes increasingly 
important as a disciplinary measure when 
morale is broken down for various reasons. 
As such, then, confinement acts as a whip 
when it becomes necessary for the leaders 
to set the limits and visibly carry through 
the punishments for overstepping these 
limits. When these boundaries are con- 
sistent, firm and reasonable, the use of 
confinement acts as a deterrent upon con- 
scious misbehavior, and can be classified as 
a builder of morale. 

To illustrate the concept of the establish- 


human behavior, the story of the control of 
opium smoking in China is of interest. A 
drug was used which was supposed to cure 
the habit. There were, of course, many 
failures. The therapeutic effectiveness of 
the drug was greatly enhanced when a de- 
cree was issued involving a death penalty 
for all those cases which were not cured 
by the medication. 

Confinement of a gross offender in a mili- 
tary situation acts as a morale builder in 
another way. When, there is a particularly 
troublesome soldier in an outfit, the con- 
tagion of unacceptable behavior begins to 
spread and the relationship of the officer 
to his men becomes endangered. It some- 
times happens that meting out a sentence 
to the most constant offender will absorb 
enough of the commander’s hostility to clear 
the air and relax the tensions in the organi- 
zation. The punishment has a three-fold 
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value. When the leader’s own aggression. 


has been gratified, he can, once more, be 
protective to his men. The soldiers have 
learned an object lesson in that unmilitary 
conduct is suitably punished. And, lastly, 
both the officer and the men feel relief in 
having rid themselves of a source of irrita- 
tion and consequently a wholesome relation- 
ship is re-established. 

‘There have been numerous instances 
where the secondary gains from unmilitary 
behavior have been such that the motiva- 
tions for proper performance have been 
thoroughly lacking. A discharge without 
honor, the blue discharge, does not offer a 
serious threat to some people. They accept 
it readily. Such people are obviously poorly 
motivated, either through their own insta- 
bilities or through their lack of loyalty to 
their country. The fear of a period of 
lengthy confinement eliminates the factor of 
secondary gains to a greater or lesser extent, 
so that improper behavior does not pay ade- 
quate dividends. Confining the military mal- 
adjusted soldier has another salutary influ- 
ence upon the main body of troops. It re- 
moves from circulation those individuals 
who are likely to undermine the morale of 
those who function normally. 

At this point the author wishes to empha- 
size the need to put the military offender 
behind bars and fences. Were he returned 
to the civilian community and permitted to 
enjoy the benefits thereof, it is obvious that 
the good soldiers would be justifiably re- 
sentful and morale would be destroyed. 

From the standpoint of the military 
prisoner, we must not look upon confine- 
ment purely as a punishment, though the 
original trial and: sentence were geared pri- 
marily for that very purpose. We have 
fortunately passed beyond the point of con- 
sidering prisons merely as places where so- 
ciety takes its pound of flesh. Uttering the 
cliché that the men are confined “as” punish- 
ment instead of “for” punishment bears with 
it the implication that other than confine- 
ment per se, no new punishment should be 
administered for the original offense. A 
good spanking is sometimes well applied 
therapy to the child, but it must be ac- 
companied by all the other attributes of the 
parent-child relationship to be therapeutically 
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effective. This brings us to the question of 
confinement as a device for actually altering 
human behavior. It is this prirciple upon 
which the rehabilitation center is established. 
It is the aim of modern penology to make 
confinement an experience which will prove 
constructive to the individual. 

In analyzing the therapeutic possibilities 
of lengthy confinement, one finds manv 
points that are worthy of consideration. As 
a general rule, it is noted, military offenses 
are committed when there are many tensions 
with distinct disturbances in the total ad- 
justment pattern. There is frecuently de- 
tected a vicious cycle in which some dissatis- 
faction occurs; this is followed by an act 
of some sort; then this is followed by punish- 
ment of a minor nature, then by more 
resentment and repetition of the act. In 
such instances a period of lengthy confine- 
ment affords an opportunity for breaking up 
the vicious cycle by inserting a time element 
which will force the issue to a climax in a 
setting which brooks no compromise. 

A poorly adjusted soldier who reacts to 
his disturbance by a conduct disorder, will 
sometimes derive benefit by being removed 
from the sources of his irritation. Certainly 
this factor is very patent in the question 
of removal from easy access to alcchol. How- 
ever, it is likewise true thet situations can 
sometimes be more clearly evaluated in at- 
sentia when an unfortunate marriage or 
parental disharmony is interfering with the 
military duties. Similarly, confinement will 
remove men from outfits in whick they have 
built up antagonisms and give them a chance 
to anticipate making new relationships. 

It is a well known concept that dis- 
turbances in human behavior represent re- 


‘flections of older disturbances in the inter- 


personal relationships of childhocd. In this 
respect the officer-soldier relationship is < 
duplication of the father-son relationship, 
and old conflicts are accordingly stirred up. 
When the soldier commits a militery offense, 
he is unconsciously acting out on some un- 
solved emotional need. In many instances 
confinement serves to crystallize and even 
gratify these unmet needs. The confinement 
situation often acts as a realistic symbol of 
the power cf authority. In this respect the 
magical omnipctence which the child in- 
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vests in his parental authority, becomes on 


the one hand more powerful and more 
magical, and on the other hand becomes & 
true force which is dealt with on a reality 
basis. Similarly this magical power may 
exert its influence from the protective in- 
stinct-gratifying point of view by accepting 
the disturbed individual as he is, with a con- 
fidence that he will be able to attain further 
emotional growth. 

Within the confinement situation there are 
different individuals who represent various 
components of the parental figure. The 
supervisor of prisoners and the compound 
commanders may represent the authorita- 
tive component. The psychiatrist, chaplain 
or social workers may represent the pro- 
tective side. Each of these individuals can 
satisfy some emotional need. It has been 
found more effective therapeutically to chan- 
nelize the positive, protective elements into 
one individual. Confidences and human re- 
lationships on this plane are more effective 
when they are highly personalized. The 
hostilities on the- other hand, are more 
effectively handled when they are diffused. 
It is for this reason that intramural dis- 
ciplinary hearings should be before a board 
of officers rather than one man. This causes 
a'dispersion of the aggression so that the 
need to retaliate becomes less violent. 

A period of confinement gives a man an 
opportunity for taking inventory of his own, 
thinking and actions, his motivations and 
their consequences. The prospects of a dis- 
honorable discharge, and the loss of approba- 
tion of relatives, friends and employers may 
improve his motivation. The intrapsychic re- 
adjustments through introspection represent 


a coordination of all the forces which are. 
operating in the mind of the prisoner in his 


struggles with his environment. 

In the wartime military situation, the 
crisis of therapeutic improvement frequently 
comes, when the prisoner is suddenly con- 
fronted with the manner in which he has 
failed to discharge his personal responsibili- 
ties to his country. This is most manifest 
when he receives news that a younger brother 
-was drafted, or that a brother or cousin was 
killed in action. The sense of responsibility 


grows out of the guilt for having given way’. 


to narcissistic demands without thought of 


other interpersonal values. The intra-psychic 
readjustments are favorably effected when 
unconscious motivations are brought into 
consciousness. Prolonged individual psycho- 
therapy would be ideal, but is not often 
feasible. However, use may be’ made of 
direct interpretations in a few interviews 
which can give the prisoner food for intro- 
spection for many months to come. Group 
psychotherapy can operate in the same di- 
rection. In group treatments the individual 
participants can obtain material for intro- 
spection out of the aération of their own 
problems and listening to the problems of 
others. Other factors involve the transfer- 
ence and identification with the leader and 
the identification with the other inmates. 

This question of identification is one of 
the strongest therapeutic factors for emo- 
tional growth. The offender generally suffers 
from the fact that he has not made any 
healthy identifications. In a confinement 
situation there is the opportunity of making 
identifications with the others who are simi- 
larly striving for improvement and with 
those in authority. with whom he may have 
meaningful relationships. 

An occasional prisoner makes an adjust- 
ment on a religious level. In such instances 
the omnipotence of God becomes the protec- 
tive force and a new pattern of behavior 
results. Such an eventuality is particularly 
salutary in the case of alcoholics. It is a 
known fact that psychiatry often fails miser- 
ably in such cases. Even if it means sub- 
stituting a religious neurosis for the former 
one, it can certainly be looked upon with 
greater favor from the social and military 
point of view. 

Although the foregoing therapeutic in- 
fluences are operative, there is no cause for 
undue optimism as to favorable results. On 
the other hand it is also necessary to con- 
sider the possible destructive effects of con- 
finement. A few of these forces will be 
mentioned. The factor of timing is ex- 
tremely important. When a. man is kept 
in confinement after the peak of his improve- 
ment has been reached, much of the value 
of the experience will be lost. Although 
such a person may continue to be an ideal 
prisoner, he may never again be capable 
of normal social adjustment. It is because 
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of this factor of timing that prisons employ 
the medium of home parole. This procedure 
has been proved highly effective in modern 
penology. 

Confinement sometimes increases hostility 
to authority, thereby accentuating the vicious 
cycle previously described. In such instances 
the offender merely accepts confinement as 
another proof that he is not loved or trusted, 
and that everyone is against him; he ‘feels 
that he is on one side of the fence and 
the world is on the other side. He refers 
to everyone outside of himself as “them” or 
“they.” This elusive “they” are those who 
would harm him. That this concept of 
“they” and “them” is but a transparent ex- 
tension of paternal symbols, can be easily 
discerned by study of the personal histories 
of the men. It is a form of paranoia which 
is present in many of these unstable people 
in varying degrees. 

When the confinement situation fails, not 
only has the man not made healthy identifi- 
cations, but he sometimes makes very un- 
wholesome ones. When the barrier between 
the insecure “I” and the elusive “they” is 
too great, as occurs in the chronic offender, 
he 1s drawn only to those whose unsocial 
tendencies are likewise strongly established. 


In this way the social misfits fortify each ` 


other’s hostilities and fears of normal society. 

If the confinement itself has not been 
adequately handled by the officers in charge, 
it can be a destructive experience. In some 
instances, fortunately very rare, therapeutic 
success could have been attained, but was 
not, because all the salutary influences are 
not coordinated; for example, when proper 
performance was not praised or rewarded, 
or where unjust punishment was meted out. 
Such a situation can turn the balance in the 
direction of destructiveness instead of emo- 
tional growth. Penology is a business in 
which the Army has heretofore not engaged 
on such a large scale. Most of the officers 
and overseers are soldiers and have not been 
especially trained for prison work. In actual 
practice the civilian penologist cannot carry 
over completely his methods of operation 
into the army situation. The problems in a 
- wartime disciplinary installation are patently 
different. The average enlisted man or line 
officer must make many new adaptations 
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and learn the techniques of handling mib- 
tary offenders. Leadership of the normal 
soldier is a difficult task. Leadership of the 
unstable offender is a skilled profession. 
Another factor which can operate in 


modifying the thinking of the prisoners in a 


negative direction is the intensification of 
their problems by ‘separation from friends 
and relatives and by the increase of financial 
burdens to the family. It is true that worry 
about such matters sometimes helps the mm- 
dividual in his relationships as was pointed 
out previously; but in a certain number of 
insecure inadequate individuals it serves to 
overwhelm them still further. This kas been 
particularly manifest when the hardships 
to families impinge strongly upon their 
consciences. 

A very important destructive influence of 
lengthy confinement is based upon the failure 
to provide normal outlets for the sexual 
drives. Repressive forms of sexuality, ac- 
tive or passive homosexual relations, often 
preclude the prospects of normal sexual ad- 
justment in the future. The most trag:c 
situation of all is the traumatic effect of 
forceful submission to perverse praczices by 
youthful offenders at the hands of ruthless, 
aggressive psychopaths. Even the aggres- 
sive individuals have some homosexual fee- 
They show dependency reactiors 
upon their mothers as do many overt horno- 
sexuals, and in confinement often give way 
to all sorts of sexual aberrations, usually 
with a humiliating or hostile feeling towards 
their sexual partners. 

It was pointed out earlier that fear xf 
confinement is a stabilizing influence .upon 
most people. When some men find them- 
selves confined, however, end have already 
lived through the experience, this ear no 
longer acts as a discipline. Individuals who 
have learned hew “to do time” do nct profit 
by the experience. Such persons have built 
up their ego defenses to such an extent that 
confinement does not make much difference 
in their makeup. If anything, the former 
behavior patterns become more firmly fixed. 

Often the so-called severe psychopati 
seems to be entirely untouched by the ex- 
perience of confinement. This type of indi- 
vidual is not fighting parental authority. 


‘To him it does not even exist. His berson- 
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ality is one of a hedonistic instinct-gratifying 
nature witaout concern for the welfare of 
others. He is thoroughly individualistic and 
is comparatively unaffected by external situa- 
tions. His personality was so altered during 
early years by restrictive forces that he no 
longer reacts to confinement. One is prone 
to savy that he dces not “profit bv experi- 
ence,” nor “benefit by his mistakes.” 

On the other hand, perhaps no one is 
entirely unaffected by confinement, and one 
could say that the one major emotional re- 
action to confinement is one of depression. 
There is little happiness in the loss of free- 
dom, the disgrace of a dishonorable dis- 
charge, and the guilt about letting down 
one’s country in time of war. It is only 
the most calloused individual who is en- 
tirely unaffected. 

Perhaps the type of individual who is 
least affected by confinement is the social 
or religious deviate who is punished for 
taking a definite stand along certain emo- 
tionaliy-bound lines. Confinement to him is 
a sort of martyrdom. It is an identification 
with historical or Biblical martyrs and as 
such is neither constructive nor especially 
destructive. 

There are some well-integrated individuals 
who are nct particularly hurt by the experi- 
ence and probably not especially helped. 
Such people may be serving sentences for 
accidental or situational crimes. A feeling 
of relief from the guilt emanating from his 
actions mzy take place. After that it is 
merely a question of a mature adult making 
the best possible adaptation under the cir- 
cumstances. l 

What the Army calls undesirable per- 
formance and what society calls unsociai be- 
havior can be looked upon as a disturbance 
in human character. There is a growing 
trend to discard the term psychopathic per- 
sonality in favor of the designation character 
neurosis. “his term implies fixed behavioral 
abnormalit:es in contrast to the term symp- 
tom neurosis, which refers to the psycho- 
neurotic group. Looked at from the point 
of view of human relations, the individual 
with a character neurosis is no problem to 
himself but is a problem to society, whereas, 
the individual with a symptom neurosis 
suffers acutely himself but does not directly 
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disturb society. The one may be considered 
aggressive action against people, while the - 
other is a submissive suffering at the hands 
of the world. The Army recognizes the 
psychopath as’ one who is showing distorted 
actions, whereas the psychoneurotic is one 
who is suffering from distorted thinking. 
That the two phenomena are reciprocally 
related needs no corroboration.’ 

From the foregoing it may be concluded 
that the major consideration in the psycho- 
dynamics of the confinement of military 
offenders is the determination whether move- 
ment in the intra-psychic reorganization is 
taking place. If it is, it must be determined 
in which direction—constructive or destruc- 
tive—the organization is moving. Abandon- 
ment of diagnostic labels upon the so-called 
psychopathic group gives greater latitude in 
evaluating the men from a dynamic point 
of view. 

With the knowledge that human person- 
ality may be looked upon as possessing a 
flexible quality, the therapeutic program 
must be geared along mobile lines. At 
present the therapeutic program in our dis- 
ciplinary barracks leaves much to be desired. 
The Army, however, has been a leader be- 
fore in new advances in penology. Methods 
introduced at Fort Leavenworth in the last 
war, for example, were copied by civilian 
institutions, 

It is obvious that individual psychotherapy 
cannot begin to scratch the surface for meet- 
ing the many problems of a disciplinary 
barracks. The only workable solution 1s to 
deal with the inmate population as a whole 
and in its various component groups. The 
subject will be discussed from the following 
aspects: (a) discipline and training, (b) 
satisfying the instinctive needs, (c) the ac- 
ceptance of responsibility. l 

Discipline must not be looked upon purely 
from the point of view of a smoothly running 
organization. Many well-disciplined institu- 
tions present no problems in management 
because of the intimidation of the inmates 
into obeying set rules. Yet this alone does 
not signify that the men are going to re- 
main perpetually disciplined after leaving the 
confines of the place. It is necessary to set 
the limits, no matter how rigid, and to 
remain thoroughly consistent about these 
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limits. When the men are adequately in- 
formed as to their limits and are suitably 
punished for overstepping the mark, they 
can make their adjustments accordingly. Un- 
bridled instinctual expressions may be satis- 
fying to the individuals concerned, but they 
are unrealistic as far as the demands of 
society are concerned. In a military discipli- 
nary barracks the discipline must be at least 
as exacting in all respects as in the Army in 
general. Even though a large percentage 
of men may be returned to civilian life, the 
aim of being a good soldier must be kept in 
the forefront as an ever present goal. 

It is the hope of many disciplinarians that 
if a person lives in a disciplined situation 
- long enough, he will develop a pattern of 
performance that will become a part of the 
character structure. It has been found that 
this mechanism only operates successfully in 
a group of over-protected, undisciplined in- 
dividuals who have had an unreasonable 
gratification of their demands without un- 
derstanding the limits of society. Such cases 
are quite rare. Most of the cases do not 
respond to discipline alone. They need un- 
derstanding. This understanding, however, 
must be offered in the framework of a 
closely disciplined authority. 

Training means learning. This implies 
that the individual must learn what consti- 
tutes normal behavior and it also implies 
that he must learn a skill. As to the latter, 
much emphasis has been given by workers 
in the prison field for teaching trades and 
for providing some basic education. This 
is important but it is not the whole pro- 
gram ; individuals with many skills and good 
education can still be decidedly unstable 
socially. It is a hollow achievement to give 
a man a skill only. Unless he has developed 
desirable character changes, he will not use 
that skill as a useful citizen. 

A self-imposed discipline based upon the 
unpleasantness of loss of freedom occurs to 
some extent in all individuals who are placed 
in confinement. But when a man states that 
he has “learned his lesson”. or that from now 
on he is going to “fly right” merely because 
he hates confinement, this need not be looked 
upon as genuine therapeutic improvement 
from the psychiatric point of view. In many 
instances it merely represents the repression 
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of symptoms with the basic need still un- 
satisfied. Such individuals are likely to again 
commit offenses or else they may become 
submissive individuals with a variety of 
somatic symptoms to replace their cutward 
aggressions. 

Discipline alone is obviously not the an- 
swer. Most of the problem soldiers have 
been problems in civilian life. Their his- 
tories show a predominantly large number 
of broken homes and parental rejection. 
They have grown up in an atmosphere of 
insecurity. The social features lacking— 
affection, home attachments and protection— 
are difficult to supply, but encouragement 
of families to maintain their interest in 
the inmates may prove useful in establishing 
some anchorage and sense of belonging. 

Individual psychotherapy can be a highly 
effective instrument in confinement. Men 
who would never consult a psychiatrist m 
the free world respond readily to the pro- 
fessional interest which may be shown them 
when they can no longer solve the:r con- 
flicts in their own ways. These men 
are suspicious of people, but they do not 
voice their suspicions. Giving them an un- 
derstanding of their suspicicusness and mak- 
ing some ettempts to understand their 
reasons for being suspicious serves ofter- 
times to establish a workable transference. 
One of the most unstable criminal psycho- 
paths ever confined at our station told the 
writer: “If you were my commanding officer 
I would never have messed up. You should 
be a major general.” This, of course, was 
but a transparent way of indicating his need 
for identifying himself with a suitable pater- 
nal symbol. It is an obvious transference 
phenomenon. 

The psychiatrist should at all times repre- 
sent, as does the chaplain, the protective, 
gratifying force in the institution. He should 
not be lookei upon by the inmates as one 
who pries into their lives or one who tries 
to extract information that will later be 
used against them. Unfortunately case his- 
tories do condemn the men. If, however, the 
inmates have gained some insight into them- 
selves they do not resent having imparted 
the information. The more actual benefit 
the man receives from his interviews, the 
more he is willing to disclose about himself. 
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When historical data are coordinated’ to 
make meaningful interpretations the men 


realize that unburdening themselves will work | 


to their advantage. Interpretations should 
only be on an ego level with a scrupulous 
avoidance of id material. If sensitive ma- 
terial is too loosely handled the defenses 
are brought into play and the opportunity 
for having established a workable relation- 
ship may be lost. | 

The positive transference mantfestations 
are not necessarily limited to the psychia- 
trist. Overseer, compound commarders, and 
other officers can each be important to some 
of the inmates for having rendered a friendly 
service individually or to the group. Rewards 
are always more effective than premises. 

Group psychotherapy, mentioned earlier 
as a constructive factor in confinement, has 
engaged the interest of psychiatrists recently. 
This method of treatment is comparatively 
new and there is no set agreement as to 
technique or as to its effectiveness. The 
whole subject was covered by the author 
in a previous publication(r). 

As an outgrowth of the group sessions 
and from conferences with Col. Weyand and 
Lt. Col. Bruscas, commandant and execu- 
tive officer of Fort Missoula, respectively, a 
program for the improvement of the methed 
of restoration is being offered. This pro- 
gram will be discussed from the point of 
view of the third point above mentioned, 
namely, the acceptance of responsibility. For 
the men who have not been recommended 
for restoration, this subject is left in abev- 
ance. It is not to be ignored. The only 
points worth mentioning are those of suit- 
able job assignments and placing the men 
on local parole. For the men who are going 
back to duty, however, the Army must be 
very deeply concerned; the question of the 
fighting effectiveness of the restored prisoner 
and the effect upon the morale of the other 
soldiers of his unit 1s involved. 

At present the policy of restoration varies 
to some extent in the different disciplinary 
barracks and especially in the rehabilitation 
centers. The training program at Fort Mis- 
soula covers a 3-months period in the dis- 
ciplinary company. Men are not assigned 
until they have been recommended by the 
psychiatrist, the psychiatry and sociology 
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Board and the commandant and approval 
has been obtained from the War Department. 
The men live in a closely disciplined situa- 
tion but are accorded some privileges such 
as attending the movies and messing with 
the enlisted personnel. This latter has proved 
to be one of the most salutary influences in 
the readjustment of the inmates to true 
military life. There have been reported in- 
stances from other installations where the 
restored prisoners have taken out personal 
grievances against their former guards after 
their restoration. Such things do not happen 
here because the men are granted an oppor- 
tunity for fraternization while they are still 
in the status of prisoners. This practice is 
recommended as standard procedure. 

The opportunity for getting into trouble 
should not be denied the inmates who are 
about to be restored.’ If a prisoner is alco- 
holic or shows unstable traits in other ways 
it is better to find it out while he is still a 
prisoner than after he is restored to duty. 
The disciplinary barracks do not operate 
under the plan of restoration with the sen- 
tence remaining in suspension. If a man is 
restored to duty he is in all respects an 
honorable soldier. .When a man in the 
disciplinary company reveals that he cannot 
be a good soldier he should be returned to 
the regular inmate population. He should, 
however, be given an opportunity for a hear- 
ing before a disciplinary board before such 
action takes place. 

The training program must be flexible 
enough for adequate evaluations as to the 
readiness for restoration! on a reality testing 
basis. Although 3 months in the discipli- 
nary company is considered a suitable time 
for such assignment, the program need not 
be thus limited. Some men may be ready 
for restoration in that time; others may 
require 6 or 8 months. During this period 
there must be a gradual assumption or 
responsibility, progress being accompanied 
by relaxation of the restrictions. The pro- 
gram should be so geared that by the time 
the men are restored to duty they will have 
been living for some time the lives of normal 
soldiers, so completely identifying themselves 
with the other soldiers that the thought of 
being prisoners is far from their minds. 

If such a program were in operation there 
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could be more liberal policy of selecting men 
for restoration. Each would be given the 
acid test of his readiness to restore. No 
change need be made in the method of selec- 
tion but greater emphasis can be laid upon 
the stabilization of formerly unstable people 
so that the constructive factors of confine- 
ment can be adequately utilized by the Army. 
It should be a cardinal principle that when 
a man gets into the disciplinary company he 
will without question be restored to duty 
unless he displays a poor attitude to dis- 
cipline or his acts are, such as to discredit 
m@him. Following his course of training he 
should be given a furlough. This policy is 
maracticed at this station as it is at other 
disciplinary barracks. It is highly desirable 
notivating force to proper behavior. 
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CONCLUSIONS 


The psychoċynamics of confinement of 
wartime military prisoners was discussed. 
The constructive and. destructive factors 
affecting the men were mentioned. The 
abandonment of diagnostic labels has enabled 
the psychiatrists to look upon the military 
offenders from ihe point of view of dynamic 
formulations which are capable of change 
as the situation demands. Finally, scme sug- 
gestions were offered for therapy and for 
preparing the prisoners for restoration to 
duty. 


BIBLIOGRAPHY 


r. Solomon, Jos. C., and Axelrod, Pearl. Group 
psychotherapy ter withdrawn adolescents. Am. J. 
Dis. Child., 68: 86-101, August 1044. 


NEUROSIS AND GROUP MOTIVATION 
MARTIN H. STEIN, Capratn, M.C. A. U.S, 


The importance of neuropsychiatric casu-° 


alties in the Army is something which goes 
far bevond the actual number of patients 
who are treated as neurotics, or who are lost 
to combat. The statistics we have measure 
only the men lost with this diagnosis; they 
do not take into account the intangibles, the 
inefficiencies, the demoralizations, the group 
confusions and panics, the disciplinary in- 
fractions, which are parallel problems. 

For this reason, any discussion of military 
psychiatry must necessarily be part of a 
larger discussion of military efficiency. The 
psychiatrist must be aware that while he is 
the expert who is primarily interested in 
the development of clinical mental disease, 
he is also part of a much vaster program 
which is directed toward making the Army 
fight better. 

It is not the psychiatrist’s place to pre- 
scribe conditions of combat, or even training 
or personnel management; but he does have 
one skill which may be of considerable value 
to the Army in an analysis of military effici- 
ency. It is possible by observation of the sick 
to deduce a good deal about the state of 
the healthy soldier. Moreover, a knowledge 
of the dynamics of the neurotic soldier does 
give the opportunity to draw conclusions 
concerning the effect of battle on all soldiers. 
It is dangerous, of course, to judge all sol- 
diers by neurotic casualties; but properly 
done, the analysis may be highly valuable, 
since the important dynamic processes in all 
scldiers in combat are basically similar, 
though varying in degree and importance. 

As we have gained more experience, we 
have become more and more convinced of 
a single, at first discouraging fact: that when 
a neurosis became well developed in combat, 
the soldier’s future usefulness as a fighter 
was permanently limited. For this reason 
we have become more interested in the other 
side of the problem, that of prevention of the 
neurosis. Fundamentally, this is a larger 
field than treatment, and a more productive 
one, for neurasis can be prevented, just as 
it can be precipitated. Morecver, since a 


658 


study of the problem involves basic question: 
of military efficiency, it may be possible fom 
psychiatry to contribute to this larger field 

In discussing prevention of neurosis, i 
is necessary to limit the field rather sharply 
defining exactly what can be accomplishedll 
There is no doubt that the primary cause c 
neurosis in combat soldiers is actual ex 
posure to battle itself, to the threats of deat: 
and mutilation, to danger and hardship. Ma 
may as well be accepted that these conditions 
are fixed, and that tactical situations wi 
often demand heavy casualties. 

A second factor in the development 
neurosis is the previous personality of tt 
soldier, the thoughts, emotions and behavic 
patterns developed throughout his life, whic 
he brings into the Army with him. Screer 
ing at induction and at replacement trai; 
ing centers has done much to eliminate tl 
severe neurotics, those men who are fro 
the first completely unfit for combat. 
cannot, and should not, do more than the 
This leaves, therefore, a very large group 
healthy individuals, and a smaller group wmm 
have well marked neurotic traits. These me 
are fit for duty, but a certain proportion 
men will develop neurosis in combat unc” 
anxiety, producing conditions. The healt 
individuals will show more resistance to tt 
development, but they are far from immu» 
Our experience has been, in the past yea 
that only a relatively small percentage 
neurotics we see in combat units could ham 
been rejected at induction, or for that m 
ter, should have been. It is quite clear t 
that the soldier’s premilitary personal 
cannot be essentially altered by us. T 
Army has neither the time nor the person 
to engage in the prolonged and intens 
psychiatric procedures which would be n 
essary for any such program. Moreov 
the results would be very questionable. 

What is left then, after eliminating — 
possibilities of altering combat itself, or 
personalities of the men exposed to it? W 
remains in the whole complex of attitudes, 
liefs, feelings and behavior patterns is kno 


1946] MARTIN 
as “morale.” Morale is the individual’s feel- 
ing toward his group, his degree of identi- 
fication with it, and the group’s feeling about 
itself. Its primary effect is to determine the 
military efficiency of that group—whether 
it is a squad or an army. That morale can be 
actively influenced by deliberate measures is 
beyond doubt. It is not fixed. It can be 
built up, and it can be destroyed. 

The importance of group morale in the 
prevention of neuropsychiatric casualties is 
not easy to prove by statistics, because of the 
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The rise of this anxiety to incapacitating 
levels is by no means inevitable, nor is it 
regular in its course. When anxiety mounts, 
the individual reacts in a predictable way. 
He experiences discomfort, which, if pro- 
longed or intense, leads him to develop 
hostility toward the source ož the anxiety 
which tortures him. If he reacts in a healthy 
fashion, his hostility is expressed toward the 
real author of his difficulty, the enemy. If 
possible, this takes the form of more intense 
efforts to destroy that enemy. When he is 


thus able to react to his anxiety and the 
hostility engendered by it, by effective ag- 
gressive action, he has employed a desirable 


mmany variables, and the difficulty of measur- 
mung morale mathematically. That neuroses 
mend to occur more rapidly in demoralized 


nits is a common observation. An example, 
me of many, is cited, of the sudden occur- 
‘ence of a large number of acute neurotic 
actions in a single company. These fol- 
owed the self-wounding of the commander, 
“uring combat, resulting in demoralization 
af his unit. 

The neuroses which develop in combat 
=s isplay certain dynamic phenomena which 
mphasize the paramount importance of the 
idividual’s relation to his group. It is in 
ais respect, as well as in their repetitive 
and highly traumatic setting, that they dif- 
2x most sharply from neuroses commonly 
en in civilians (Weinstein and Drayer 
1)). It is probable that most soldiers 
bor under an increased load of anxiety, 
ven when not exposed to combat. This is 
rne out by clinical observation, as well 
; by Rorschach studies (Linn(2)). 

In combat, the soldier is exposed to a 
ries of powerful stimuli which ‘produce 
“xiety, chiefly by threatening life. He suf- 
rs anxiety in some form most of the time. 
enerally, he is able to deal with this in an 
equate and economical way, permitting 
n to continue to function as an effective 
idier. While disposing of this anxiety may 
sult in some loss of energy, he is still 
ssessed of enough to go on with his duties. 
hen, however, his anxiety rises to intoler- 
le levels, when so much of his energy is 
yuired to deal with it that he becomes in- 
ective, he has become clinically neurotic. 

e combat induced neurosis is, by this 
ndard, an illness which results from 
xiety, and which is measured in terms of 
s of effectiveness due to that anxiety. 


means of disposing of his feelings. There is, 
therefore, no new reason for an increase in 
his anxiety. He has acted, meanwhile, as an 
effective soldier. 

Whether he can function in this way de- 
pends upon what means are at his disposal 
to combat anxiety by proper and effective 
action, action which implies the ability to 
express aggression in a desirable fashion. 
It depends, too, upon those resources which 
make it possible to endure anxiety. Both 
the capacity tc express oneself in effective 
action in modern warfare and to endure. 
anxiety, involve identification with a group. 
The individual zifleman cannot, as an indi- 
vidual, act against the enemy artillery which 
precipitates his anxiety ; nor would he endure 
it, were it not for his loyalty to and depend- 
ence upon his fellows. This capacity for ade- 
quate expression involves more; the ability to 
direct hostility in an active faskion, hostility 
which has as its immediate goal the destruc- 
tion of the enemy. 

These abilities, first to identify with a 
group, and second, to express hostile drives 
effectively, are interdependent. The indi- 
vidual who forms healthy attachments to his 
company, division and to his nation, directs 
his hostility toward those forces which 
threaten it. The individual who is able to 
direct all of his hostility outside the group, 
is facilitated thereby: in his identification 
with it. 

The neurotic, on the other hand, finds 
himself unable to identify with the group 
in a healthy fashion. His group as well as 
his individual attachments are marked by 
overdependence and overconformity, or on 
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the other hand, by rebelliousness. Most 
often, his identification is highly ambivalent, 
and subject to sudden changes from devotion 
to enmity, when he feels disappointed or 
temporarily isclated. His loyalties are too 
often highly personal. This relationshio is 
dangerous by itself in any combat situation, 
complicated as it is by the involved nature 
of the neurotic attachment, laden with de- 
pendence, devotion, jealousy and guilt. 
The group, and the authority which it 
possesses, are to the neurotic a source of 
strength and fear, It is something to depend 
‘on, a source of comfort when the situation 
produces anxiety, and even an outlet for 
sublimazed drives arising from inner, per- 
sonal conflicts. His guilt and hostility may 
be expressed by highly effective combat ac- 
tivity. 3ut his ambivalent relationship with 
the very group of which he is a part, his 
hostility toward that authority which sup- 
ports him, places him under a considerable 
handicap, which most often reduces his com- 
bat effectiveness well below average. 
. The process of development of incapaci- 
tating anxiety in combat is qualitatively the 
same in the previously neurotic and the 
healthy soldier. It is simply a more rapid 
and more malignant process in the neurotic 
individual; but it- does occur in healthy 
average soldiers as well. It is precipitated 
when the soldier finds himself in a situation 
which remains intensely anxiety-producing, 
but which permits of no prospect of aggresive 
action; most often it marks a chenge in the 
soldier’s relationship to his group. This 
alteration occurs when as the result of heavy 
casualties, he 1s led to feel that his group is 
no longer capable of protecting him, that it 
is’ weak, ineffective, badly led or inimical 
to his own welfare. Frequently, it follows 
a weakening of group ties by physical separa- 
tion, generally by prolonged hospitalization 
for any cause. Instead of feeling himself part 
of a company, he has now become a lonely, 
frightened individual, forced to protect him- 
self in other ways. 
At the same time, his hostility is expressed 
neurotically—that is, not against the object 
really responsible, the enemy who may fire 
back, but against the forces who in his eyes 
were more immediately at fault for his pres- 
ent plight. These are his immediate supe- 
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riors, higher commanders, the Army, the 
nation, even our Allies, This rise in hostility 
toward the group and its authority, toward 
the only forces upon which he can depend for 
security, involves without fail a further in- 
crease in anxiety. This pattern, a vicious 
circle of anxiety and hostility, fixes the 
neurosis and disables the soldier. 

In the neurotic, the sense of separation 
from the group occurs much more rapidly 
because of the ambivalent and flimsy nature 
of the relationship. For similar reasons, 
because a pattern of diffuse and misdirected 


. aggressive drives has already been set up, 


hostility serves, not to produce effective 
action, but rather to rebound upon authority, 
to produce more anxiety, and frequently tc 
reopen old conflicts. 

This disruption of group relationship: 
marks every neurosis which arises in com- 
bat. It may be manifested by withdrawa 
from one’s fellows, and irritability, by in 
creased hostility toward authority, and mos 
frequently by a type of thinking and feelings 
about one’s group which is characterized b» 
catastrophic or negating expressions, e.g 
“The platoon was wiped out,” “All my bud 
dies are gone,” “The outfit isn’t what it use» 
to be.” All of this is accompanied by hos 
tility, often toward the higher authoritie 
who ordered: the soldier into combat or wh 
planned the battle, rarely toward the enem: 
Sometimes hostility is directed toward tt 
individual himself, as guilt; in this case h 
attitude toward the group is that he has b- 
trayed them or that he is unfit to lead ther. 
How the group relationship is disturbed, ar 
how hostility expresses itself, whether t» 
ward authority, toward oneself or as diffu 
rage, depends to a considerable extent upc 
the previous pattern of the personality. 
any case, once this development has tak» 
place, the soldier has become ineffective. 

Since the development of neurosis is 
dependent upon loyalty to and identificati» 
with the group, and the proper expressie 
and direction of hostility, these points am 
the key to its prevention. For that reasc 
any program which is directed toward t 
prevention of neurosis should be judged 
these standards: first, how miuch does 
encourage group identification, and to wl 
groups; second, to what extent does it dire 
the soldier’s hostility into proper channe 
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It is worth emphasizing that the attain- 
. ment of these objectives accomplishes more 
than merely hindering the development of 
neurosis. All of our studies of AWOL have 
led to the observation that the average 
AWOL is not a neurotic, but he is a man 
who differs from the good soldier in one 


important respect. He is never completely ` 


identified with his group, nor does he form 
strong attachments within it. When he acts, 
he acts logically as an individual. He leaves 
combat because he is interested only in pre- 
serving his own life; group loyalties mean 
little to him, and group punishment short of 
death means equally little.. Any program 
which will make these men. more loyal to 
their group, more dependent upon it for 
emotional security, and more afraid of its 
bad opinion, may be expected to have a bene- 
ficial effect on the incidence of AWOL. 

In the same fashion, it may be anticipated 
(and this is standard military doctrine) that 
a program which improves functioning as a 
member of a group, which fosters group 
loyalty and responsibility, makes a good man 
a better combat soldier. The soldier who 
feels that he is a part of an effective group, 
a group which is protecting him, and whose 
interests are identifed with his own, is a 
far better fighter than a man who fights only 
for self-protection. Moreover, the soldier 
who expresses his hostility against the enemy 
habitually, and when. he is anxious, rather 
than against his leaders, is a far better soldier 
for that fact. 

It is evident that any far reaching program 
directed toward the prevention of psychiatric 
casualties must be closely related to the 
equally important problem of AWOL, and 
the even more important one of increasing 
combat efficiency. The usual criticisms of 
any such program are first, that it destroys 


individual initiative by making the soldier © 


into a robot, unable to act effectively by him- 


self; second that the arousing of hostility to- 


ward the enemy has undesirable effects on 
the soldier’s character, and is fraught with 
danger to his future behavior as a civilian. 

The inculcation of a healthy group spirit 
certainly does not destroy the soldier’s 
ability to act adequately as an individual; it 
rather fosters it. Those people who are the 
best adjusted in their own individual and 
family ties make the most effective larger 
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group adjustments as well, and are the best 


‘soldiers in combat. It is safe to say that 


really good military discipline does not de- 
stroy initiative, but allows the indivicual 
soldier to direct it into channels which are 
beneficial for the group. Thus impelled, he 
uses the same initiative to devise a way to 
save a comrade, to destroy the enemy, to 
make himself useful to his group. It is cer- 
tinent to remark that good soldiers, in this 


sense, make good citizens. 


The second criticism, that of the danger 


.of arousing hostility taward the enemy, 


ignores an important principle. Grinker(3), 
for examp‘e, recommends that “propaganda 
for hatred of the enemy should not be em- 
ployed, sinze such hatreds eventually become 
self-destructive.” Any program of indoctri- 
nation does not create hostility; it merely 


- provides ior its direction into proper chan- 


nels. Even Hitler did nct primarily create 
hostility; he directed that considerable 
amount already present into channels useful 
for his purposes. Hostility exists in, every 
individual who is anxious or threatened; it 
is especially prominent in soldiers with com- 
bat experience. It makes itself evident when- 
ever they are frustrated or unhappy. It is 
created by war, and it is undesirable only as 
war is undesirable, and avoidable only as 
war is avoidable. Once it is present, it is 
necessary to direct it, to allow it to be ex- 
pressed in such ways that it will do the 
enemy the maximum of harm, and thus, tor 


„the period of the war at least, be a useful 


force. Hostility should not be confused with 
rage, whick is powerless and without pur- 
pose. Well directed hostility is capable of 
much constructive work, most-of all in the 
soldier. Hastility which is ignored and al- 
lowed to become diffuse is highly destructive, 
not only to the individual but to his group. 

‘The program for preventive psychiatry 
must therefore be based on these two goals: 
group: loyaity,, and proper expression of ` 
hostility. The first goal, that of identificaticn 
with the group, is the one toward which 
most progress has been meade so far, and is 
the one usually thought of as “morale.” 
Since it is a fighting group we are discuss- 
ing, the term morale becomes synonymous 
with the soldier’s willingness to fight as a 
member of a group. 

Many of the methods which are aa 
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to attain this purpose are well known and 
have been used by armies long before psy- 
chiatry was ever considered. The training 
of recruits, and even of older soldiers, has 
always had, at least since Roman times, pride 
in the unit as one of its chief goals. This 
was the purpose of having battle flags, stand- 
ards, unit citations, and similar measures. 
Moreover, in his training, the new soldier 
is taught, often mechanically, that it is bet- 
ter to be coordinated with others, that there 


is a pride to be taken in the ability to operate _ 


in groups, that it is less fatiguing to march 
_In formation. It is certainly possible that 
more could be done in this respect to explain 
to the soldier what value this has for him, 
because all too frequently such training is 
met with resentment. 

The American soldier, under favorable 
circumstances, identifies very rapidly with 
his immediate group, the platoon, cr com- 
pany. He makes friends within it, he suf- 
fers its hardships and benefits by its privi- 
leges. Practically every soldier develops an 
attachment to a buddy, a relationship which 
sustains him in danger, and which gives him 
his first lessons in group activity and indi- 
vidual sacrifice. Buddies are often killed, 
however, and more often wounded or re- 
moved from the scene in other ways. In this 
case, the scldier who has no broader ties 
finds himself lacking any support, and is 
“very. likely to develop great anxiety. The 
average soldier can, however, identify suf- 
ficiently with his company to carry on. 

To a less degree, the same is true of those 
men who have developed a firm attachment 
only to their companies. So long as the 
company remains a unit, they have some- 
thing to sustain them; when it is decimated 
in combat, or when they are separated from 
it by wounds or illness, this attachment too 
loses its value. 

Because of this, there has been a very 
definite attempt to inculcate a wider range of 
identification, to include the regiment, divi- 
sion and army, units which are relatively 
indestructible. This has value in proportion 
to the size and permanence of the unit; and 
it has been successfully fostered by such 
methods as distinctive insignia, newspapers 
and rest camps. 

Underneath all this is the need to have the 
soldiers regard this group, whatever its 
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size, as powerful and good. He must look 


upon his company, or his army, as a group 


which is powerful enough to accomplish its 
mission, to protect him, and to appreciate 
him. He must feel that the mission of the 
group ig Ais mission, and that it can and 
will be carried out. 

Probably the most elementary require- 
ment in all of this is leadership—leadership 
particularly at the level where the soldier 
can see it and feel it. The platoon, company 
and battalion commanders do not merely 
represent the leadership of the unit. They 
represent, rather, the soldier’s idea of au- 
thority and leadership in the Army as a 
whole. The company commander is some- 
times described in manuals as the soldier’s 
“father.” This is a sound analogy, because 
he is, to the soldier, the most immediate 
person of great authority. For this reason, 
there have been many examples in combat 
of high neurosis rates occurring in single 
companies which had conspicuously poor 
leadership ; and similarly, low rates in others 
which had unusually good commanders. 

The fact that this is not purely a personal 
attachment (except in the case of previously 
neurotic soldiers) is indicated by the finding 
that when a good company commander is 
killed, his company continues to function 
better under a new commander than a unit 
which had been badly led before. Good junior 
officers, therefore, have an influence which 
goes far beyound their personal relationships. 

The company officer’s ability to prevent 
neurosis depends upon the same qualities 
which make him an effective combat leader, 
not upon any special psychological training. 
Neurosis cannot be prevented by talking 
soldiers out of it; it can only be prevented 
by leadérship which makes it unnecessary 
for it to develop. There are innumerable 
ways in which this operates—from the first 
principles of good discipline (which makes 
the soldier believe his group is fair and just), 
to the demonstrated ability to function well 
in combat (which makes him feel it is power- 
ful). He has many other functions as well, 
which will become evident as other aspects of 
the subject are discussed. In any case, the 
company officer is the key to morale in the 
U.S. Army. The importance of his attitudes, 
his behavior and beliefs, is obvious. 

This does not imply, however, that other 


1946] 


and wider factors are not of great impor- 
tance in this respect. The functions of higher 
echelons are obvious in the attempt to pro- 
duce wider identifications. A regimental 
privilege, or an army rest camp, have definite 
functions in reminding the soldier that he is 
part of something bigger, that this larger 
unit is powerful, and that it is looking out 
for him. There is no doubt that this pro- 
gram has had considerable success, and that 
it is equally sensitive to leadership in the 
various echelons. 

There is, however, much more to be done. 
The soldier who fights only because his com- 
pany or division fights, with no further ideas 
about it, may react with anxiety and resent- 
ment when those units suffer inevitable 
casualties, and when he himself is exposed 
to anxiety producing situations. It is neces- 
sary on all counts to encourage not only im- 
mediate identification with company, regi- 
ment, division and field army, but with the 
Army, and with the American war effort as 
a whole. The soldier who is able to make 
this wider identification has further protec- 
tion from anxiety because he feels himself 
to be a member of the most powerful group 
in the world, a group which supports him, 
and for which he fights, and a group whose 
larger interests are his own. In addition, 
when he does develop hostility, instead of 
directing it at American (or Allied) groups, 
such as civilians, the draft board or other 
groups, he will direct it where it belongs— 
at the common enemy. There is little doubt 
that this can increase his effectiveness as a 
soldier; and it is our firm belief that it can 
have only a good effect on the incidence 
of neurosis. 

That this is a tremendous job is unde- 
niable; that it cannot be completely accom- 
plished in the time and with the facilities 
available, is also true. But it has been begun, 
and everything which is done in this direc- 
tion is highly valuable. It should be em- 
phasized that we are not trying to make bad 
citizens into good ones; it is merely a mat- 
ter of improving the group feeling already 
possessed by the average American. 

-It is possible to foster this widest and 
most important of group relationships by 
an instrument which is already available— 
information. The desirability of Allied vic- 
tory, and its necessity, from the point of 
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view of the citizen-soldier are sufficiently 
clear. It is unnecessary to employ propa- 
ganda, in the usual sense of the word. The 
lines are clearly drawn between the worki of 
the United Nations, and world of the Axis. 
The average American soldier, given the 
facts, 1s capable of understanding them. 

The Army has already embarked upen a 
program which has as its objective the =re- 
sentation of these facts in an interesting and 
clear fashion, through the agency of the 
information-education service. While it may 
be impossible to measure any distinct crop 
in the neurosis rate ascribable to this pro- 
gram, the results have become evident in 
other ways. It is certainly our impression 
that the average soldier is better informed 
now then he was two years or a year ago, 
that he feels more strongly the necessity 
for our victory, and that he has more 
understanding of his own place in the war. 
Even the neurotic is less likely to blame 
his commanders or our strategy for his 
discomforts. It is our experience, too, that 
all soldiers, healthy and neurotic, vill 
accept such a program when it is skillfully . 
presented. A “war picture’ produces revul- 
sion in soldiers, not because it is about the 
war, but rather because it is pointless or 
inaccurate. Even most neurotic patients 
willingly attend and become interested in the 
superior type of documentary film which has 
been made available, in spite of its obvizus 
anxiety-producing qualities. It gives scme 
comfort to know that one has suffered for 
the attainment of a worthwhile goal. But the 
important field of endeavor for all these 
measures must be the healthy soldier. He is 
still capable of normal and strong group 
loyalties, and of expressing his aggressive 
drives in such a way as to destroy the 
enemies of his group. The program is szc- 
cessful in the degree it fosters these patte-ns 
with respect to the Allied war effort. 

This leads to certain conclusions con- 
cerning the value of various types of grcup 
appeals and emotional drives. Some are 
doomed to failure by their lack of inclusive- 
ness, a defect which may lead to some grcup 
identification, but which allows the develop- 
ment of serious hostilities within the effect.ve 
fighting group itself. 

Efforts to direct hostility toward the 
Japanese on the basis of their race and co.or 
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may have some fleeting value, a value which 
is completely lost when the soldier finds him- 
self a.member of an extremely mixed group, 
fighting, perhaps, against Germans who look 
like the people of his home town. Only 
hostility which is directed toward the polit- 
ical and social aims of the enemy avoids 
this impasse; and cnly group identification 
which includes all groups of good will and 
similar war aims is likely to be really effec- 
tive in the widest sense. 

This discussion does not imply that other 
means of fostering grou> motivation are any 
less effective. The value of physical con- 
ditioning is well known, for itself; but it 
should.also be thought of as a further means 
of eleveting group identification. The same 
is true of combat training, which has tre- 
mendots value, not only in its fostering of 
individual confidence and efficiency, but also 
in its stress upon the functioning of the 
individual as an important and effective 
member of a group. 

Popular presentations of the dynamics of 
fear are certainly valuable, particularly ior 
commanders; but insight alone is very little 
protection tor an anxious soldier who needs 
strength. 

One final criticism of the program is 


based upon the observation that among the ~ 


best informed and motivated individuals, one 
may discover an unduly high proportion of 
neurotics. This high proportion ‘is rather a 
reflection cf the fact that the average stand- 
ard of information in the group is still far 
from high. The well-informed individuals 
are, therefore, deviants from the social norm. 
In many of them, an interest in world affairs 
is a response to chronic anxiety, rather than 
a manifestation of an active interest in the 
environment; in others, political interest 
results from chronic distrust and hostility 
toward any authority. When, however, this 
general standard of iniormation is elevated, 
or the group tested is superior in intelligence, 
this observation is reversed. 
It has been our experience, moreover, 
that the well motivated and well informed 
neurotic is far more effective in combat, and 
in the military service generally, and is more 
responsive to therapy, than the much larger 
number of neurotics who are indifferent to 
the war effort. In general a neurosis makes it 
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more difficult to develop effective group 
motivation. 

There is little doubt that at any stage of 
group motivation, some soldiers will still 
develop netiroses in severe combat, just as 
some will desert. But it is possible to reduce 


their number significantly below the present 


one. The factors which influence group 
motivation are the most effective instruments 
for this purpose. ` 
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It is impossible to make combat itself any 
less dangerous or pleasant. It is also impos- 
sible to improve to any great degree the in- 
herent emotional stamina of our manpower. 
It 1s feasible and essential, to prepare men 
emotionally in such a way that their reaction 
to combat will be better. This emotional 
preparation is “morale.” 

Neurosis develops when anxiety reaches 
such a point that it requires most of the 
soldier’s energy to fight it, and it interferes 
seriously with his ability to fight the enemy. 

The development of neurosis in a given 
combat situation depends upon the extent to 
which the soldier has become part of his 
group, also the direction and effectiveness of 
the hostility which is aroused. Resentment 
and hostility are present in every soldier, 
particularly when he is under stress. If they 
are directed toward the enemy in the form of 


effective action, he can function as a good 


soldier, and is less likely to develop more 
anxiety. If they are misdirected, or cannot 
be expressed, excessive anxiety develops, 
and may be disabling. 

Good morale protects the soldier from 
anxiety, first, by offering him the protection 
derived from group identification, and sec- 
ond, by directing hostility into proper chan- 
nels, It does not produce hostility ; it mérely 
directs that which is already present. 

The primary step in good morale is the 
establishment of superior leadership, partic- 
ularly at the company level. Identification 
with larger military units, such as the regi- 
ment, division and field army, are desirable 
because of their greater permanence and 
power, protecting the soldier when smaller 
units are disintegrated in combat. 

It is essential to inculcate loyalty toward 
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larger and more stable groups, toward the 
Army, the government, the nation and the 
Allied war effort. This program, based 
largely upon furnishing information to the 
soldier, when skillfully presented by able 
officers, has been accepted by the soldier, 
even by the neurotic soldier. It has been 
especially ‘useful in directing the hostility 
already present into proper channels, away 
from command, authority and' allied groups, 
and toward the enemy. 

Psychoneurotic casualties will eventually 
. occur in combat no matter how good the 
group morale may be. Nevertheless, high 
morale will delay their occurrence and lower 
their expected incidence. 
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Finally, it is our contention that a so-dier 
who is well led, knows why he is fighting 
and believes in the necessity for figh=ng, 
will not only remain on the line longer and 
fight better, but will be less likely to be dis- 
abled by neurosis. 
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Hysteria plays an important rôle among 
those who complain of being hard of hearing. 
Just how much of the soldier’s hearing loss 
can be attributed to actual physical loss, and 
how much to hysteria or malingering, is 
difficult to determine. 

True hysterical deafness, however, can be 
determined with reasonable accuracy. The 
patient is given a careful examination by a 
qualified otclogist. The air and bone con- 
duction, the amount of vestibular response, 
the speech and the voice changes are all im- 
portant phases of the diagnosis. The patient 
is given several audiometric examinazions. 

Marked variations of the audiometric tests, 
including fluc-uations of hearing perception, 
are of extreme significance in diagnosing 
hysterical deafness. The patient is also 


examined by the psychiatrist to determine | 
whether or not he has hysteria, or one of 


the other allied neuroses. 

We have found the functional hearing loss 
among certain types of personalities. There 
is the hysterical soldier with the typical emo- 
tional background and symptomatology. 
There are patients with a traumatic cr 
toxic history in whom the functional hear- 
ing loss remains after physical recovery. 
There is the type in which the hearing has 
ceased scme time in the past because of deep- 
seated psychological conflicts or the deafness 
has been precipitated as a result of severe 
psychic trauma. There is also the so-called 
egocentric type who hears only what he 
wishes to hear. We all unconsciously ex- 
clude sounds which we do not want to hear. 
The egocentric type, however, carries this 
exclusion to an extreme. l 
= The treatment of these patients is con- 
ducted by d psychologist under direct super- 
vision of the chief of the psychiatric division 
of this'hospita!. In cases where the disability 
is totally functional, the patient is convinced 
in three or more interviews that he will be 
able to hear normally. He is introduced to 
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people that have recovered their hearing 
through narcosis. He receives their assur- 
ance as to the success of the treatment. 
Group suggestion is used, usually in the form 
of typical army informal discussion groups, 
wherein the patient about to be treated and 
those who have recovered are brought to- 
gether in a group to talk over their difficul- 
ties. The patient is repeatedly reassured 
by the therapist that his case is typical of 
those already cured. He is told that he will 
merely go to sleep and wake up hearing 
normally. Every effort is made to prove to 
the patient that he has hearing and that the 
treatment will enable him to use it. Often 
the patient, after questioning, will remem- 
ber instances when he has heard well. He 
will be shown that his hearing is due to 
some nervous trouble because it is obvious 
that he can hear better when he is not emo- 
tionally disturbed. Other such devices will 
be adapted by the therapist to fit the indi- 
vidual cases. When the patient is fully con- 
vinced that his hearing is about to be re- 
stored, he is ready for narcosis. 

In all these cases sodium pentothal is given 
intravenously. The average case requires 
administration of the drug for about 25 min- 
utes, preferably in the surgery division where 
oxygen is available. The patient is placed on 
the operating table. A Ravox or other hear- 
ing aid is placed upon his “bad ear.” He is 
again reassured that upon awakening, his 
hearing will be restored and that any other 
conversion symptoms he may have are about 
to be eliminated. As the injection is made, 
the patient is instructed to count backward 
from 100 to 1. His conversation will usually 
become incoherent before he has counted 50. 
The pentothal should be administered slowly. 
The anesthetist, should either gauge the 
speed of the injection so that the patient will 
receive three-fourths of a gram or less within 
30 to 40 minutes, or inject it at such a speed 
that the patient will be in a so-called babbling 
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narcotic state for most of the desired time. 
When, with the use of thé hearing aid, the 
patient will count and stop counting upon 
request, he is asked the following questions: 
What is your name? Your age? Your rank? 
Your serial number? Your home address? 
Your wife’s name? He is assured and re- 
assured that he is now about to recover his 


hearing. The hearing aid is removed and ` 


the external ear is sprayed with ethyl chlo- 
ride, ether or some other harmless chemical 
that greatly changes the temperature of the 
skin. Then the therapist begins to ask ques- 
tions without the use of the hearing aid. 
Sometimes a great amount of suggestion and 


persuasion is needed to ‘Secure answers. ` 


After each answer, the patient is assured 
that he hears well because he heard and 
answered the previous questions. The pa- 
tient’s eyes are closed. The hearing in one 
ear is blocked out and the therapist continues 
to ask the questions and backs away slowly 
to a far corner of the room. He then assures 


the patient that he hears well, the attendant. 


tells him that the therapist was far away 
and that his hearing is now perfect. The 
procedure is then repeated with the good ear. 
` Many times the patient will not hear at all 
when the hearing aid is removed. Continued 
rapid suggestion should be given until all 
effects of pentothal are gone. Many patients 
do not admit hearing until several hours 
after treatment. E 

Usually at the end of 2 hours, the effect of 
pentothal wears off and the patient is aware 
that he can hear well. Conversation must 
be smooth and persistent. Under narcosis 
the patient forgets in a few minutes a large 
part of the details of what he has said prior 
to the treatment. He also- forgets that his 
hearing has returned. He must be informed 
again and again that he can hear. By this 
time the emotional blocks that lead to the 
symptoms of hysteria are being resolved, 
thus obviating the danger of the symptoms 
returning or becoming converted into other 
symptoms. We, however, must continually 
reassure the patient that he is stronger now 
and can handle every difficulty, that he can 
hear normally and that all head sounds will 
disappear in a day or two. This reassurance 
must be continued as long as the patient is 
under the effects of the narcosis. 

Forty-five patients were treated by the 
method outlined. 
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REPORTS OF CASES 


CASE I.-—This 20-year-old male had an insecure 
home life and an unstable unhappy youtk. In 
civilian life he had worked as a blaster; occa- 
sionally after blasting he would be unable ta hear 
for a few hours. He developed the fear that he 
would lose his hearing entirely. Upon entering the 
Army he worked diligently and received the rating 
of a corporal. He develop2d however a marked 
aptitude as a blackmailer. A soldier under his juris- 
diction returning late on a pass or caught vith a 
pair of crcoked dice was forced to “pay off.” He 
would accompany other soldiers to a red light area 
and then threaten to tell their wives if he wes not 
paid for his silence. These activities clashed with 
the dictates of his conscience and he’ began to show 
severe anxiety. In basic training he was recuired 
to run the infiltration course in which live ammuni- 
tion and ‘and mines were used. Shortly after 
running this course, he was shipped overseas. Dur- 
ing the sea yoyage his hearing began to decline. A 
few weeks after arriving in Europe, he wes re- 
turned to America totally deaf and was sent to an 
army hearing center. 

After adequate pre-suggestion, in which he was 
convinced that his hearing would be restored, he 
was given sodium pentothal. Shortly after tke in- 
jection of the drug, the patient started babbling 
about the cangers of the infiltration course; Ee re- 
counted his fears and exhibited a great deal of 
emotion. These statements were mingled witk con- 
fessions of his blackmailing activities. He would 
call out to his former victims and in high emotion 
would argre with them. During this performance 
he gave no evidence of hearing any sounds. After 
returning to the ward, he continued talking, repeat- 
ing over and over again his traumatizing experi- 
ences. Finally the therapist, recognizing thet the 
patient was rapidly approaching the point of ewak- 
ening, grasped his arm and shouted, “Planes! 
Planes! Hit the dirt!’ The patient’s eyes opened 
as he jumped off the bed and dived to the ficor in 
a prone position. After a minute he arose and cried 
out, “Planes! Planes! I hear them.” He rusted to 
the window and looked out at a squadron of tarine 
torpedo bombers flying overhead. Immecd_ately 
after ‘that he could hear a few spoken words. 
With repeated psychotherapy his fears were allevi- 
ated and he was convinced that his sins were for- 
given. He continued to improve rapidly and by the 
time that he was out of the narcosis, he had nermal 
hearing and the severe anxisty had subsided. Be- 
fore the treatment, he had 100% loss of hedrfag in 
both ears. He remained under close observation 
for 3 weeks, at the end of which he was quite well 
emotionally and his audiometric hearing lose was 
19% right and 22% left. 


Case II.—This 26-year-old male technical ser- 
geant was a hard working, conscientious farmer. 
In civilian life he was a valuable’ member cf the 
community and an active participant in caurch 
work. Although worrying about his wife and baby, 
he resolutely did his duty in combat and as a Eader 
of his men. His platoon followed him with great 
trust. He looked upon them as his boys and i any 
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man was killed or maimed, he took the matter to 
heart and built a strong resentment against’ the 
enemy. His religious conscience bothered him a 
great deal. Over and over again he was tormented 
with the faces cf the enemy that he had killed, or 
the buddies of his that had been killed through 
some imagined neglect on his part. His emotional 
and nervous tension increased; and one day when 
he was in a foxhole with his buddy an artillery 
shell crashed down. His buddy was killed and tke 
patient found himself with a complete loss of hear- 
ing. He was returned to the states and sent to an 
army hearing center. Here he showed symptoms of 
severe combat reaction, headaches, nervousness, 
tremulousness and anxiety. 

He was given 0.625 gram of sodium pentothal 
intravenously. He was carefully examined prior to 
the injection and he admitted practically no hear- 
ing. Shortly acter the injection was begun, ke 
lost consciousress. A few minutes later he awak- 
ened and began muttering. He was told that the 
time had come for his hearing to be cured. Ethyl 
chloride was sprayed upon his ears. He was given 
continuous suggestion for 15 minutes and tcid that 
‘his hearing was cured and that from now on ke 
could hear and hear well. He was asked many ques- 
tions until, from across the room, he was able to 
hear a low spoken voice. He was returned to the 
ward and was kept in continual conversation for 2 
hours, during which time he told of many things 
that were bothering him. He was assured and re- 
assured that he was forgiven for all of the wrong 
that he had done, that the European war was over, 
that he could hear and that his men were safe now. 
After the effect of the drug had worn off, the pa- 
tient not only heard normally, but he expressed 
greet enthusiasm. The tenseness, anxiety and ap- 
prehension had entirely disappeared. Before treat- 
’ ment he had shown 52% loss on the right and 82% 
- loss on the left. He remained with us for bout 3 
weeks after the treatment and on discharge he had 
no audiometric kearing loss and excellent emotional 
control, ‘ 


Case III.—This patient worked in a quarry be- 
fore entering tha Army. One of his tasks was to 
swing over great depths with dynamite in his 
pocket. This created violent tears which he at- 
tempted:to conczal. When he would return home 
in the evenings, his parents would quarrel and ke 
would have to :ntercede. These factors kept him 
in a continual state of emotional disturbance. Ore 
day when dynamite exploded accidentally, the pa- 
tient was temporarily deafened. Later another such 
explosion killed a friend of his and his hearing 
became worse. He grew anxious, apprehensive 
and fearful. After joining the Army, his hearing 
.continued to grow worse, and because of this dif- 
ficulty he remained in this country. Upon arrival 
at the army hezring center, he was trained in lip 
reading and given an hearing aid. While there 
was definite evidence of a nerve type of hearing loss 
(loss of high tenes and vestibular vertigo) it was 
decided to try narcosynthesis. He showed 100% 
loss of hearing on the right and 90% loss on the left. 

Pre-suggestion was not very successiul The 
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patient expressed the opinion that he was “deaf as 
hell” and nothing could be done about it. Under 
pentothal he gave no response until a hearing aid 
was placed upon his ears. He answered questions 


-well with the hearing device. Gradually the power 


was decreased until. ‘he was hearing without the 
aid of amplification. ' His ears were sprayed with 
ethyl chloride and he was told that he was cured. 
Continued suggestion was used for about 15 min- 
utes, Gradually the’ hearing aid was withdrawn 
until finally he could hear well without the aid. 
The patient was returned to his room and given 
psychotherapy for another 2 hours. Gradually the 
effect of the drug wore off arid the patient was able 
to hear with fair acuity. Subsequent tests showed 
that there was normal hearing in the left and 16% 


‘loss of hearing on the right. The intense emotional 
‘disturbance had subsided. He was with us for 


4 


another 2 weeks and at the time of discharge,' he 
continued to show good hearing and excellent in- 
sight. This is an example of a ao overlay ` 
and a true nerve deafness. 


Case IV.—This 27-year-old soldier, a child of 
immigrants, was a meek, retiring individual natu- 
rally given to fears and introspection. Pressure of 
poverty, highly emotional parents, a dominating 
mother and fear of hostile neighborhood ruffians 
contributed to an unstable and insecure childhood. 
He suffered from discharging ears from the age of 3 
years. Family conditions forced him to leave school 
when twelve years of age and seek employment. Al- 
though work was not always available, he married 
early and had two children. He shows an intense 
devotion to his family. Their hardships caused by 
his unemployment, resulted in increasing anxiety. 
Thus by maturity he had developed a definite hys- 
terical personality with strong anxiety symptoms. 
He was drafted, sent .overseas and ordered into 
combat. There immediately appeared a violent con- 
flict. On the one side was his unstable anxious per- 
sonality, weakened by fears for his family and fears 
arising from a feeling of physical inferiority. On 
the other side was a'terrific animosity for the Ger- 
mans because of their treatment of the Poles, in- 
cluding some of his own relatives, and the usual 
animosity of soldiers: who’ see their buddies killed. 
In this case an exploding shell furnished a suitable 
precipitating factor,: and immediately after, the 
patient developed hysterical deafness and a severe 
combat reaction. He was returned to a hearing 
center and after a routine examination, he was 
given sick-Jeave. Upon returning home to his wife 
and babies he regressed to childhood levels of emo- 
tional control. He was too frightened to return 
and overstayed his leave. He cowered about the 
house until arrested by the authorities and returned 
to the hearing center. Our examination revealed 
that he was in no condition to stand trial. There- 
fore he was given psychotherapy for one week 
and then sodium pentothal narcosynthesis. Then 
under narcosis it was revealed that he had killed 
several of the enemy. While this allowed a partial 
solution of the conflict, it created in him a great 
sense of guilt, which was relieved by recreating 
and re-evaluating his battle experience. Following 
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reaction from the narcosis, he showed normal hear- 
ing and a marked improvement in the combat re- 
action symptoms. Psychotherapy was continued and 
he received vocational counseling. He adjusted so 
well that he was able to withstand further ex- 
traneous difficulties. His hearing loss at the time 
of admission to the hospital was 54%. on the right 
and 20% on the left. At the time of discharge, 


four weeks after the narcosynthesis, the audiometric. 


hearing loss was 15% right and o% left. 


Case V.—This 40-year-old soldier was born in 
the middle west and reared in a strict, religious 
family. He was given a high school education and 
one year of college. He then started to. earn his 
livelihood as a writer. The patient was quite intel- 
lectual and had a strong social conscience. In his 
‘early years he had a strict moral code, which he 
gradually relaxed as he became more successful and 
associated with more worldly individuals. He lived 
with one girl out of wedlock for several years. 


He was quite successful in his profession and.at | 


the time of his induction into the Army had an 
excellent income. However, the stress and strain of 
remaining on top had a telling effect. He became 
very tense, tremulous and high strung. He served 
in. a non-combat organization for almost 3 years. 
He reacted very poorly to his environment, became 
more restless and finally there were the symptoms 
of deafness. When he was referred for treatment 


he had 35% loss of hearing on the right and 54% - 


loss on the left. He was very tense and apprehen- 
sive. For several days he received psychotherapy. 
There was much pre-suggestion and explanation. 
His fears concerning the state of the world, the 
political situation, the morals of the people and 
«dangers to the freedom of the press were alleviated. 
He was convinced that his hearing would be re- 
«stored. Under sodium pentothal he revealed great 
«antipathy to what he termed the inefficiency of 
organized society. He was under a great deal of 
Matension when he discussed living with the woman 
out of wedlock. This apparently conflicted with 
is early sense of moral right. Upon recovering 
from the narcosis, he had normal hearing and made 
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a fair adjustment of his emotional ‘difficulties. He 


remained’ with us for several weeks and on dis- 


charge there was no regression of the emotional 
picture. The audiometric hearing loss was 20% 
right and 10% left. 


SUMMARY 


_ This is a preliminary report of our clinical 
experiences and treatment of 45 patients 
afflicted with hysterical deafness. 

These patients were given sodium pento- 
thal narcosynthesis. Of this group 16 had 
been overseas.in combat; 14 had been over- 
seas, but not in combat; 15 had no over- 
seas duty. Twenty-two gave a history of 
deafness prior to induction and one admitted 


-hearing loss for 32 years prior to induction. 


In the true hysterical patient the results 
were spectacular. When there was an ele- 
ment of conscious simulation, an improve- 
ment in the hearing loss was observed but 
normal audiometric readings could not be 
obtained. - 

‘Intensive therapeutic efforts were con- 
tinued for several days after narcosynthesis, 
followed by daily consultations’ with the 
neuropsychiatrist over a period of 2 to 4 
weeks. The condition of these patients 
having remained stationary, with no evi- 
dence of regression during this period of 
observation, separation from the service was 
carried out. ` E | 

The period during which these cases have 
been observed is insufficient to warrant 
undue optimism. Failures are anticipated but 
it is believed that this preliminary study 
warrants further investigation. 


“FURLOUGH” PSYCHOSIS * 


GEORGE F. SUTHERLAND, Mayor, M.C., A.U.S., ano MILFORD E. BARNES, 
Captain, M. C., A. U.S. 


Furloughs and leaves are regarded as re- 
storative periods of rest and recreation. That 
they may be as emotionally trying as hard 
campaigns is likely to escape attention. In 
the soldier one is accustomed to associate 
emotional up-sets with vicissitudes of mili- 
tary life(z, 2). In the reactions which we 
are about to describe, on the conirary, it is 
the sudden release from military authority 
which precipitates the psychosis. By “fur- 
lough” psychosis we refer to an episode of 
the acute schizophrenic type(3) attendant 
upon the sudden emotional readjustments 
which a furlough or leave entails. 

In the course of the past year a signi- 
ficant proportion of the patients admitted as 
casuals from furlough to the neuropsychiatric 
section of a large military hospital have fall- 
er into this category. In the typical case 
the patient has returned from overseas on 
leave or furlough and for the first few days 
seemed well and happy. Soon, however, 
his relatives and friends began to notice that 
his personality and behavior were under- 
going an alarming change. They remarked 
that whereas at first he seemed his usual 
self, he later became irritable, tense and be- 
haved strangely. He appeared bewildered, 
indecisive and seclusive. He ate little, slept 
poorly and frequently wandered about the 
house during’ the night. In spite of their 
reluctance to terminate his visit at home 
prematurely, some incident occurred which 
led the family to fear for the patient’s safety 
and prevailed upon him to report for medical 
advice. 

On admission to the hospital the patient 
was confused and occasionally disturbed. 
Mood was apprehensive with some depres- 
sion. Affect was inappropriate. Attention 
and concentration were maintained with dif- 
ficulty. Speech was rambling, irrelevant and 
frequently incoherent. Delusional trends and 
ideas of reference were prominent. Halluci- 
nations were present in some cases. Orien- 


1 From the Neuropsychiatric Section, Crile Gen- 
eral Hospital, Cleveland, Ohio. 
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tation was sometimes accurate. Memory, 
recent and sometimes remote, was defective. 
Suicidal trends were frequently present. In- 
tellectual assets were impaired. Insight 


_was lacking and judgment correspondingly 


affected. 

When first seen at the hospital the pa- 
tient’s condition was occasionally mistaken 
for alcoholism. The patient often seemed 
eager to excuse his behavior on this ground, 
insisting that he had) been drinking exces- 
sively. The relatives were usually quite as 
emphatic in denying this statement. The 
subsequent course of the illness showed that 
alcohol played only an incidental rôle. 

During the early part of his hospitalization 
the patient became progressively worse; the 
delusional trends became more pronounced, 
speech approached a state of near mutism, 
stereotypy was marked and refusal of food 
was common. The most outstanding symp- 
tom was a severe degree of confusion with 
blocking of thought processes. After ap- 
proximately two months hospitalization, slow 
but gradual improvement ensued. The usual 
forms of therapy proved singularly ineffec- 
tive in shortening the illness. However, 
shock therapy was not tried. Confusion was 
the most lingering of the symptoms. In no» 
case was it possible to return the patient 
to duty. 

Twelve cases came under our observation, 


of which 4 typical case histories are cited. 


Case I.—~First Lieutenant, Army Air Force, 2€ 
years of age. History reveals that the patient was 
a quiet, well liked person with feelings of in- 
feriority. He was constantly exhorted by his domi- 
nating mother to enter the ministry. He enlistec 
in the Army in 1938 in order to avoid criticism be- 
cause of his lack of enthusiasm for this vocation 
He married in 1940 after being commissioned. This 


patient served 27 months overseas without apparent 


incident and was returned to the United States on 


rotation. While overseas he began to worry about 


his wife’s pregnancy and her ability to care for the 
child after it was born. While home on leave he 
became “nervous,” expressed fear that his young» 
daughter was not normal, and was indecisive in his 
actions. He then began to drink excessively and tc 
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wander about at all hours of the night. His behavior 
became so unpredictable that his wife feared that 
he would be unable to proceed to his next station 
unaccompanied, He was, therefore, induced to re- 
port to the hospital for advice. He came asking 
if he were fit to drive his car. His rambling irrele- 
vant conversation and his obvious confusion led to 
. immediate hospitalization. He was first admitted to 
an open ward but his increasing confusion necessi- 
tated his being transferred to a closed one. Mental 
examination revealed retardation and depression 
with inappropriate affect. Attention and concentra- 
tion were greatly impaired. Orientation was accu- 
rate but his memory for recent events was poor. 
Vague delusional trends of self-accusatory character 
were present but no hallucinations were elicited. 
Insight and judgment were greatly impaired. At 
first his appetite was fair but later he became sus- 
picious and declined to eat without urging for a 
short period. Insulin sub-shock treatment was tried 
without benefit. After 2 months hospitalization 
spontaneous improvement ensued. At the height 
of his illness an interview conducted under amytal 
revealed marked guilt feelings with sexual preoccu- 
pation. A formal diagnosis of schizophrenia, type 
unqualified, was made and he was retired from the 
Army. At the time of his discharge from the mili- 
tary hospital he had improved but was still con- 
fused, incoherent and apathetic. 


Case I]—Private, Infantry, 20 years of age, an 
only son. His father was dead. The patient was 
sensitive and shy, well liked by men but had few 
social contacts with the opposite sex. Patient was 
overseas for 7 months and returned to the United 
‘States in June 1944. Shortly after his arrival home 
yn furlough he became excited when another soldier 
cidiculed him at a dance and was advised by civilian 
police to go home. Upon his arrival home his 
nother became alarmed at his threatening attitude 
ind called the police department. During the ex- 
‘itement he left the house and was apprehended 
while creating a disturbance in the public square. 
te was admitted forthwith.to a military hospital. 
Jn admission he was disturbed and aggressive. He 


vas hallucinated and delusional,- declared female _ 


witches and movie stars told him to have a good 
ime; he controlled the moon and the stars and said 
shat all larvae must be destroyed. For a period of 
‘ weeks little change in his condition was observed 
ut subsequently gradual improvement ensued. At 


Eke end of 24 months he was transferred to a 


7eteran’s hospital with a diagnosis of dementia 
recox, catatonic type. At that time his sensorium 
vas clear but his behavior unpredictable and his 
100d one of apathy. 


Case JII.—First Lieutenant, Army Air Force, 

5 years of age. In civilian life was well liked and 
jovial sort. He worked for his brother as a shoe 
lerk and had never been away from home for any 
ngth of time. Two months before going overseas 
e married a girl he had known only one week. 
«fter serving 19 months overseas he was returned 
n rotation. During the time he was away his father 
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died and his brother was killed in another theater of 
operations. While overseas he complained of head- 
ache and was hcspitalized for a short period and 
then returned to duty. He began to worry about 
home after he recceived a letter stating his wife 
was “running arcund” with other mem Soon after 
his arrival home friction developed not oniy between 
himself and his wife but also with his own family 
and his in-laws. He felt that others were making 
fun of him presumably because he had returned 
from overseas while the war was still in progress. 
He became increasingly seclusive, irritable, ate very 
little, suffered from nightmares and complained that 
the house was too noisy. His relatives persuaded 
him to report to the hospital because of his unusual 
behavior and because of the tension he was creating 
in the household. He entered the hospital com- 
plaining that he was making his mother nervous. 
On admission be was depressed to the point of 
apathy. He showed little interest in his surround- 
ings; he was correctly oriented; ne answered all 
questions with “I don’t know’; and he would sup- 
ply no information spontaneously. He was confused 
in his thinking, unable to recall significant dates 
and his thought processes showed marked retarda- 
tion. No delusians or hallucinations wer2 elicited. 
Insight was completely lacking. During the early 
part of his stay at the hospital his condition became 
progressively worse. He was extremely seclusive, 
inactive and spent most of the dey lying in bed 
staring into space. For a time he was almost mute. 
He complained that others were taiking bout him 
and making fun of him. For this reason ke refused 
to go to the mess hall. After 2 months of hospi- 
talization, slow but gradual improvement took place. 
A diagnosis of sev2re reactive depression was made. 
He was retired from active service. At the time 
of his discharge he was still apathetic and be- 
wildered. 


Case IV.—Private, Chemical Warfare Service, 
26 years of age. History reveals a very strong 
mother attachmen:. He showed little interest in 
the opposite sex. Patient remained at home until 
induction into the Army and was employed in a 
steel mill as a common laborer. He had few social 
outlets and spent most of his time with his family. 
After serving overseas for 18 months, he was re- 
turned to the United States on rotation. While at 
home on furlough, the family noticed that he was 
moody, lachrymcs2, irritable, self-critical and at 
times confused. His sleep became disturbed and 
for the 3 days prior to his hospital:zation he slept 
very little. Finally when he announced his inten- 
tion of committing suicide by jumping off a bridge, 
he was brought to-the hospital by his relatives. 
On admission he was violently disturbed, confused 
and incoherent in his speech. Mood was depressed 


- and affect inappropriate. Attention and concentra- 


tion were poor. Memory showed relatively no im- 
pairment. He expressed guilt feelings over having 
been returned from overseas. He stated that he had 
seen the devil who told. him to commit suicide. He 
had no insight into his condition. After 4 weeks 
hospitalization he began to improve spontaneously, | 
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. but he remained depressed, affectively flat, and 
vague in speech. A diagnosis of psychosis, undiag- 
nosed, was made and he was discharzed from the 
Army as being unfit for further military service. 


The symptom complex seen in these 
patients was not sufficiently clear cut to in- 
clude them in a single diagnostic category. 
The psycho-dynamic mechanisms, however, 
shew a constant basic pattern. These indi- 
viduals were reared in a home’ atmosphere 
where maternalistic dependency was fostered 
(2, 4). None of them had succeeded in 
establishing himself vocationally or otherwise 
as an independent individual. None of them 
objected to entering the militery service; 
in fact it provided a happy solution for the 
immediate future. Each got along well in 
the Army, their military records showing 
they made gooc soldiers both in this country 
and overseas. All showed the mood-swings 
to which the average soldier is subject under 
stress but did not show any undue emotional 
instability. Each felt that he had earned his 
furlough or leave and eagerly looked for- 
ward to returning home. It was only after 
they returned home that they began to de- 
velop clinical symptoms. At first these were 
vague feelings that home was not as it should 
be, and that they were not enjoying their 
homecoming as they had anticipated. They 
were conscious of a lack of rappcrt with their 
environment. This rapidly increased to a 
point of active criticism and open antagonism 
toward the home, relatives and friends. Home 
seemed too small, too noisy or too quiet, and 
too confused. They complained that they 
did not experience the degree of freedom they 
had expected because of the social demands 
made on them by friends and relatives. Many 
resorted to alcohol as the solution to their 
difficulties. The minor decisions which they 
were called upon to make became bewildering 
and irritating. They resented the attitude 
of civilians, who they felt were betraying 
' the soldier overseas, and began misinter- 
preting casual conversation as adverse criti- 
cism. Not infrequently the actual spark which 
set off the emotional explosion was a chance 
remark which the patient felt implied cow- 
ardice on his part. It was at this point that 
his symptoms became so obvicus that hos- 
pitalization was necessary. 

It is commonplace for soldiers who have 
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been overseas on returning home to ex- 
perience at first a sense of insecurity, of 
strangeness, and of being out of place at 
home(5). They are apt to be intolerant of 
civilian life. They are surprised to find 
that parents and children have grown older ; 
their former social world has been disrupted ; 
and in general homecoming is not as they 
had pictured it. The realization that they 
will be unable to accomplish all that they 
had hoped to do in the limited time allotted 
them often leads to a panicky feeling 
and a sense of frustration. Unlike the 
average soldier, our patients were unable 
to cope with the situation and actual 
panic did supervene. We feel the explana- 
tion for this behavior lies in the unusual 
dependency of our patients on military 
authority and their inability to adjust to its 
sudden withdrawal(6). 

It has already been pointed out that these 
individuals prior to induction into the 
military service, had not achieved the finan- 
cial, vocational or emotional independence 
characteristic of maturity. For these indi- 
viduals entry into the Army obviated the 
necessity of a personal struggle for inde- 
pendence. The Army provided them with a 
ready made sense of security, importance and 


emotional maturity reflected from the mili- 


tary might of which they had become a 
part. They had more social freedom and 
they were relieved of the immediate neces- 
sity of planning for the future. The transi- 
tion from civilian to military life was accom- 
plished with relative ease for psychologically 
they merely exchanged the maternalistic 
domination in the home for the paternalistic 
protection of the Army. For them the latte: 
was more advantageous because its imper: 
sonal quality allowed them more apparen» 
personal importance. The complete ‘sever. 
ance of the home ties occasioned by foreigr 
service led them to depend more and more 
on the Army for security and direction. Sc 
long as this relationship was maintainec 


they were able to function without emotiona 


conflict. 

‘The return home effected a temporar» 
abrogation of this relationship for which the: 
were ill prepared in view of the readjust 


ments they were called upon to make. I» 


the first place, they were obliged to re-orien 
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themselves to the home which had undergone 
a number of changes in their absence. Their 
families had learned to function without them 
and their presence was no longer an integral 
part of the family milieu. The process of 
re-establishing themselves in the family 
entailed the necessity of making decisions for 
which they were obliged to assume full re- 
sponsibility. In the second place they were 
called upon to assume this responsibility 
without support of the military authority 
on which they had come to rely for approval 
and guidance. Thus homecoming presented 
a double threat. Furlough or leave presented 
these soldiers with a situation in which they 
were suddenly deprived of military authority, 
apparently rejected by their families and 
consequently thrown upon their own slender 
resources. 

The sudden withdrawal of military sup- 
port was undoubtedly the incident which 
precipitated the emotional disturbance. Had 
the change been more gradual, one may con- 
jecture that its effect would have been less 
cataclysmic. Thus far there has been little 
opportunity for observing the dangerous 
effects of the sudden withdrawal of military 
guidance on dependent individuals since few 
soldiers have been returned from overseas 
other than through medical channels. With 
the cessation of hostilities in Europe and 
the consequent return of large numbers of 
soldiers, these cases should be encountered 
more frequently. 


673 
SUMMARY 


Twelve cases were observed showing an 
acute schizophrenic reaction, seemingly pre- 
cipitated by the sudden emotional readjust- 
ments neczssitated by leave or furlough. 

The onset of the symptcms occurred 
abruptly a few days after these apparently 
well adjuszed individuals had returned heme. 
The clinical symptoms, however, were not 
sufficiently clear-cut to include them. in a 
single diagnostic category. 

The 4 typical case histories cited indicate 
that the episode was provoked by the sud- 
den release from military authority ugon 
which the individual had become emotionally 
dependent. 
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PERSONALITY STUDIES OF MARIHUANA ADDICTS 
- SOL CHAREN, B.A. M. A, anp LUIS PERELMAN, B.H., B.M., Lic. M, M.D. 
Fort McClellan, Ala. 


Studies of addiction to marihuana seem, 
in the main, to have ignored the personality 
pattern of the user; emphasis has been 
largely on medical, pharmacological and soci- 
ological aspects. The personality studies 
which have been made are either anecdotal 
or of subjective experiences. The literature 
of marihuana addiction contains little of the 
type of research that has been done, for 
example, on the alcoholic personality. 

We have had the opportunity to make 
intensive case studies during the past seven 
months of 60 marihuana addicts hospitalized 
in the neuropsychiatric service, Regional 
Hospital, Fort McClellan, Alabama. De- 
tailed life nistories were obtained which 
brought out environmental backgrounds, 
family histories, behavior patterns, drives, 
attitudes and interests. Through the helpful 
cooperation of Major Lawrence Radice, 
M.C., psychiatrist in charge of the consulta- 
tion service of the Infantry Replacement 
Training Center at Fort McClellan, addi- 
tional data were obtained which made 
possible statistical validation of the personal- 
ity studies. The study of Marcovitz and 
Myers, “The Marihuana Addict in the 
Army,” which was published while cur study 
was in progress, was alsó a great help.? 
Their conclusions as to the socio-economic 
factors, personality picture and the difficul- 
ties of the addict in the military situation 
were very positively supported by our fird- 
ings. Their study and ours show a definite 
motivation towards use of marihuana clearly 
revealed as part of the personality pattern 
of the user. 


TYPE OF SUBJECT STUDIED 


Marcovitz and Myers studied 34 Negro 
and one white addict who had difficulties 
which brought them to the attention of mili- 
tary or medical authority. At Fort Mce- 
Clellan, with a ratio of seven white infantry 
training regiments to one Negrc infantry 


1 Marcovitz, E., and Myers, H. J. The marihuana 
addict in the Army. War Med., 6: p. 389, Dec. 1944. 
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regiment, the addicts referred to Major 
Radice or the neuropsychiatric service num- 
bered 55 Negroes and only 5 white soldiers. 

The preponderance of Negroes is due, we 
believe, to the peculiar need marihuana 
serves for them. The Negro psychopath or 
neurotic faces not only inner anxiety result- 
ing from childhood family relationships, but 
also suffers from a feeling of resentment to- 
wards the submission which is required by 
the white stereotypes of Negro behavior. 
Marihuana, insofar as it removes both anxi- 
ety and submission and therefore permits a 
feeling of adequacy, enables the Negro addict 
to feel a sense of mastery denied him 
by his color. The white psychopath or neu- 
rotic not faced with a dual problem of per- 
sonality and environmental frustration finds 
alcohol or other forms of satisfaction more 
acceptable. 


REASONS FoR ADMISSION 


Of the 60 addicts studied, only 9 were 
referred for psychiatric study because of 
non-psychopathic behavior. Twenty were 
awaiting court martial for such offenses as 
insubordination, frequent AWOLs, causing 
trouble; 5 were referred as part of IRTC 
policy of study of AWOLs; 16 were referred 
by company commanders who found them 
behavior problems or poor soldiers but had 
not preferred any charges; and 10 had been 
referred primarily as drug addicts. A total 
of 85% can be classified as being undesirable 
army material because of attitudes and be- 
havior, and the remaining 15% as potentially 
unfit because of neurosis or poor morale. 
Sullenness, resentment of authority, lack of 
motivation to army service were typical of 
nearly all. The common story of these men 
was that the Army failed to understand them, 
and there was a childish, sullen resentment 
to regulations and discipline. 


ÅGE AND ARMY SERVICE 


The age of the addicts was usually in the 
early twenties. This, of course, was because 
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they are infantry soldiers, since this branch 
of the service consists largely of young men. 

The average length of service was almost 
6 months, but 21 or 35% had less than 4 
months of service when referred to the psy- 
chiatrist. Lest it be thought that these men 
had received 6 months training, we should 
explain that in many instances AWOL or 
need for medical treatment prevented train- 
ing. In terms of proper army attitude, be- 
havior, and actual time spent in training we 
found only 2 had acceptable records. Based 
on Marcovitz’ and Myer’s study, as well as 
our own, we can safely hypothecate that the 
Negro marihuana addict makes a very poor 
soldier. 


FAMILY BACKGROUND 
POSITION IN THE FAMILY 


One of the startling similarities revealed 
was the position of these addicts in their 
family group. Twenty-one or 35% were the 
only child in the family. This was because 
nearly all came from broken homes. Only 
9 or 15%' came from what is considered de- 
sirable home environment. The other 85% 
had the roots of their personality.in bad or 
broken childhood home situations.?, Further 
analysis of their position in the family 
showed 28% either the oldest or youngest 
in families consisting of more than two 
children. Most common factor to all these 
addicts was that of a broken home, 63% 
having lost one or both parents. In terms 
of position in the family the only child or 
the youngest or oldest in the large family 
stood out. Of the 38 cases of broken homes, 
I2 were due to death of a parent, 16 to 
desertion of a father, 2 to divorce, and 8 to 
separation of parents. 


2 Marcovitz and Myers found similar results. 
They list the following factors: 


Known FAMILY BAcCXGROUND IN 20 CASES 


Background * No. cases 
Early death of parent............ II 
Separation or divorcé............ 7 
Neurotic parent icosceveradiadiccs 
Delinquent parent or sibling...... 4 
Step Parent 2a gusy ata tien xt wane 2 
THSAOLY E E Gu ote E AT 2 


* In several cases 2 or more of the factors were combined, 
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EconomIıc BACKGROUND 


From an economic standpoint 16 individ- 
uals came from homes where there were 
above average living standards with some 
luxuries, and 34 were from marginal levels 
of frequent or infrequent poverty. No con- 
clusions could be made for ro cf the addicts. 
Economic backgrounds were sharply divided 
into these two categories. 


PARENTS 


Personality of the parents as remembered 
by the patients showed definite similarities. 
Sixty-eight percent of the men furnished 
a picture of a father with very undesirable 
traits; they were described as drunkards, 
heavily premisctuous and very definitely un- 
desirable by the addict’s own standards. 
However, 60% of the mothers were reported 
as being very strict with definite ideals of 
morality and behavior, and as making stern 
efforts to inculcate high moral standards, 
sometimes using physical punishment when 
these standards were not met. Anotner 35% 
describe their mothers as being of good moral 
character, ettempting to train sons properly, 
but not resorting to physical punishment 
or threats. It can be safely assumed that 
nearly all of those who had known the 
influence of a mother had childhood training 
which should have made them good citizens. 
Most of the men spoke with respect of their 
mothers, stowed no signs of bitterness or 
resentment. Those with living mothers 
stated they still obeyed them, feared their 
disapproval, and definitely tried to conceal 
psychopathic behavior from them. 

The conclusion may be drawn that these 
addicts had a father either lacking or of such 
poor character that he was not a cesirable 
pattern for them to follow; and that paren*al 
strife, resulting from the opposing character- 
istics of father and mother, laid the founda- 
tion for inner conflict in their sons. 


EARLY CHILDHOOD 


Emotional instability in childhood was 
found to be common among all Fifty-one 
admitted nightmares which, in many in- 
stances, persisted into adult life. Nai--biting, 
enuresis, sleepwalking and sleeptalking were 
also typically present: Bedwetting to late 
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adolescence was common. Attacks of dizzi- 
ness and fainting spells were admitted by a 
large percentage. We were able to obtain 
details of common nightmares from & of the 
“men and strong indication of suder-ego 
punishment and latent homosexuality were 
quite evident. 

Mental defectives are in general rejected 
by the Army, so none of the men could be 
considered as subnormal. In terms of zhe Ne- 
gro population in this country these men 
were within the range of normal intelligence. 
Army tests showed this to be true although 
records of school showed only rr had better 
than jenior high school education, and 25 
had less than grade school education. The 
point is that none of these marihuana addicts 
can be considered as borderline in intelli- 


gence, or even as dull. They were equipped ` 


to adjust mentally tc their environment 
although they failed to take advantage of 
opportunities for an education. 


ScHooL, BEHAVIOR 


Forty-six. men admitted delinquent be- 
havior during their school years. In general 
they were candidates for reform school; 
habitual truancy, arguing or fighting with 
teachers, gambling, sexual activity, essociat- 
ing with undesirable companions, petty 
thievery, lack of interest in school were com- 
mon. A number were forced to leave school 
or to transfer before the legal age. In gen- 
eral they left school very gladly when of age. 

The period shorily after pubescence was 
when these patients showed their frst symp- 
toms of psychopathy and resentrnent to 
authority. Despite maternal influence they 
soon associated with other’ students of 
undesirable character. Many contracted 
the marihuana habit from school com- 
panions, and sex activity was begun in early 
adolescence. 


WORK 


Fiftv-one admitted a poor work history. 
There were frequent changes of jobs, drifting 
from city to city, arguments with employers. 
The men commonly worked as. laborers on 
jobs which permitted little personal expres- 
sion. Those who had not yet centracted 
tae marihuana habit soon did from fellow 
employees. They chcse to associate with 
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coworkers of the same nature as themselves, 
or quickly found associates outside of work 
who were fellow psychopaths. 

Both’ Marcovitz and Myers, and the 
Mayor’s Committee on Marihuana,*: found 
that marihuana addicts had poor work 
records, with unemployment or part-time 
work common, nd little desire for work. 

The men in our study readily admitted 
mild use of marihuana during working hours 
or coming to work already drugged. By 
means of the drug they were able to endure 
the monotony of their tasks. Off work hours 
were spent sleeping, smoking marihuana and 
associating with other addicts in search of 
pleasure. 


CRIMINAL ACTIVITY 


Only 10 in our study had never run afoul 
of the law. Tke others were arrested for 
crimes ranging from murder to drunkenness. 
No attempt was made to classify the arrests 
by type of crime; but drunkenness, dis- 
orderly conduct, fighting and petty thievery 
were most common. Few could be called 
professional criminals; they were nuisances 
from the police viewpoint. 

The contention that marihuana causes 
crime has been -made.® In refutation the 
Mayor’s Committee on Marihuana claims 
that although the marihuana smoker is guilty 
of petty crimes, the criminal career existed 
prior to the time the individual smoked 
his first cigarette. They quote Bromberg 
as follows: 

As measured by (court records in New York 
County) ... it cen be said that drugs generally do 
not initiate criminal careers. The expectancy of 
major crimes follcwing the use of cannabis in New 
York County is small .. .§ 

The history of the 6o addicts studied in 
this article shows an established pattern of 
delinquent psychopathic behavior from the 
standpoint of family anxiety patterns, school 
behavior and work history. Infractions of 
the law are to be expected, regardless of the 
use of marihuana. The underlying personal- 


3 Ibid., p. 385. "E 
4 New York (City). Mayor's committee on 
marihuana. The marihuana problem in the city of 
New York. Lancaster, J. Cattell Press, 1944, p. 12. 
5 Walton, R. P. Marihuana: America’s new 
drug problem. Pkiladelphia, Lippincott, 1938, p. 31. 
6 Mayor's Committee, op. cit, pp 14-17. 
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ity is primarily the determining factor in 
criminal behavior. 

. We can summarize by stating that these 
men had traits of character which lead to 
conflict with the law. Basically the urge for 
criminal activity must be present. Use of 
marihuana lessens or eliminates anxieties 
which interfere with the urge for law- 
lessness. i 


SEXUALITY 


A popular concept is that marihuana 
smoking causes definite desire for sexual 
excesses. Analysis of the sexual behavior of 
che subjects of this study was very interest~ 
ng. Only 8 subjects had what could be 
ralled a normal heterosexual pattern (not 
1ecessarily a moral one) in that sex activity 
vas not the predominant drive in life. Seven- 
een or 30% admitted excessive sex activity 
wut on a heterosexual level while an addi- 
ional 30% admitted sex gratification with 
«oth men and women. Ten or 18% were 
'efinitely homosexual, nearly all playing the 
assive role. Surprisingly, 3 addicts ad- 
iitted sex satisfaction only, by masturbation 
thile 1 claimed to be impotent. 

Whether through psychic or genital irrita- 
on, marihuana was associated as a factor 
1 sex drives by our subjects. Many of those 
ith heterosexual desires claimed a lack of 
«terest in women unless under the influence 
~ the drug. Further questioning revealed 
aat it was not necessarily a lack of libido 
hich caused such restraint, but rather a 
ck of confidence in ability to seduce the 
yposite sex acting as a factor to inhibit 

xual desires. Marihuana gives increased 
«nfidence, making women powerless to re- 
st their blandishments and masculine 


arms; they also had more confidence in 


eir sexual strength when “high.” 
For most of the 60, sexual satisfaction 
smathout any desire for emotional ties was 
aracteristic. Emotionally, their sex life can 
said to have existed on a masturbatory 
vel, as far as love for the apposite sex was 
neerned. Many of our subjects from large 
des admitted weekly participation at gath- 
mangs or “tea parties” where marihuana 
is smoked. As part of the entertainment 
=mi rcuses,” presentations of perverted sexual 
actices, were staged. Their statements 
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were in direct contradiction to the situations 
found by the Mayor’s Committee on Mari- 
huana: investigators claimed marihuana par- 
ties were in no way used as preludes to sex 
immoralities but existed primarily for the 
sole enjoyment of the drug.” According to 
our subjects “everything went ata tea party.” 
There was no sense of shame among the 
participants and guests, but an ager desire 
to regress to a childish level of sensuality, to 
defy and flout accepted standards of moral- 
ity. We were told of the eating of feces, of 
the swallowing of leukorrheal discharges, of 
other activities in which individuals vied 
with each other to see who could commit 
the most disgusting acts. All sorts of per- 
versions, both homosexual and hetercsexual, 
were staged. “Nothing seems wrong any 
more,” one of the patients commented. “You 
see lots of queer things going.on that you 
never dreamed existed.” Marcovitz and 
Myers in “The Marihuana Addict in the 
Army” give an excellent description of such 
parties, to which many homosexual and 
other perverts are attracted. Use of the drug 
forms a common bond, and all present lose 
their sense of inkibition. 

Marihuana smokers as a rule prefer the 
society of their own kind. Non-addicts ‘are 


called “squares” and are not accepted or 


wanted in the group. In talking with homo- 
sexuals who were not addicts we found they 
rarely associate on close terms with addicts. 
Homosexuals who -were addicts had two 
circles of friends, one of homosexuais like 
themselves, and the other of adcicts. Mari- 
huana addicts consider themselves on a dif- 
ferent level of society with certain common 
interests, among them the enjoyment of 
marihuana. They prefer the society of 
“freaks” ® or “tea hounds” to so-called 
“squares.” There was a recognition of being 
social outcasts and of living in a world of 
different standards. 

Many of these men frankly admitted that 


only when under the influence of marihuana 


were they able to enjoy homosexual and 
perverted behavior. The sense of shame and 
disgust disappears under marihuana to be 


replaced by the over-powering desire for 


t Mayor’s Committee, Ibid, pp. 13-14. 

8 According to one man, “Something wrong with 
everyone of us and we put on a worderful show 
just like at a circus.” 
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sexual gratification at ii level of infantile 
behavior. 


Recognition OF Appicts 


These addicts readily admitted ability to 
recognize other addicts, either by their eyes 
or bythe use of slang. They were vague 
about the eye-signs, although a narrowing 
and glittering of the pupils was mentioned 
by several. “The police get mad when they 
see us wearing dark glasses. They know 
we are not wearing them to keep the sun out 
of our eyes,’ 


Use of slang was a definite means of rec- 


ognition among strangers. Walton furnishes 
a few terms,® and the conversation of the 


Gage, jive, weed, tea, reefer, Siitiskadkaasaenokan Marihuana. 
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addicts interviewed by Marcovitz and Myers 
is very striking. The casual use of the word 
“solid” with the reply “solid” is often the 
opening for further exploratory remarks. 
There is a ritual handshake, a brushing of 
palm against palm. 


“Are you sticking, Jack?” (Do you have or use 


marihuana) one asks. 


“How. long since you been up there?” (How 
long since you have had any marihuana) is the 
reply. 

Other examples of slang: 

-“How about straightening a guy out?” (Furnishe 
me with a supply of marihuana), which can also» 
be said: “Where can a guy get straight?” or “Car 
you do me any good, daddy?” 

Additional slang is listed with which illustrates 
the flippant attitude of the addict. 


1 
? 


Black COG ict ate cle A E A SA ..-An expensive hemp of great strength believed to be 
imported from Mexico or India. 
DEY oi ar enone eedsntw tows exckaseoees Weak, not full strength, in reference to marthuanase 
Blow, blowing, or blowing: TAE EE EE Smoking marihuana. 
Sold iwisiteon aonn owned OA EE S We understand each other. 
Look here daddy, where can I pick up............ Where can I get marihuana. 
PEC VOU NOR esas aN eect AETAT Do you use marihuana? . 
Does: he: get Straichtssesuccasevis teianei daia iiem Does he use marihuana ? 


I want to pickle some of that righteous junk, 

or, lets get on with them, or, let’s knock otr- 
selves crazy. 

Hop party, gage party, grass party....ssessssssso 


I want to try marihuana. 


Marihuana party. 
E EE OT EEE ETA eee ceeescccescacsvveeeomoker or addict. 


riper 
Hop- bhead Nese t inna tawtickt ot ce A Confirmed addict. 

Pay HOUNd arctica aE Eea ENEG Homosexual addict. 

Hip patty ..... eave AE AA ETTE White addict. 

aa a A TE N E EE E E EEE ET EE oean Woman addict. 

Suare JASDET oerion Teu CCA TEE eE Non-addict. 

CAG ceed a e E EE N ETETE One of the group, one in the know. 
Ea a E E TEET EEEE a peel oe a aten Danes New smoker. 

Feel like the world’s against me...............2.- I’m suffering from lack of marihuana. 
Pm high and feeling good......... i aai Opposite of “above. 


He was high, or, he was out of this world, or, 
he was blind. 


All refer to the intoxicating effects of the drug. 


Bottle OF COKCsarastessivehuivepiesdsavaws ++... Cocaine. , 

Mary s HOUSE: soeu Sak EAIN cane et Morphine. 

SDIS. vcs ea eeeacees wna eeeeeesey es reee ea Whiskey. 

That's a good deal: ..esisisisecscceisrss TETO Yes. 

Gold, lettuce, ace, mickie........ 0... cece eee ees Money. 

KiieeDender -s.s6 6006. decba ee duurevatedieuceresd wee Homosexual practicing passive fellatio. 

Mad Or“ Manti sc. cceccs adware ses aana aS Wonderful! or that’s great! ` 

am very Salty: vaca anconetaxeorSararkeadewerens I am angry.. 

The cat was mad; he was shot and beat ‘for That man was angry, disgusted and tired. 
sleep. 


Let’s knock Harper dead in the head and beat 
him for his skypiece and drain him and throw 
his dirty body away. 


Let’s open a bottle of whiskey, drink it and throw t 
bottle away.: 


Beat me pop with the righteous mop, Bam........ tes shake hands. 


I am going to a jump. The boys will be there 
mad. Do you cop, pop? 


8 Walton, Op. cit., p. 198. 


I am going to a dance. My friends will be there. I 
you understand? 


1946] 


So you are a hip kitty. Have you got your boots 
latched and your mop ready? 


Mad pad 
Let’s fall down to the stem 
I’m going to knock myself a righteous juice 
I am going home and cop myself a nod in the 

lily white and wake up feeling gay and bright. 


ees teev eee eee e vv eve sa ee ere 


ee aca es 
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Sarcastic comment about one who is boasting. Liter- 
ally means, “So you are a wise guy. Are your shoes 
shined and your fingernails clean?” 


Home. 

Let’s go down to the main street. 

I’m going to pour myself a glass of whiskey. 
I’m going home and get some sleep. 


I’m going to pick up a fly chick and dig a flicker...I’m going to get a girl and see a movie. 


Note that the general tone is very flippant 
and that there is a rhythm to the phrases. 
The slang terms are so striking that an addict 
will quickly become suspicious of a “square” 
if the other fails to use these terms properly 
or at all. As can be seen there is a vocabulary 
built around the use of marihuana sufficient 
for lengthy conversations which the “square” 
will find very mystifying. With this distinc- 

«ative language, the sharing of mutual experi- 
«ences and background, as well as the interest 

min marihuana, the addict definitely feels that 
qe lives in a world of his own, separate and 
sutside of the world of non-addicts. 


SUBJECTIVE REACTIONS 


A slang term furnished us with provoca- 
ive information on the individual effects of 
narthuana smoking. This was the term, 

virgin kick,” t.e., the reaction of the initiate 
< smoking. “What kind of kick are you 
etting?” the chronic addict will ask the 
ew user, referring to the strange and fright- 
ming sensations and feelings of depression. 
-he new user will be told these are typical 
<eactions and to continue experimenting until 
e learns the proper dosage to take. The 
utiate experiences anxiety and fear over 
ae control the drug assumes over the intel- 
‘ct and is panicky about becoming its slave. 
‘he chronic addict can reassure him; when 
id of particular moods will nod wisely and 
‘ate that such a sensation is to be expected, 
iat it will disappear later on or can be 
mored. Surprisingly, addicts claim that 
1ese initial symptoms are common to all 
sers, rather than a matter of individual 
«perience. The initiate is warned about 
«mer-use of the drug, but encouraged to ex- 
sriment until he learns exactly how many 
garettes are needed to achieve a satisfactory 
ate of well being. 

We believe, therefore, that experimenters 

ishing to study subjective reactions should 


not stop at one or two cigarettes but use 
them over a period of time. Thus they may 
study both initial reactions and the state 
finally: achieved by the confirmed addict. 
The addict is not interested in the primary 
sensations, in fact he tries to avoid them, 
being interested only in the ultimate stage 
of well being and confidence. 

Because the first few attempts to learn 
the habit are somewhat disturbing, some 
individuals may not become addicts. Mari- 
huana is definitely a group activity in that 
the new user needs the presence of addicts 
to encourage him in further attempts. 

The addict firmly believes that he has 
control of the drug and can cease addiction 
at any time, and that marihuane is not habit 
forming. He can see no reascn for living 
with anxiety tensions when smoking releases 
them; thus he seldom makes any effort to 
quit. In this respect he is much like the 
tobacco addict. 


Some Facts Asout ADDICTION 


Walton +° states that use of the drug is 
widespread among school children in New 
Orleans. On the contrary, the Mayor’s Com- 
mittee on Marihuana found no evidence that 
it was a problem among school children in 
New York City. They interviewed priacipals 
and watched dives near schools, but found 
no evidence of its use. However in our 
subjects 6 or 13% began use o? marihuana 
prior to adolescence. The largest group, 
29 or 64%, were initiated in the period of 
adolescence, from 12 to 17 years. Another 
13% began in their early twentizs, and 4 in 
in middle or late twenties. The average 
median age of original addiction was 15.3 
years. It is realized that this might not be 
a true picture as our group was weighted 
with young infantry soldiers. Study of a 


10 hid, pp 29-32. 
11 Mayor’s Committee, of. cit, pp 17-24. 
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true cross section might reveal a higher age 
when the habit was begun. 

The average median length of time these 
men had been smoking was approximately 
6 years. Five or 11% had been addicted 
more than 10 years. None claimed to be be- 
ginners. Nine or 20% had smoked at least 
a year, and another 20% from 3 to 4 years. 
Twenty-seven or 60% claimed to be addicted 
for more than 5 years. A large percentage 
of these 27 contracted the habit during the 
formative years of adolescence. l 

Despite long addiction these men pre- 
sumably were in good enough physical con- 
dition to meet army standards for induction, 
and were deemed fit for the toughest branch 
of the service, the infantry. Inability to ad- 
just to the army situation was in terms of 
morale and character, not stamina. 


Use or OTHER STIMULANTS 


All of our addicts used other stimulants 
but insisted that marihuana was the main 
source of pleasure, the others being substi- 
tutes or aids to increase the pleasures of 
marihuana. We found few ameng them who 
were addicted to use of cocaine, morphine or 
heroin, although a number had tried them 
briefly. Many used what they called “ger- 
onimos,” small pills, which, according to 
the patients, contained morphine in a mild 
dosage. Again, these were used only when 
marihuana was not available. We are, there- 
fore, inclined to agree with the Mayor’s 
Committee on Marihuana that marihuana 
smoking in itself does not cause addiction 
to such narcotics as cocaine, morphine or 
heroin.?? 

Whiskey was commonly used in con- 
junction with marihuana, but rarely to 
excess. Sodium amytal, called “pink ladies,” 
seconal, barbital, benzedrine, nembutal were 
used daily along with marihuana. Nutmeg 
smoked in powder form mixed with tobacco 


was tried as a change. In ccnnection with. 


these drugs the following slang is given: 


One addict will ask, “Have you seen Bennie 
lately?” (Have you used benzedrine recently.) The 
cther may reply, “No I’ve been with Meg all night” 
{useé nutmeg). Nutmeg is also referred to as 
“the lady.” 


12 [hid., p 13. 
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In the hospital, where the drugs could not 
be obtained, a common practice was that of 
smoking aspirins crushed and mixed with 
tobacco. The opinion was unanimous that 
it was of no help. 

The number of marihuana cigarettes 
smoked daily varied according to the indi- 
vidual. Some smoked from I to 2 daily and 
others as many as 10. The majority used 
from 4 to 6 daily. The marihuana was not 
diluted in any way or mixed with other 
substances. The dried leaf or top of the 
plant is rolled in cigarette form and sold 
commercially. 


ATTITUDE ABOUT HARMFULNESS OF 
MARIHUANA 


Not one of our subjects had any desire tc 
stop addiction or be cured. They admittec™ 
voluntary cessation at times and therefore 
claimed the drug was not habit forming 


. They defended its use on the grounds thai 


it left no physical after-effects. There wa: 
a sizeable minority who thought it was harm. 
ful but still refused to consider any cure or 


‘the grounds that the benefits of marihuan: 


outweighed the harm. 

All said their addiction to marihuana wa: 
a benefit to the Army as it enabled them te 
be adequate as soldiers. They therefor: 
argued that the Army should permit then 
the continued use of the drug. These argum 
ments were highly rationalistic in view c 
their army record to date.’ Nevertheless 
they stubbornly defended its use with th 
childish attitude of “I can’t be a good soldie 
unless I smoke marihuana, and I’m such 
good one then that I should be permitte 
to smoke.” . ; 

Because of these attitudes we cannot agre 
with Marcovitz and Myers in their conter 
tion that long-time institutionalization fc 
treatment of the personality pattern is tł 
answer. The desire to be cured is lackin, 
the background and personality pattern a1 
too well established for any hope of curatis 
treatment. Institutionalization may be nece: 
sary to protect society from these individual 
but not from the standpoint of treatment. 
, As ward patients in the hospital the: 
men were nothing but nuisances. They ha 
to be kept restricted to the ward to preve» 
access to marihuana or other drugs. 
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allowed freedom on the ward they somehow 
obtained the drug no matter how closely 
visitors were watched. They were aggressive 
and sulky with ward attendants and person- 
nel, and continually complained of various 
ailments. They were resentful when re- 
turned to duty ; in one instance military police 
had to be called. When attempts were made 
to sedate them with seconal they bothered 
the nurses and ward attendants constantly 
for hours before the time to receive the drug. 
Only during interviews when the men were 
talked to in a kindly, sympathetic manner 
was there any change in attitude. During 
the interview periods they complained at 
first of myriad aches and ailments, but soon 
spoxe freely, in fact loquaciously. They 
bragged about their behavior, anti-social and 
sexually perverted as it was. Feelings of 
anxiety which they attributed to the drug 
deprivation disappeared in the course of the 
interview because they were able to represent 
themselves as adequate individuals in terms 
of their own standards. 


DISCUSSION 


It can be seen that these men possess traits 
of character and behavior which readily 
brand them as psychopaths. The basic cause 
of their psychopathic personality was the 
broken home, marked by quarrels and dis- 
agreeable scenes. Their parents were defi- 
nitely incompatible. In terms of parental 
images many of the patients had a righteous, 
moral mother and a worthless father. Many 
of them were an only child, or the youngest 
or oldest in the family. Such children suffer 
from their family position either by too much 
attention or by intensification of the conflict 
MMH etween them and their siblings for the love 
«of the mother. 

From an early age there was a swing to 
«delinquent behavior despite the mother’s 
«efforts at control. There was definite identi- 

fication with the father image and a reaction 
mmo maternal control. This caused delinquent 
MMehavior in school and anti-social activities, 
as well as avoidance of responsibilities. Un- 
desirable associates, sex promiscuity, truancy 
and even addiction to marihuana are typical 
in the school years. 
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The pattern established is very well de- 
scribed by Marcovitz and Myers: 

A typical pattern of response to repeated situa- 
tions of frustration and deprivation. This con- 
sists on the one hand of immediate and constant 
gratification of the need for sensual pleasure and 
for the feeling of omnipotence, as well as the need 
to overcome their unbearable anxiety. On the other 
hand they show hostility and aggression toward ' 
others, especially to authority with the neurotic 
repetitive creation of situations which lead to fur- 
ther sufferings.?$ 


Their work records followed the same 
behavior pattern, with frequent changes of 
jobs. Associates chosen were always those 
with similar 2osychopathic interests. As 
adults, as in adolescence, sex satisfaction was 
the predominant drive. This was permitted 
expression through imarihuana on various 
levels of development. The drug was also 
used to build up confidence in the conquest 
of women. Marihuana and sex satisfaction 
are definitely associated in these individuals. 
They revealed frequent attendance at private 
parties where there were both marihuana 
enjoyment and sexual orgies, with mari- 
huana addiction the common bond among 
all present. Defiance of sexual codes with 
gratification of infantile sexuality at different 
levels was achieved. 

Conflict with the law is an aspect of the 
psychopathic personality manifested >y mari- 
huana users. There is little evidence: that 
marihuana creates criminals, but it does seem 
to restore the confidence which a criminal 
personality needs. The behavior of these 
addicts shows a disregard for law which 
is based on selfishness and resentment to 
authority. . 

Judging from the comments of zhe men 
studied, as well as from the analysis of their 
personalities, it seems that marihuana is used 
to restore confidence by the removal of anx- 
iety and resentment, and that it also relieves 
actual physical feelings of depression and 
pain. The user gains both physical and psy- 
chological contentment and reassurance, finds 
himself able to gratify strong infantile de- 
sires, and becomes an adequate personality 
able to cope with his environment. Mari- 
huana dispels feelings of anxiety resulting 
from earlier conflicting attitudes of the par- 


18 Marcovitz, 95. cit, pD. 391. 
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ents, and thus permits the satisfaction of 
libidinal desires at various levels of infantile 
sexuality. Strong homosexual tendencies 
are also present in many addicts. 


SUMMARY 


1. Sixty infantry soldiers, 55 Negro and 
5 white, were studied to determine the basis 
for their addiction to marihuana. 

2. Case histories reveal a background of 
psychopathic development and behavior. 

3. Eighty-five percent of these men were 
referred for psychiatric evaluation because 
of poor records as soldiers, and the re- 
mainder for neurosis. 

4. Median average age of the men was 
22.4 years, and the median average length 
of service was 5.9 months. Only 2 men had 
desirable army records. 

5. Thirty-eight or 63% had a history of 
homes broken in childhood by death, deser- 
tion or separation. Another 13 or 22% also 
had home environments where quarreling, 
domestic strife among parents was common. 

5. Thirty-five percent were the only child 
in the family and 28% either the youngest 
or oldest in a large family. 

7. Thirty-four of the men came from 
poverty-stricken levels. 

3. Patients’ memories of parents revealed 
95%' had mothers with high standards of 
morality and 68% had fathers of poor moral 
character. 

9. Early childhood memories were of 
deīnite emotional strain, as revealed by 
frequent nightmares, history of enuresis, 
sleep disturbances, dizzy spells. 

10. Only 11 of the men had gone as far 
as high school, although intelligence tests 
showed them all to be of normal intelligence. 

II. Typical school behavior was one of 
truancy, arguing or fighting with teachers, 
gambling, sex promiscuity, associating with 
undesirable companions. 

12. Work history shows a similar trend 
of psychopathic development with frequent 
changes of jobs and much unemployment, 
little desire to work. Marihuana was used 
frequently during work to relieve monotony. 
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13. Fifty had criminal records. Mari- 
huana was used to furnish confidence but 
it was not the cause of criminal activity. 

14. Strong abnormal sexual desires were 
present with an overlay of anxiety. Mari- 
huana was used to remove anxiety and result 
was an over-emphasis on sexual pleasures 
on various levels of infantile sexuality. 

15. Addicts associate only with other ad- 
dicts and non-addicts are avoided. Recogni- 
tion of other addicts is primarily by use of 
slang terms. 

16. First attempts to contract the mari- 
huana habit are believed to cause startling 


experiences but the user soon is able to con- 


trol dosage and accustom himself to the drug 
to a degree sufficient to allay anxiety. 

17, Six or 13% began use of the drug 
prior to adolescence; 29 or 64% started in 
the adolescent years, and the rest in early and 
late twenties. Median average length of ad- 
diction was 6 years. 

18. Subjective effects of marihuana are 
described as tending to restore confidence, 
remove anxiety and eliminate physical pain. 

1g. Use of other stimulants with mari- 
huana was common but marihuana is used 
as ‘the primary pleasure. Quantity of mari- 
huana cigarettes smoked daily is an individ- 
ual matter but the majority used from 4 
to 6 daily. 

20. None of the men had any desire tœ 
be cured. Because of this, as well as their 
psychopathic background, prognosis for 
treatment is poor. They are a problem not 
only to the Army, but as patients in the 
Army hospital. 

21. The personality pattern of these menm. 
is one of strong libidinous desires resulting 
from early home conflict, a weak ego whiche 
identifies with an undesirable father image, 
and a superego created by the moral mother. 
The superego is unable to prevent unde- 
sirable behavior but is able to create intense 
anxiety. Use of marihuana removes the 
superego which in turn strengthens the egc 
and enables it to satisfy the libidinous de- 
sires at various levels of infantile be- 
havior. Homosexuality is evident in many: 
of these men. 


PSYCHIATRIC ASPECTS OF UREMIA * 
. A. B. BAKER, M.D., ann JULIAN KNUTSON, M.D. 


Minneapolis, Minn. 


It has long been recognized that in uremia 


there occurs an attointoxication that may 


result in damage to many of the body tis- 
sues. Since some of the most common symp- 
toms in this disease, namely, the convulsions 
and the lethargy, indicate cerebral involve- 
ment, it at once becomes apparent that the 
central nervous system does represent at 
least one of the most important regions of 
toxic injury. The importance of the cerebral 
damage in uremia as related to the wide- 
spread clinical symptomatology was well rec- 
ognized in the older literature, but seems to 
have been ignored in many of the recent 
writings (Hechst(z1), Mikuriya(2), Hiller 
and Michalovici(3), Bodechtel(4), Weil 
(5), Weiman(6), Rives(7), Silvan(8), 
Uchida(g)). 

In a recent investigation we had the op- 
gaporiunity of studying the brain changes in 
7 cases of uremia. It was apparent that this 
disease produces severe and often irreversi- 
Mole changes within the cerebral tissues. The 
Mm&ype of alteration varied with the duration 
of the illness. In the acute cases the pre- 
dominant damage occurred within the neu- 
«ons which showed the typical picture of 
acute nerve cell damage. In the subacute 
and chronic illness, the neurons revealed 
chronic changes such as pyknosis and frag- 
mentation. In most of these cases paren- 
chymal alterations were prominent and 
appeared as areas of tissue necrosis and 
Jemyelinization. It has been accepted that 
such extensive tissue damage might very well 
ewesult in varying neurological disturbances 
such as convulsions, monoplegias, hemiple- 
vias, ataxias, etc. Many reports of such 
dramatic disturbances are available in the 
literature (Rothman(10), Weisenberg(11), 
PMBoinet(12), Hiller and Michalovici(3)). 
BEN-Iowever, in spite of the definite evidence of 
—«tissue injury in uremia, it has not been gen- 


1 From the Department of Neuropsychiatry, Uni- 
versity of Minnesota. This study was aided by 
a grant from the University of Minnesota Graduate 
School. : 


erally realized taat these same diffuse altera- 
tions may so disturb cerebral function as to 
result in a host of personality disturbances 
that may obscure the underlying organic 
pathology. It is for the purpose of empha- 
sizing these psychic alterations in this dis- 
ease that the following case is reported fol- 
lowed by a brief résumé of some of the 
literature on this subject. 


CASE REPORT 


' E. D. (H. N. 635285), a 27-year-old white male, 
was admitted to hospital August 29, 1930, because 
of disorientation, restlessness and bizarre behavior. 
This patient had always been a well adjusted, 
friendly individuel. He had lived harmoniously 
with his family and friends, showing no abnormal 
moods or behavior. He had always taken part in 
church and social activities and had been a, great 
help to his brother in business. During the past 
4 years he had been troubled with epigastric dis- 
tress for which h2 had taken soda for relief. Six 
months before admission he suffered a recurrence 
of his discomfort, vomited frequently and began 
to lose weight. In June, 1939, he was hospitalized 
and an x-ray revealed a duodenal ulcer. After 
leaving the hospital he did poorly as far as his 
ulcer was concerned in spite of exerting care as 
regards his food and general régime. In July, 1939, 
he continued ta vomit almost daily, showing a 
weight loss of over 35 pounds. Aside from this 
weight loss he appeared and felt fairly well. He 
was again placed under medical care but continued 
to vomit. 

On August 24, 1939, his local physician suggested 
hospitalization and the patient enthusiastically 
agreed to such a move. However, within a few 
hours he became slightly disturbed because he felt 
that “the papers would advertize about his receiving 
free aid.’ This was the first indication, of any 
abnormality in thinking. Shortly afterwards “his 
nerves gave way.” He began to weep and show 
mild catatonia, clenching his fists, drawing his 
knees toward his chin and remaining so for many 
hours. At times he would become restless and ex- 
cited while on other occasions he would lie quietly 
in bed staring at the ceiling. He was immediately 
removed to a local hospital. During the first few 
days in hospital he behaved in a normal manner 
except for a slight restlessness which gradually 
increased in intensity. On the third day he became 
confused and expressed auditory hallucinations. 
He greeted his father by saying, “Come on let’s 
sneak out now, —"Dort you see them?” He 
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` hugged his father tightly and repeated three times, 
“She thinks she’s too good for me.” Because of 
the increasing severity of his illness, he was trans- 
ferred tc the University Hospital. On his way to 
the hospital he became completely disoriented, mis- 
taking the ambulance driver for his brother-in-law. 

On admission, the patient appeared acutely ill, 
exhibiting evidence of marked weight loss, weak- 
ness and dehydration. His blood pressure was 112 
systolic and 78 diastolic. He was very negativistic, 
mute and demonstrated some regressive behavior 
with fecal and urinary incontinence. On persistent 
questioning he would admit having stomach trouble 
and occasionally complained of abdominal distress. 
At times he would recognize his brother. He 
seemed markedly apathetic and totally indifferent 
to his surroundings. He spoke very little, most of 
his remarks being garbled and incoherent. He‘was 
somewhat restless, picking at his bedclothes and 
attempting to get out of bed. 


At this time a diagnosis of schizophrenia was 


considered. Because of the medical history, corm- 
plete laboratory studies were done. The urine 
showed a specific gravity of r016 with a trace of 
albumin and an occasional red blood cell. Blood 
chemistries revealed a blood urea nitrogen of 243 
mg. percent; a blood sugar of 140 mg. percent; 
and chlorides of 452 mg. percent. These findings 
indicated that we were dealing with an unusual 
form of uremic psychosis. 

-Due to the‘negativistic behavior of the patient, 
it was necessary to resort to gavage feedings. Dur- 
ing the first 3 days in hospital he was restless and 
confused. He knew the approximate date and his 
name but was disoriented as to place. He talked 
very little, most of his conversation being muttered 
and unintelligible. He had to be restrained as he 
would try to get out of bed. He frequently spit 
his food at the nurses or over the floor of his 
room. Often he would become very negativistic 
-and preaccupied. He would spend many hours 
posturing and grimacing. On the fourth hospital 
day, after intense intravenous and gavage feedings, 
the patient seemed to improve. He became more 
quiet and there was a definite clearing of the 
sensorium. His speech became more coherent and 
he again recognized various members of his family. 
He stated that he felt “swell” and “would like to 
go home.” He conversed pleasantly with the nurses, 
toward whom he was most polite and cooperative. 
He remained improved for 2 days and then sud- 
denly relapsed into his former psychotic state. He 
again became restless, noisy, and at times catatonic. 

During the remainder of his hospital stay he 
-continued to manifest severe psychotic behavior 
except for brief intervals during which he seemed 
to clear’ somewhat and make a few coherent and 
relevant statemer.ts. He expired suddenly from 
a respiratory paralysis 7 days after admission to 
the hospital. 


Comment—On cursory survey, this pa-- 


tient presented many features of a catatonic 
type of schizophrenia. These consisted 
chiefly of negativism, mutism, grimacing 


and regressive behavior. This diagnosis was 
considered until the blood chemistry was 
obtained, revealing a severe retention of 
metabolites. On retrospect there -were cer- 
tain features in this patient’s illness that 
should have guided us in the proper evalua- 
tion of this case. These were: the presence 


of both delirious and schizoid symptoms; the 


rapid fluctuation between the psychotic and 
the lucid periods ; and finally, the definite im- 
pairment in the patient’s physical health. 
In fact, it was this latter observation that 
prompted us to study the blood chemistry. 


CHARACTERIZING FEATURES OF UREMIC 
PSYCHOSIS 


The mental picture in uremia exhibits no 
specific characteristics. Almost every form 
of disturbance has been reported, although 
the delirium associated with a mild depres- 
sion seems to predominate. In spite of this. 
most variable symptomatology which fre- 
quently obscures the underlying pathology, 
certain characteristics may be present, which 
should suggest the possibility of a uremia 
and indicate a detailed laboratory investi- 
gation. : 

1. A Rather Sudden Onset—In the ma- 
jority of cases the psychosis ts fairly sudden 
in onset, the entire illness unfolding during 
a period of hours. Usually the illness 
reaches its peak during the first 24 to 48 
hours. Occasionally careful questioning may 
reveal vague signs of. the impending illness 
for a few days prior to its acute appearance. 
These premonitory symptoms usually con- 
sist of a mild irritability, listlessness, in- 
somnia and some tenseness. 

2, Poor Physical Health—-This is an im- 


‘portant feature and should strongly suggest 


some complicating factor in the psychosis. 


The patients frequently are very weak, fa- 


tigue easily,‘complain of malaise and lassi- 
tude and show evidence of great weight 
loss. Headaches are common and often very 
disturbing. Anorexia is often marked. The 
patient makes very little attempt at physical 
effort, appearing apathetic with little interest 
for his surroundings. In many such cases om 
careful history will reveal evidence of a long= 
standing renal pathology. 

3. Frequent Remissions During the Course 
of the Illness—In many of the reported 
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cases, especially those receiving treatment, 
the psychosis was characterized by remis- 
sions during’ which the patient would be 
quiet, rather composed and entirely rational. 
These lucid intervals are most variable in 
both number and duration, lasting from min- 
utes to days. ‘They often appear dramatically 
_ at the height of the psychosis and disappear 
just as abruptly. 

4. Accompanying Neurological Features. 
—The appearance of neurological distur- 
bances during the course of a psychosis 
should immediately suggest the possibility 
of a uremic involvement. These disturbances 
consist of convulsions, myoclonus, monople- 
gias, ascending paralyses, bulbar distur- 
bances, ataxias or amaurosis. Bischoff(13) 
reported motor involvement as occurring in 
40 percent of the uremic psychoses. The 
motor involvement is frequently ascending 
in type, occasionally resulting in a bulbar 
palsy. The myoclonus occurs terminally and 
involves primarily the upper limbs. The 
convulsions are probably the most frequently 
recognized uremic symptom. They precede 
or accompany the psychosis and are usually 
generalized. 

5. Poor Prognosis With Rapid Downhill 
Course—As would be expected, because 
of the underlying disturbance, the prognosis 
is usually poor. The duration of the illness 
is fairly short, lasting but a few weeks and 
terminating fatally. Such a rapidly fatal 
course is unusual for most of the purely 
psychogenic disturbances and should suggest 
organic involvement. 

6. Blood Chemistry Studies —An investi- 
gation of the blood urea nitrogen level will 
almost always establish the proper diagnosis. 
Any patient suffering from a psychosis in 
which some of the above listed features are 
present, warrants an investigation of the 
blood chemistry in an attempt to determine 
the possibility of uremia as the causative 
factor in the illness. 


CLINICAL FORMS OF UREMIA 


, Aside from the above general features, 
the clinical symptomatology in uremia differs 
considerably from case to case. An attempt 
will be made to list the most common clinical 
syndromes along with the authors who de- 
scribed such cases. 
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1. Asthenic Form (Lemierre(14), van 
Hauth (15), Reiss(16) ). 

The chief symptoms are malaise and isi 
tude gradually progressing to lethargy. 
Physical fatigue is marked, the patient often 
staggering when walking because of lack of 
strength. Memory is poor, corcentration is 
difficult and sleep is superficial. The patient 
can be awakened easily and answers ques- 
tions slowly but rationally. Such patients 
often appear unhappy and utterly miserable. 
Terminally they may become mildly con- 
fused. The lethargy may pass into a coma 
which ends in death. Reiss(16) reported 6 
such cases while Lemierre(14) recorded 2. 
In both of the latter the uremia was mild and 
the patients recovered completely. 

2. Acute Delirium (Meninge-(17), Reiss 
(16), Jacobson(18), Jolly(1qa), Bischoff 
(13), Marcus(20), Merklen (21), Kleudgen 
(22) ). 

This is by far the most common picture 
presented by patients with uremic psychoses. 
These patients are apprehensive, restless, be- 
wildered and confused. They may be quiet 
and muttering or may show a severe accel- 
eration of psychomotor activity with pericds 
of excitement which may terminate in ex- 
haustion. Hallucinations are frequent, fleet- 
They 
usually involve the auditory and visual 
spheres. The mood is changeable, occasicn- 
ally being happy but more frequently reveal- 
ing a marked anxiety accompanied by hypo- 
chondriacal complaints. Delusions when 
present are transient and persecutory and 
self-condemnatory in nature. Speech 18 fre- 
quently slurred, mumbled and incoherent, 
often shifting from mutism to marked flight 
with rambling. The entire course of tne 
illness may shift rapidly from states of over- 
activity with aggressiveness, crying, laugh- 
ing, singing, dancing and swearing to states 
of lethargy with incoherent muttering, seli- 
condemnatory delusions, mutism, or even 
catatonia. Brief lucid periods may appear 
throughout the illness, passing abruptly into 
the psychosis. Accompanying neurological 
disturbances were reported by Bischoff(13), 
Marcus(20), Merklen(21), and Kleudgen 
(22). These disturbances were not con- 
sistent. Marcus observed convulsions; 
Merkien, myoclonus; Kleudgen, paralysis; 
and Bischoff an amaurosis. The course in 
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this form cf the illness is variable, most of 
the patients passing from a state of exhaus- 
tion into a coma which terminates fatally 
(Reiss(16), Jacobson(18}). Some patients 
after a stormy course tend to recover. In such 
cases, convalescence is very slow and some 
symptoms may persist for many months. 
Jolly(19) reported a case of acute uremia in 
which the kidney function returned to nor- 
mal 2 weeks after the onset of the illness, 
but the mental symptoms persisted for over 
a month. Ir Marcus’(20) patient, memory 
weakness was still present ro months after 
the acute iliness. 

Not infrequently this delirious form of 
uremia is accompanied by features which are 
definitely schizoid in nature. These symp- 
toms will Ee discussed under the schizo- 
phrenic form of this disease. 

3. Schizophrenic Form (Grimshaw(23)). 

Grimshaw reported a case of a 25-year-old 
male who suffered from a chronic uremia. 
This patient showed marked catalepsy asso- 
ciated with periods of catatonic excitement. 
His limbs would remain for long periods in 
whatever position they were placed regard- 
less how awkward. Negativism was present, 
the patient refusing to eat, Pinching and 
pricking oi the hands and arms were unno- 
ticed. Even applicetions of an electric brush 
seemed to produce but slight effect on the 
upper and lower limbs. -On occasions the 
patient would arouse from his catatonia and 
mumble a few oaths. His conversation on 
such occasions was often obscene or very re- 
ligious. Th2 patient gradually became more 
debilitated and died. Terminally he had 
some oliguria. 

Frequently many of the schizophrenic 
symptoms appear ‘to color the other clinical 
forms of uremia. These symptoms consist of 
negativism, catalepsy, grimacing, posturing, 
echolalia and bizarre auditory hallucinations. 
Bischoff (13) felt that when these symptoms 
- accompanied the psychosis they were not 
due entirely to the uremia but were chiefly 
the result of a “taint” within the patient’s 
make-up and that careful questioning would 
elicit the besic taint within the patient or the 
family background. 

4. Depressed Form (Cullerre(24)). 

This form is. characterized by a melan- 
cholia often associated with. suicidal trends. 
There may occur only a simple depression 
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associated with ideas of persecution, self- 
condemnation and apprehension. At times 
these patients may show extreme anxiety 
with marked motor excitement and rapid 
physical prostration, There may exist a fear 
of poisoning or death, or a desire to run 
away. In the two cases reported by Cullerre, 
the course of the illness was rapidly down- 
hill, both patients lapsing into coma prior to 
death. 

5. Manic Form 
(26), Wilks(27)). 

These patients are markedly overactive, 
combative and destructive. They frequently 
laugh, sing, yell or chatter continuously, oft- 
en in a boisterous voice. They may tear 
their clothes or the bedclothes or may break 
the furniture. Usually the sensorium is clear 
in spite of the psychomotor overactivity. 
They frequently become feeding problems as 
they are too busy to eat. Fleeting hallucina- 
tions may be present. At times the overac- 
tivity is suddenly interrupted by brief peri- 
ods of depression during which the patient 
is gloomy and despondent. All the cases 
reported terminated fatally. In 2 of the 3 
cases reported by Wilks there were associ- 
ated convulsive seizures. 

6. Paranoid Type (Hoesslin(28)). 

Hoesslin reported a case of a 46-year-old 
male with chronic nephritis who suddenly 
developed expansive ideas. He believed that 
he belonged to nobility and was having 
conferences with kings. These delusions of 
grandeur continued for days. The patient 
suddenly recovered from his psychosis and 
was much distressed over his former ideas. 


(Scholz(25), Hagen 


SUMMARY AND CONCLUSIONS 


1. Uremia may result in irreversible dam- 
age to the central nervous system. These 
tissue changes may so disturb cerebral func- 
tion as to result in a host of personality dis- 
orders. : 

2. A case of.uremic psychosis is reported 
occurring in a 27-year-old male who had a 
blood urea nitrogen of 243 mg. percent. 

3. Clinically a uremic psychosis may re- 
semble almost any of the recognized varieties 
of the psychoses. 

4. Certain features, when associated with 
any of the clinical forms of this illness, aid 
greatly in the diagnosis. These consist of: 
a rather sudden onset; poor physical health 
of the patient; frequent remissions during 
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the course of the illness; associated neuro- 
logical findings; and a poor prognosis usu- 
ally with a lethal outcome. 

5. A review of the literature is attempted 
with a listing of the types of clinical pictures 
described by the various authors. 
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THE LIFE AND WORK OF KARL WILMANNS 
ERWIN STRAUS, M. D. Barrımorr, Mb. 


_ Word has reached us that in August 1945 

Karl Wilmanns died, 72 years of age. For 
the last years he lived at Wiesbaden, where 
he had taken refuge after being forced by 
the Nazis to leave the university and the 
town of Heidelberg. A few weeks before his 
death he received a letter from the newly ap- 
pointed rector of the university, asking him 
whether he was willing to return to Heidel- 
berg and to assume for a while, in spite of his 
years, the durden of his former position. 
Although he was not able to accept this 
offer, it brought him, in the midst of the 
German disaster, some belated personal satis- 
faction. He had foreseen the catastrophe the 
Nazis would bring about; he had also fore- 
told it, even to those who did not like to 
kear it. But perhaps they did like it, for 
it provided them with the welcome oppor- 
tunity to get rid of a man, whose ironical 
criticism they had to fear. 

Wilmanns was born July 26, 1873, at 
Durango in Mexico. In 1879 his father, 


a businessman, returned to Germany with’ 


his family and settled at Bremen. ‘This 
town lent Wilmanns a definite color. 
Throughou: his life he remained a North- 
erner, contrasting strongly in dialect and 
gestures with his south German environ- 
ment. Also his attitude towards authority, 
a peculiar mixture of respect and disdain, 
had some Bremish flavor. The “Hanseates” 
liked to emphasize their personal indepen- 
dence, yet this independence was integrated 
into a proudly guarded tradition. 
Wilmanns? education followed the typical 
pattem, with one exception: he stayed 
through all the years of his academic stud- 
ies—in cortrast with the German custom— 
at one place, at Bonn. One may find in that 
early period already the beginning of a con- 
servative attitude which became more and 
more obvious later on. With a stubborn 
tenacity Wilmanns stuck to plans in which 
he had early invested his personal interest. 
Just as he had remained at Bonn during 
all the time of his medical studies, Wil- 
manns, who came to Heidelberg as one of 
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Kraepelin’s assistants, stayed there through 
all the stages of his academic career; there 
he became instructor, assistant professor, 
and in 1918 full professor. He succeeded 
Nissl, who had accepted a call from Kraepe- 
lin to the “Forschungsanstalt” in Munich. 
The most striking example of Wilmanns’ 
indefatigable thoroughness is to be found in 
his psychiatric work. The problem he had 
taken up as a staff member in Kraepelin’s 
Clinic—the psychopathology of hoboes—re- 
mained the chief theme throughout his life, 
into the last years of his scientific produc- 
tivity. In 1906 he published in a voluminous 
monograph “Zur Psychopathologie des Land- 
streichers,” the first results of his research. 
In 1940, in two papers, the last ones as far 
as I know, he wrote about “Morde im 
Prodromalstadium der Schizophrenie,” and 
about “Das Vagabundentum in Deutschland” 
(the vagrants in Germany). During that 
period of 35 years Wilmanns continued to 
discuss his tavorite topic. His active in- 
terest never flagged; research and publica- 


‘tions did not cease. New experiences were 


added, the scope of investigation extended, 
the problem was approached from all pos- 
sible points of view, psychiatric, legal, his- 
torical. All his work was organized around 
this one center, with only one deviation. 
Through historical and ethnological stud- 
ies Wilmanns came to assume that the chemo- 
therapy of syphilis was a decisive factor in 
the pathogenesis of general paresis. It 
seemed to him that in countries where 
syphilis was treated less early and less in- 
tensively than in Western Europe and in the 
U. S..A., tertiary symptoms were more fre- 
quent but cases of general paresis were rare: 
ergo antiluetic therapy breeds metalues. In 
1926 a group of psychiatrists, dermatologists, 
serologists, went to the Burjatian Republic 
(U. S. S. R.) where syphilis was endemic, 
but where modern chemo-therapy was un- 
known. His leading hypothesis was not con- 
firmed. A thorough investigation revealed 
that the number of metaluetic cases was 
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higher than the presupposition of Wilmanns’ 
syllogism had allowed for. 

In his basic research on tramps Wilmanns 
had, compared with the majority of psy- 
chiatrists, one great advantage. While they, 
as a rule, had come to know hoboes only as 
inmates of jails and mental hospitals, Wil- 
manns studied them, like a modern camera- 
. man, outside of confinement, under their 
own peculiar conditions of life, which, 
although not normal conditions, were natural 
to them. 

In the paper on “Das Vagabundentum in 
Deutschland” (1940), which contains many 
personal confessions, Wilmanns tells us, 
how in the Bremen State Hospital his at- 
tention was called “to some interesting 
tramps,” how Bonhoeffer’s investigations on 
that subject increased his interest, and. how 
finally during his own. research at Heidel- 
berg he became more and more fascinated 
by this topic. “The long conversations” he 
wrote in I940, “with the inmates of the 


Kislau house of correction (Arbeitshaus) . 


gave me the opportunity to gain a deep 
insight in the life of the hoboes..... One 
of them used to visit me frequently..... 
Some of the tramps made, so to speak, 
friendship with me. Others heard about it, 


so that beggars in increasing number came to , 


convey to me the compliments of the others. 
I often received postcards from them with 
thanks and greetings.....’ One among 
them, “a professional tramp” wrote on Wil- 
manns’ suggestion a thorough paper about 
vagrants, illiterate in style, but keen in ob- 
servation. There he described the different 
types with their self-given names, their 
special tricks of “making money,” their 
hunting grounds, their relations to law and 
police, their conventions. This man in turn 


suggested to Wilmanns to participate in one. 


of their “annual meetings” which occurred 
at some small village in Franconia during 
the hop harvest. It was not very long until 
Wilmanns was recognized by: one of his 
former patients; but he was allowed to 
stay on. In his paper Wilmanns goes on with 
a description of the convention, mixing it 
with statistics of the register of punishments 
xf the participants. He sums up his ob- 
servations, half graciously, half ironically: 
‘in short, it was a beautiful feast.” Wil- 
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manns acquired even some knowledge cf 
the peculiar :diom, the “Jenish,” spoken by 
the tramps. If every language gives an inter- 
pretation of zhe world, the “thieves Latin” 
gives its re-interpretation. The outcasts de- 
velop a vocabulary of their own, in which 
they give new names with a positive emo- 
tional evaluation to the very things and 
actions condemned and persecuted by the 
in-group. In studying the “Jenish” Wil- 
manns learned to meet the tramps on their 
own ground, to see the world through their 
spectacles, to tolerate their standards for a 
while. Here we may recall that Prince 
Henry enjoyed for some years Falstaff’s 
company ; but when Henry had become King, 
he banished the man “so surfeit-swell'd, so 
old, and so profane,’ granting him a wise 
allowance for his maintenance, and promis- 
ing “advancement” in the case of “reform.” 
We would say today he put him on proba- 
tion, the outcome of which was clear to 
everybody. As, through Falstaff, Henry had 
gained insight into the problematic char- 
acter of all human institutions, so the more 
deliberately he took charge of the cuties 
fate had assigned to him. There is nothing in 
Wilmanns’ works indicating that King 
Henry’s decision would not have met with 
his full approval.. 

In Wilmanns’ writings one does not find 
much of the solemnity of a state attorney 
or judge, nor cf the zeal of geneticists, who 
persecute and stigmatize the degenerates ; 
but one would also search in vain for the 
sentimental gesture of understanding, ex- 
plaining and pardoning everything. Wil- 
manns saw the tramps as a variety of the 
human species, shaped by heredity and milieu. 
He would not have asked the author or 
stage director of the human comedy to cut 
out their part, but he clearly saw the sub- 
ordinate rôle they played in the whole drama. 
In his judgmert Wilmanns firmly and un- 
ambiguously accepted the established con- 
ventions. He never turned into a social 
reformer. 

We still have to consider Wilmanns’ work, 
detached from his personality. The goal of 
the first investigations was to study the 
relations between the natural disposition of 
the hoboes, inherited or acquired, and their 
conduct of life. Wilmanns started from 
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the assumption that in many cases mental 
changes caused the instability. He tried to 
show how “the psychosis had influenced the 
development, growth, and final disaster” of 
the tramps. Convinced of the paramount rôle 
schizophrenia played in these and similar 
cases, he took a special interest and active 
part in the clarification of the clinical pic- 
ture of schizophrenic psychoses, their early 
symptoms and diagnosis. 

His broad knowledge of the initial stages, 
enabling him to recognize prodromal stages 
of schizophrenia, where others still refused 
to see a psychotic process, brought him, as 
expert, in frequent conflict with the courts, 
administ-ations, public opinion, and also with 
other experts. In a great number of cases 
his judgment was justified by the final 
outcome. As an expert Wilmanns spoke 
and wrote with great passion. He was care- 
ful to protect the insane against unjust pun- 
ishment and useless legal procedures, where 
psychiatric treatment could, if not cure, at 
least improve the conditions to the benefit 
of both individual and society. 

Wilmanns did not assume that every 
tramp was schizophrenic, but he was con- 
vinced that in the great majority the other 
cases were conditioned by either feeble- 
mindedness and other deficiencies or by 
psychoses, apart from schizophrenia, mainly 
by epilepsy and cyclothymy. Alcoholism was 
a result more than a cause. Wilmanns was 
well aware that his conclusions could not 
be generalized, that they were valid under 
the social, economic and political conditions 
of Germany at the time of his inquiry. 
From historical studies he knew how political 
events and social changes have influenced the 
number and personality structure of vagrants. 

From the nucleus of his early investiga- 
ticns Wilmanns extended his research in 
the most consistent manner. He took up one 
problem after the other. In 1908 he wrote 
a monograph on prison psychoses, followed 
by a study of the history of the prison 
psychoses, with P. Nitsche as co-author. 
This book has also been published in an 
English translation (New York, 1912). The 
first World War, and the follcwing stormy 
years interrupted the series of larger pub- 
lications. Wilmanns had to carry an enor- 
mous burden of administrative and practical 
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work. He resumed publication on a larger 
scale in 1927 with a book entitled “The 
Socalled Diminished Responsibility.” (Die 
sogonannte verminderte Zurechnungsfaehig- 
keit). In this book Wilmanns discussed the 
problem which was in the focus of public 
interest as it had been planned to introduce 
the concept of “diminished responsibility” 
into the Penal Code. Wilmanns did not 
favour the innovation; in a broad discussion 
of all pros and cons he gave his reasons. 
The theme of the book has lost its timeliness, 
but not the book itself. It is a model of 
monographic presentation, one central prob- 
lem being followed up in all its ramifications. 

Wilmanns name will remain connected 
with another monograph, although not writ- 
ten by him. Under his editorship members 
of the staff of the Heidelberg clinic wrote 
the volume “Schizophrenia” in Bumke’s 
Handbook of Psychiatry (1932): In the 
preface Wilmanns formulated the general 
points of views accepted by himself and his 
collaborators. “We do not take the symp- 
tom groups denoted as schizophrenia, for 
the expression of one disease entity... .. 
We can compare our knowledge of schizo- 
phrenia in its present stage with that of 
general paresis at a time when certain physi- 


-cal signs were not yet known. It was clear 


to us that the term general paresis comprised 
a variety of diseases but we did not doubt 
that the nucleus was an entity. Similarly we 
believe that the nucleus of all the cases we 
comprehend today under the title schizo- 
phrenia has to be seen as one essentially 
uniform disease, in spite of the variety of 
symptoms, developments and final states. We 
assume that schizophrenia is an endogeneous 
disease, organic or toxic, its origin un- 
known.” The monograph was the result of 
teamwork; most of its writers are psychia- 
trists well known beyond the German frontier. 
I mention only the names of Homburger,, 
Mayer-Gross, Beringer, Gruhle, Wetzel, 
Steiner, A. Strauss. The book is character- 
istic of the spirit of the Heidelberg Psy- 
chiatric Clinic under Wilmanns administra. 

tion. There was a group of scientists, inde 

pendent in their opinion, free in their ex 

pression, united by a common enthusiasm 
stimulated by their controversies, but co 

operative in their work. The investigatiom 
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of the postencephalitic psychoses, the stud- 
ies of mescalin and hashish intoxications are 
typical results. They bear the stamp of the 
Heidelberg school; accuracy in detail, broad 
clinical experience, intimate knowledge of 
the literature, a wide horizon of inquiry, 
all of them qualities characteristic for Wil- 
manns’ own work and personality. He be- 
longs to an epoch when in Germany the 
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power of the state and the freedom of the 
individual were still balanced, when tke 
psychiatrist was still considered the helper 
not the jailor of his patients, when there wes 
still room for the sick and the eccentric, 
because there was a general appreciation dt 
the limitations of all human beings, one grou= 
not yet claiming to be absolute, one mat 
not claiming to be God. 


THE SALMON MEMORIAL LECTURES, 1945 


THe Biotocy oF SCHIZOPHRENIA 


ROY S. HOSKINS, Px. D., M.D. 


Research Associate, Harvard Medical School, Boston; Director of Research of the Memorial 
Foundation for Neuro-Endosrine Research and of the Worcester State Hospital 


These three lectures on schizophrenia, 
aimed at a biological appraisal of this dis- 
ease, summarize a portion of 18 years of re- 
search conducted by the Worcester group of 
scientists under the direction of the lecturer. 
Studies at the physiological level receive chief 
attention. The general over-all meanings of 
the studies and suggestions for further re- 
search are emphasized. 

Schizophrenic distortions of personality 
are almost as varied as the manifestations 
of human nature itself. The approach to this 
probiem must be directed to three goals: 
the nature of man, the nature of the dis- 
torting forces, ahd the detailed picture of 
the Cistortions. 

In the first lecture, “The Biology of Man 
in Relation to Schizophrenia,” a general 
review of the fundamental philosophical and 
scientific concepts contributing to the un- 
derstanding of man is presented in detail. 
In unfolding the panorama of our funda- 
mental knowledge of different organization 
levels (electronic, atomic, molecular, and 
especially the level of consciousness) the 
lecturer is dealing with the problems of col- 
loids, enzymes, vitamins, hormones, proto- 
plasm, animal structural patterns, reproduc- 
tion, heredity, drives, instincts, conditioning, 
symbolization, consciousness, affect, psycho- 
analytical concepts, etc. Each level of or- 
ganization possesses unique properties of 
structure and behavior which are not a 
simple collection of properties of constituent 
elements. Each level requires appropriate 
methods of research. The distortion of 
schizopkrenic personality can be examined 
at each level. Special emphasis is placed 
on the disorder of empathy, which refers to 
co-identification in a social group, especially 
within the family. In addition to its social 
value, the individual benefits ot empathy 
should be stressed, particularly its tendency 
to drain individual emotivity. The develop- 
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ment of empathy is connected, too, with 
the development of libido and sexuality. The 
schizophrenic psychosis represents the failure 
or distortion in the course of the evolution 
of man, his empathy, his sexuality. The 
malintegration may be conceived at any level 
from the atomic to the social. l 

In the second lecture, “The Pattern of 
Schizophrenia,” the clinical manifestations of 
the disease are then depicted. Vocational, 
social and sexual failures were registered in 
the pre-psychotic histories of most of the 
patients, so that they represented vulnerable 
personalities. The lecturer describes at first 
the objectives characteristic of the disease 
and then gives a detailed picture of what 
psychosis means to the patient. A profound 
sense of personal failure conditions an in- 
tolerable loss of self-respect and stimulates 


. different types of reactions: phantasies and 


dreams; delusional misinterpretation for 
“face-saving’’; panic states. Practically 
nothing in this picture can be found in other 
orders of creation lower than man. On the 
human level, normal childhood and dreams 
offer most analogies with the psychosis. 

In the third lecture, “A Biological Ap- 
praisal of Schizophrenia,” detailed results 
of physiological studies are summarized. No 
significant general endocrine factors were 
uncovered, although about ten percent of 
patients presenting hypothyroid condition, 
in which the triad—low oxygen consumption 
rate, secondary anemia and scanty, nitrogen- 
low urine—are prominent, benefit from thy- 
roid medication. The oxygen metabolism is 
definitely disturbed (average basal metabo- 
lism rate is —12). This suggests a defec- 
tive enzyme mechanism. Glutathione is usec 
to excess in schizophrenic patients. Them 


respond less than normally to dinitrophenom 


adrenin and insulin. There are distortion 
of Exton-Rose reactions to administeree 
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sugar, tendencies to hypotension and a “robot 
type” solidarity between variations of systolic 
and diastolic pressures as well as of oral and 
rectal temperatures. The arm-to-carotid cir- 
culation time is increased. There is a sug- 
gestion of organic changes in the vestibular 
apparatus. Fifty-five percent of patients are 
underweight. Several blood vitamins are 
below the normal level. There is sluggish- 
ness of colon. The urine output is twice 
that of the controls. In addition, the varia- 
bility of these and other physiological indices 
is significantly higher than in the controls. 

In conclusion, schizophrenia is marked by 
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numerous defects of adapttve efficiency, lead- 
ing to inadequate responses to stimuli. De- 
fective homeostasis may be one o? the mani- 
festations of the immaturity of these patients, 
which is considered throughout the three 
lectures as one of the most outstanding fea- 
tures of the disease. ' | 

These Salmon lectures were delivered bv 
Dr. Hoskins at the New York Academy of 
Medicine, November 2, November 9 and 
November 16, 1945. They will appear 
shortly in a volume to be published by the 
W. W. Norton Company undez the title, 
“The Biology of Schizophrenia.” 


, | 
REPORTS OF COMMITTEES 


REPORT OF THE SPECIAL COMMITTEE OF THE AMERI- 
CAN PSYCHIATRIC AssocraTION, HELD AT THE 
NETHERLAND-PLAzA HOTEL, CINCINNATI, OHIO 
OcTOBEE 27-28, 1945 


It will be helpful in the consideration of the 
report about to be given to review the history of 
the committee offering the report from .the time 
of its inception. 

At the meeting of The American Psychiatric 
Association in Philadelphia in May, 1944, a resolu- 
tion was offered to the Council signed by a number 
of older members of the organization urging that 
an improved plan of cooperating with the medical 
departments of the Army and Navy be worked 
out in order to enhance the usefulness of our Asso- 
ciation to the war effort. It was too late for the 
Council to take action on this resolution at that 
time. 

At the December, 1944, meeting of the Council 
this same idea was presented by several members 
of the Council and by invited guests, including 
General William C. Menninger. The latter, in par- 
ticular, urged that certain functions of the Associa- 
tion be expanded so as to make provision for needs 
felt by the Army relating to psychiatric problems 
during the war and in the postwar period. This 
idea was taken up by several members of the Coun- 
cil and enthusiastically endorsed. A resolution was 
passed autherizing the President to appoint a com- 
mittee to consider ways in which the structure of 
the organization might be altered to provide better 
machinery for meeting the cespousietes of an 
expanded program. 

Attached to this resolution was the ie sug- 
gestion that a medical director be selected. This 
specific assignment caused the committee consider- 
able embarrassment since, after long deliberation 
during which the committee had the benefit of the 
counsel of the Executive Assistant, Mr. Austin 
Davies, it was the conclusion of the committee that 
this would not be a feasible step. 

On the ozher hand, the committee felt it to be 
the import cof their assignment to make proposals to 
alter the structure of the organization so as to make 
it possible to provide greater realization of the 
ideals, purposes and objectives to which our Asso- 
ciation is dedicated, for the execution of which, ac- 
cording to the present constitution, the President 
alone is responsible. The committee felt, however, 
that the proposed changes would necessarily involve 
changes in the constitution and thus were not 
strictly or immediately within its atcthority or 
wisdom. 

At a special meeting of the Council held in Chi- 
cago on January 31, 1045, the committee made its 
report, stating the above conclusions and then mak- 
ing the follcwing suggestions: 

The committee suggested that without altering 


the present constitution it might be possible to em- 


ploy a number of full-time men to administer and 
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execute certain functions, including those of creat- 
ing better public relations and providing for popu- 
lar education; improving psychiatric education; 
establishing clinical standards in hospitals, clinics, 
universities ; stimulating scientific investigation, re- 
search, publications, etc. Attention was called to 
the fact that such an expanded program would re- 
quire provision for financing, either through in- 
creased dues or, contributions. It was suggested 
that funds from outside the organization might be 

obtained. 
The committee further recommended at that 
time that its personnel be enlarged to include a 
number of outstanding members of the Associa- 


tion, particularly: Dr. Alan Gregg, Dr. Robert H. 


Felix, Dr. Frank Fremont-Smith, General William 
C. Menninger, Captain Francis J. Braceland, and 
Dr. M. A. Tarumianz. 

This report provoked considerable discussion 
from the Council, and it was finally accepted with 
practically unanimous approval. The expressed 
wish of the committee to resign was rejected by the 
Council. The Chairman of the committee explained 
that the task involved was a prodigious one and 
certainly deserved the employment of some full- 
time assistants or at least the help of certain ex- 


_ perienced counselors. 


The Council did not see fit to enlarge the com- 
mittee but made.an appropriation which the com- 
mittee was authorized to use in order to obtain 
expert advice. These funds were called upon to a 
limited extent (total of less than $500.00 being 
expended) in solicitation of the opinions and advice 
of numerous persons consulted, among whom were 
the following: | i 


James Hamilton, Administrator, New Haven 
Hospital, New Haven, Connecticut, Past-presi- 
dent American Hospital Association. 

Claude Munger, M. D., Administrator, St. Luke’s 
Hospital, New York City. 

George Bugbee, Executive Secretary, American 
Hospital Association, Chicago. 

Malcolm MacEachern, M. D., Director, American 
College of Surgeons, Chicago. 

Maurice Norby, Research Director, Commission 
on Hospital Care, Chicago. 

Commander Arnold Emch, Administrative As- 
sistant to Surgeon General McIntire, and form- 
erly Assistant Executive Secretary, American 
Hospital Association, Washington. 

Michael Davis, expert on medical economics and 
professional organizations, New York City. 
Howard Russell, Director, American Public Wel- 

fare Association, Chicago. 

Frank Bane, Director, Council of State Govern- 

_ ments, Chicago. 

John R. Store, Business Manager, The Men- 
ninger Clinic, Topeka, Kansas. 

William L. Benedict, M. D., Executive Secre- 
tary, American Academy ‘of Ophthalmology 
and Otolaryngology 
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The suggestions and counsel of these advisers were 
.taken into consideration by the committee, as were 
certain other data shortly to be mentioned. 

Additional data which were considered by the 
committee were: (a) the private opinions offered 
in personal communications by a number of mem- 
bers of the Association including the President; 
(b) the responses from a small percentage of the 
membership received to a mimeographed letter 
signed by the committee and sent to all members 
of the Association in April, 1945. 

The basis for the distribution of this letter was 
as follows: Prior to the meeting of the Council 
in Chicago in January, 1945, there appear to have 
been a number of rumors abroad to the effect that 
a small group of dissatisfied members were under- 
taking to initiate a reform and reorganization of the 
Association. In response to these the committee 
asked that its membership be enlarged and regretted 
the Council’s decision not to enlarge the committee. 

To counteract the misapprehensions of a small 
minority of the membership, to inform all members 
of the organization, and to overcome in some de- 
gree the lack of representativeness of the com- 
mittee, the letter mentioned was sent to all members 
in April, 1945. This letter reviewed the history of 
the appointment of the committee and summarized 
the discussion of the committee thus iar; mentioned 
the ‘fact that the committee did not concur that it 
was feasible to appoint a medical director; sug- 
gested the possibility that a number of executive 
secretaries might be appointed to carry out certain 
functions; raised the question as to whether or not 
such an expansion was desirable and how it might 
be financed; and ended by requesting that each 
member of the Association write to the commit- 
tee and express himself with respect to certain 
questions. | 

Certain -questions were formulated after confer- 
ence with a considerable number of members of the 
Association. Thesé were as follows: 


(a) With what features of the Association are 
you personally most dissatisfied? 

(b) What specific suggestions have you for im- 
proving the Association? 

(c) Are you in favor of an expanded program 
assuming that it will cost you something 
in the way of increased dues? 

(d) What direct personal benefit would you hope 
for as a result of such an increase in your 
dues? 

(e) Would you be inclined to favor regional 
groups and regional meetings within the 
Association in order to facilitate program 
presentations, personal contacts with of- 
ficers, et cetera? 

(£) Would you welcome a more frequent and 
effective means of imtercommunication 
through a fortnightly bulletin? — 


To the dismay of the committee approximately 
92% of the membership of the Association made 
no reply to this letter. Since the data taken into 
consideration by the committee included the replies 
from only approximately 8%, we would like to pre- 
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sent a general summary of this materiel with some 
specific examplzs of the replies received. 
Expressions of opinion were 1eceived from 244 
members of whom 42 were Canadians. There were 
128 letters from individual members and 3 letters 


-in which the vizws of a total of 116 other members 


were expressed. One of these letters contained the 
view of 39 Caradian members; a second letter ex- 
pressed the views of 17 members in private practice 


‘in Baltimore; a third letter expressed the views of 


60 members. cf the Philadelphia Society. 

_ Of the 128 letters received from individual mem- 
bers, 28 were from members working in state hospi- 
tals, 43 from members in the frivate practice of 
psychiatry, 22 from members serving with the armed 
forces, 9 from members working in private mental 
hospitals, 12 from members working in veterans’ 
and Government hospitals, 5 from members work- 
ing in child guidance clinics, anc 2 from members 
working in health departments. 

Concerning question (a) “With whet features of 
the Association are you personally mast dissatis- 
fied?”, 76 out of 128 individual members definitely 
expressed dissatisfaction, 29 expressed no dissatis- 
faction, and 23 made no comment. The views of the 
116 members ex>ressed in three letters for the most 
part showed no dissatisfaction with the status quo, 
while the majority of the individual letters favor a 


‘change. If individual and group opinions are com- 


bined, it would appear that they are equelly divided. 

~ Concerning orestion (c), “Are you in favor of an 
expanded program assuming that tt will cost you 
something in the way of increased duex?”, 87 out 
of 128 individuals favored expansion; ‘and of this 
number, 81 favcred increasing dues to accomplish 
this end; 22 were opposed to it, and 19 made no 
comment. In contrast to these views expressed in 
individual letters the opinions exprassed in the group 
letters were in the main opposed to expanding and 
increasing dues. 

Concerning qrestion (d), “What direct personal 
benefit would you hope for as a result of such an 
increase in your dues?”, practically all members 
who replied neither expected nor desired personal 
benefit but considered only the general good which 
might result. 

Concerning question (e), “Would you be inclined 
to favor regional groups and regiona! meetings 
within the Association in order to facilitate pro- 
gram presentaticns, personal contact with officers, 
et cetera?”, and question (£), “Would ycu welcome 
a more frequent and effective means of intercom- 
munication through a fortnightly bulletin?’, the 
majority who replied were in favor of having both 
regional groups and meetings and having a fort- 
nightly bulletin cr more frequent publication of the 
JOURNAL. . 

The following sample letters present typical re- 
plies on both sidzs of the various questions: 


“In the circular letter issued by the Special 
Committee on Reorganization, you ask for the 
comments of members of the APA upon six 
specific questions. 

“To those questions I comment to the effect 
that there are r.o features of the APA with which 
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I am dissetished. I am not in faved of an ex- 
panded program but I do not obj ect to any in- 
crease in the dues if the Association needs the 
money. I do not think any benefit would accrue 
to me, and, to the majority of the members, as a 
resut of the increase in dues. Perhaps some 
benefit mizht be had from regional groups and 
regional meetings. I do not think we have suf- 
ficient worthwhile material to justizy a fort- 
nightly bulletin. 

“In other words I do not want to see‘our Asso- 
ciation meterially altered. I think it is a grand, 


fine, old raspectable organization. I do not want 


to see it become a chest-thumping body.” 
x ko k & 


“T am very much opposed to the proposals for 
a full time medical Girector and several other 
full-time officers involving a large increase in 
annual fees. 

“Our Association has no hospitals or clinics 
or ‘abora-:ories to direct and I see no purpose 
in a full-time director. Our office expenses in 
New York are, I think, sufficiently heavy and 
can well perform all the secretarial duties that 

might be expected to devolve on such an office. 
The President and Council and Committee Chair- 
men are gll well qualified for the duties assigned 
to them and I do not think they should be, de- 


prived of the responsibility for the development ' 


of our Association and of psychiatric thought on 
this continent. The American Psychiatric Asso- 
ciation should keep the concepts of democracy 
clearly before it and certainly should not sur- 
render its democratic prerogatives in favor of a 
paid director who presumably would then do all 
our thinking for us.” 
x ok ok Ok 


“These changes are in the direction of making 
the American Psychiatric a totaliterian rather 
than a d2mocratic institution and are along the 
lines followed in the totalitarian countries prior 
to the opening of the present conflict. 

“I am unalterably opposed to any increased 
centralization and I do not think any increase in 
fees is justified at the present time. Most of the 
members in Canada are in the Government ser- 
vice and our net salaries after the payment of 
income tax are at their lowest eb) for many 

years. The proposed increases of fees for the 
© Psychiatric Association would be = real hard- 
ship.” 

kok k # 

"I have no hesitation in stating that I am 
quite opoosed to the proposed appointment of a 
full-time Medical Director and other full-time 
officers of the American Psychiatric Associa- 
ticn if sich appcintments are to result in greatly 
increased yearly dues for membership in the Asso- 
ciation. I would expect that if such a step is 
taxen, there will be very few Canadians continue 
their membership and I, for one, would almost 
certainly resign.” 
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“I can not see, personally, where proposed 
changes are going to do anything except to pro- 
vide jots for severai people and certainly at the 
present time, with che shortage of both senior 
and junior men, I think it highly inadvisable 


that any propcsals of this nature’ should be 


considered.” 
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“I find myself in complete ignorance as to what 
the Special Committee of the American Psychi- 
atric Association expects to achieve by its pro- 
posed new plan. For this reason it is almost 
impossible for me to decide whether or not an 
increase in dues would be advisable at this time. 

“I think the matter should be made much 
clearer to the various members before any radical 
changes are made,” 
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“We would like to go on record as not being 
favorable to the proposals to the American 
Psychiatric Association advising a medical di- 
rector and- other full-time officers, or of any 
increase in dues. 

“We: would rather see the American Psychi- 
atric Association advance and develop along its 
present lines. Anything savouring of high pres- 
sure salesmanship, radical ideas or too much 
psychoanalysis, etc., may only damage psychiatry 
in the eyes of the rest of the medical profession 
and the public.” 

x k k * 


“The feature I am personally most dissatisfied 
with is the lack of rapport between the Associa- 
tion and its members and the public. Aside from 
the Magazine and the Conventions I wouldn’t 
know the APA exists. That brings up the matter 
of how to improve the Association. I believe it 
ought to be directly concerned with psychiatric 
education and standards in medical schools and 
particularly in state hospitals. The care of 
mental patients in these hospitals is primitive and 
I believe a disgrace to right-thinking psychi- 
atrists. There should be direct supervision of 
these hospitals and, where political control obvi- 
ates it, means should be taken to effect a change. 
Next comes public education. In my experience, 
I find that in general psychiatry is held in low 
esteem and repute by both the public and general 
practitioners. For that reason we are not con- 
sulted when we can be of the most use. We are 
avoided and mental illness is still looked upon as 
a stigma and something to hide. A regular series 
of educational articles could be run in national 
magazines. A model would be similar to those 
advertised by Parke-Davis Company—the patient 
who called his doctor when he had a pain in the 
belly and the one who didn’t but is now con- 
valescing from peritonitis; the patient who saw 
his doctor when he first developed a cough and 
the one who didn’t, but is now spending his days 
in a Tbe sanitarium; etc. 

“I am in favor of an increase in dues provided 
it results in an expanded program. The satis- 
faction I would get would come from the attempt 
at accomplishment of these suggestions. I would. 


also be in favor of regional groups and meetings, 


but not so frequently that they would lose their 
zest. A bulletin, such as the present nofice, giv- 
ing forth the work of the Association, .say every 
3 months, would be appreciated.” 
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“In reply to Dr. Karl Bowman’s letter of 
April oth, I would like to offer my views. My 
chief: point of dissatisfaction lies in the feeling 
that the APA is not truly representative of 
enough areas in psychiatric work. Specifically, 
I feel it is more representative of the state hospi- 


-tal groups than of psychiatry in general. The 


university groups have not always had repre- 
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sentation or an adequate place in the organiza- 
tion. In the last year and a half rapid strides 
have occurréd in the area of psychiatric rehabili- 
tation which is as yet unrepresented in the Ameri- 
can Psychiatric Association in spite of the fact 
that some efforts have been made to bring this 
to the attention of the Association. I doubt that 
the APA as it now stands, is truly representative 
of the broad range of psychiatric, work and 
workers. There is no central point at which the 
average member can make his own thinking and 
working felt. This criticism also extends to the 
field of psychoanalysis which clearly needs better 
integration with the general trends of American 
psychiatry. 

“Somehow the Society should work out a pro- 
gram for really coordinating the opinions of the 
total membership. Even a stockholding company 
permits a written ballot for the election of 
officers. Some such plan would give a real op- 
portunity for every member to express his pref- 
erences. In addition, I feel that the younger 
members of the Society are far too little heard 
from and the Society has been too long con- 
trolled and somewhat entrenched by a group of 
older, possibly more thoughtful—sometimes less 
active—individuals, 

“I am strongly in favor of the American 
Psychiatric Association assuming its rightful 
leadership. This seems obligatorily to include an 
expanded program at whatever cost to the 
members. 

“Fortnightly bulletins could be a very real help 
in keeping all the members informed of plans, 
progress and developments. It should not be an 
organ which would duplicate the AMERICAN 
JOURNAL or PSYCHIATRY but serve a specific func- 
tion in assembling, correlating and distributing 
pertinent facts about the organization, its develop- 
ments and outstanding projects in psychiatric 
work, 

“Tn short, I very much welcome a proposed re- 
vision in the function of the APA. It is a healthy 
trend. For some time I have thought the effective 
way for the younger members to have an ade- 
quate voice would be in the establishment of a 
junior society comparable to the Young Turks in 
Internal Medicine. 

“I realize that such an expanded program would 
obligatorily call for full-time participation of one 
or more individuals of outstanding service and 
leadership. Such an individual should work in 
close association with a rather large advisory 
committee of experienced psychiatrists in order to 
avoid centralization of influence. 

“To effect these changes I would be in favor 
of any increase in annual dues necessary.” 
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“I appreciate the opportunity to express my- 
self relative to the Association. I wish I were 
better qualified to contribute something of real 
value. I am afraid that my suggestions are 
largely opinions and prejudices, but I believe 
they are held by more members than myself 
alone. 

“I want to be an active participant in the ac- 
tivities of an active society. I want it to be 
strong, well-organized, scientific, agressive. I 
want the President to be a man to whom I can 
look up, because of his scientific N 
I want to be represented by a Director, or’: 
group of Directors, who will lobby for me, wbo 
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will be articalate for me when I cannot be, who 
will visit me occasionally and kelp me when I need 
help. I want the work of tke Association pez- 
formed by committeemen who are interested in 
what they are doing, experienced and energetic. 
I want enough committees to cover all the work 
that is necessary. Liaison with medicine. I want 
this to be something real, not something we tall: 
about as being necessary, but never get around 
to it. 

“I want to pay enough in dues to feel I am 
investing in something alive and active. I want a 
return on my investment. I want membership 
so selective that membership in itself is of value. 
I want to believe that the Association will pro- 
tect me as much as a trade union will protect one 
of its members; after all, I am in the institutional 
field and constantly aware of what tkis means. 

“I want to attend meetings where I can see 
and hear the best; where the young man can dis- 


. play his talents, if any, but properly seasoned by 


mature judges; where the sound and the solic 
are presented ‘instead of the fanciful and the 
spectacular. 

“I am particularly interested in teaching. I 
want more papers on this subiect, a more active 
committee, leadership and organization. I thins 
there is too much confusion in psychiatry because 
there are too many small related societies—re- 
search, therapy and many other subdivisions be- . 
ing represented. I would like to see this chaos 
cleared by tne Association taking an active inter- 
est in and directing such work. The number of 
small psychological societies and journals suggest 
lack of orgerization in this field—but should the 
same be true in ours? 

“I think the Association should take the lead 
in all important psychiatric matters or else state 
its point of view. In certain fields, as rehabilita- 
tion of veterans and of alcoholics, there are 
numerous small groups futilely trying to work 
out big problems. The Association could be of 
tremendous value by drawing loose ends together 
and helping to organize and integrate the manv 
small bodies into a few larger effective groups. 

“I don’t went the Associaticn to grow in size 
at the expense of strength. I am not particularly 
keen about the meetings as ther now are, at least 
certain aspects of them. I am not interested in 
the facts that so many hundreds of visitors are 
present, that the ladies will go on a hayride or a 
sleigh ride—he local Chamber of Commerce 
might be interested but I’m not. 

“I don’t like all this commercial ‘advertising. 
I know where to buy Camels, Coca Colas, books, 
window screens, x-ray machines, electroshock 
apparatus anc the like—if I want them. 

“T don’t lixe so many sections running concur- 
rently. Some are a waste of time. In others, I 
am constantly being stepped on by spectators 


_ rushing off somewhere, I can’t hear because o 


the visiting going on in a corner of the room, 
Į often cannct understand the speaker’s dialect. 
I’m tired of running all over a hotel looking for 
a non-existent room or waiting for permanently 
disabled elevators. I know where to find street 
fairs and railroad terminals and crowded depart- 
ment stores—ifi I want them. 

“I don't want local or regional meetings sub- 
stituted for a national meeting. Most regional 
meetings I have attended are social gatherings 
with second-rate, quasi-scient:fic programs. I 
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don’t want a news bulletin or a bi-weekly letter 

of some sort. Such a thing can hardly be big 

enough ta be of value—this isn’t Rotary, and 
what's the Journat for? 

“Again I wish to express my thanks for this 
opportunity. I believe the Association could be 
of much greater help to the individual but that 
it could hardly be accomplished without some 
radical changes in make-up and policies. I would 
recommend an organization smaller in size, more 
scientific, closer to medicine, restricted in member- 
ship, with a more active and aggressive policy 
than has been the case in the past. I trust that 
you wili treat as confidential the remarks that 
I have made. Obviously, some of them are quite 
out-of-line with general thinking.” 
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“T received your committee’s report shortly 
after returning from overseas and am perhaps 
just over the deadline in answering it.” How- 
ever, I wanted time to reflect on your questions, 
to discuss the situation with other men and to 
compare experiences. Without such material help 
I shall make this as informal as possible. 

“Dr. Bowman’s letter concerning the discussion 
on the deficiencies of leadership of the APA at 
the December meeting indicated that the dissat- 
isfaction that many of us feel is not limited. 
Many, including myself, have considered resign- 
ing in protest to the passive attitude of the APA 
towards problems connected with psychiatric ac- 
tivities in the sciences. (My experience has been 
entirely with the A.A.F. and it is to that branch 

refer.) 

“Prior to your letter the only previous evi- 
dence of interest was a demand that my dues be 
paid promptly. In the flurry that this created I 
recaived a statement from our Mr. Davies that 
some committee had made a survey and had come 
to the odd conclusion that we hadn’t even made 
a financial sacrifice in entering the Armed Ser- 
vices. This is the best example I can give both 
of the lack of interest and the lack of considera- 
tion demonstrated by the APA to its fellows who 
have. entered the services. 

“I hava found it very difficult to convey the 
sense of abandonment that so many of us feel. 
This is undoubtedly tied up with our total situa- 
tion and the repeated frustrations and humilia- 
tions to which we have been subjected through 
a lack of interest, consideration and understand- 
ing of our problems. The attitude of the APA 
has given us a reality factor that will lead to 
many repercussions. We feel that when the APA 
tock it upon itself to help recruit us it assumed 
the addei resporsibility to see that our efforts 
were being utilized properly and standards main- 

tained. What ever interest the APA may have 
had certainly never reached to our level. 

“To answer your specific questions: (a) I am 
most dissatisfied with the /atssez-fatre attitude of 
the APA towards the psychiatric situation in the 
armed services. This was an opportunity for 
leadership that could have improved the status 
of psychiatry and prepared us for the problems 
of the postwar world. I am aware that there 
are ‘committees’ supposedly interested in military 
psychiatry, but from the point of view of the 
group I have discussed the situation with, they 
have apparently been non-effective. 

“(b) As.a basis for a more effective action it 
would appear that a change in the internal or- 


ganization of cur association is indicated to insure 
progressive and representative leadership. The 
present system of nominations makes for a hier- 
heel which appears to seek only to perpetuate 
itse 

“(c) I will gladly back any expansion that in- 
cludes some democratization of our association 
and makes it more representative of American 
psychiatry. However, I feel that we should do 
something constructive about the present or- 
ganization before we compound the already 
existing deficiencies. 

“(d) Since entering the Service I have become 
increasingly aware that my situation as a psychi- 
atrist has a direct relationship to the status of 
psychiatry. 

“(e) Any decentralization of the present or- 
ganization would probably have a beneficial effect 
on its demccratization. 

“(f} Yes. 

“The abcve opinions should be considered as 
representing my personal point of view. I might 
say that we have the nucleus of a group that 
will be prepared to ask many ‘whys’ when we are 
free to do s0, 

.“I certainly appreciate the interest of your 
committee, even if it goes no further than that.” 
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CONCLUSIONS 


Your committee recognized that it was faced 
with a complicated problem. On the one hand, it 
had the request of the President of the Association 
that a definite program be proposed. It also re- 
ceived from a small but very articulate minority of 
the membership, strong objections to the carrying 
out of its assignment. Finally, it was handicapped 
by the silence of 92% of the membership. (Mem- 
bers of the committee have been informed by quite 
a number of the members of the Association that 
they did not receive the questionnaire sent out 
routinely by the central office of the APA. The 
committee has 10 explanation for this.) 

On the basis of the number of replies received, 
or rather not received, one might infer that a large 
number of the members would seem to lack suf- 
ficient interest in the affairs of our Association. 

Therefore, your committee recommends that 
questions about reorganization be deferred pend- 
ing a further expression of opinion on the part of 
the members:p. It must be recognized that sug- 
gestions of change and reorganization, when first 
presented, stimulate disunity rather than unity. 
It must also be recognized that at present there 
are wide gaps in understanding between groups 
within the Association, representing various inter- 
ests and kincs of psychiatric activity. 

With that in mind, your committee believes that 
the number one task before the Association, de- 
serving our best attention, is not whether to reor- 
ganize in this way or that, or to remain as we are 
Neither is it to meet together and report our lates» 
thoughts and r2searches in a scientific meeting, a: 
we customarily do in our annual meeting. 

Instead, we recommend that the next conventior 
of the Association be devoted to a serious, down. 
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to-earth discussion of the practical problems our 
members meet in their daily work; that the conven- 
tion be divided into discussion groups small enough 
to be workable; and that there be no, or at least 
only a few, formal speeches and papers. In setting 
up discussion groups the Program Committee 
should provide a way for members to exchange 
ideas about those problems with which they are 
most concerned. There should be predetermined 
topics in which they have expressed an interest. 
- The function of the discussion group leader would 
be not to pontificate or expertize, but rather to 
encourage members of the group to put questions 
and express ideas of their own. Inasmuch as a 
majority of the membership is on the staffs of 
governmental hospitals, the emphasis of the con- 
vention must be on their problems. 

It is the hope of your committee that out of 
such a meeting steps in the direction of an effective 
work program for the Association may be taken 
and that increased unity of the membership may be 
promoted. We recommend that the question of re- 
organization be referred to the incoming adminis- 
tration. 

The idea of dispensing with a formal program of 
papers, and dividing the participants of the conven- 
ticn into working groups is not new. Educational 
organizations and some other professional groups 
have used it with gratifying results. 

There are various techniques for setting up such 
a program. This is a matter for the Program Com- 
mittee to consider. However, in order to explain 
more fully our recommendation we will give a 
brief elaboration of this idea. 

One simple plan is as follows: In order to find 
out how many groups should be set up and around 
what constellations of topics,-a canvass of the 
membership would need to be made in advance by 
mail, offering selections of topics and soliciting 
additional ones. Registration for the convention is 
obtained in advance by mail and assignments to 


discussion groups would be made in advance also, > 


on the basis of preferences indicated. Leaders for 
the groups would be assigned to particular topics 
and each leader would have a separate room for 
the meeting of his group. He would remain in 
the same room but would hold more than one 
session. The participants in the first session would 
split up at the end of that period and, according to 
previous assignment, move to other groups so that 
each one may have an opportunity then to take part 
in discussions with an entirely different group of 
men. . 

The evening of the first day may be used by the 
discussion group leaders to report and discuss their 
experiences. They can also arrange for interchange 
of significant data between groups during the next 
day’s session. Finaily, they should decide what 


method is to be used for summation of the discus- 


sions and which decisions require action. 

The convention may be concluded by a half day 
ror full day during which various groups could make 
weports to the entire assembly, and the necessary 
business, of the Association would be transacted. 

Groups considering like topics should probably 
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be arranged under various sections. Sections might 
be organized according to various fields of interest; 
the following are merely suggestive: 


Topies 
. Medical school curricula. 
How should psychiatry 52 ` 
taught? 
How should psychiatry be i ia- 
tegrated into other courses °? 
Training standards in hos- 
. pitals approved for res- 
dencies. 

Graduate Schools and Trait- 
ing Centers. 


Section 
M edical edtucazton .. 


Welfare organizations, pul- 
lic and private. 

Cooperation with municipa, 
state and federal healt2 
agencies, especially Vet- 
erans Administration. 


National Health Bill 


Examination questions. 
Coordination with APA 


PRET What functions should we 
perform in this field? 
What should be our relation- 
ship to the National Com- 
mittee for Mental Hy- 
giene? 


. Budgets 
Salaries 
Training programs 
Building plans 
Relations with governmental 
administrative bodies 
Out-patient departments 
Boarding homes 
Social service 
Commitment laws 
Where and how shall we pro- 
vide for the aged ill? 
In our hospitals? 
In adequate institutions ? 
In ‘boarding homes? 


Relation of psy- 
chiatry to various 
agencies. 


State medical 
licensing boards, 


Public educaticn 


Public hospitais .... 


We believe th2 problems of the institutional psy- 
chiatrists should have a major place on the pro- 
gram. Seventy to eighty percent of the APA mem- 
bership: serves on the staffs of governmental hospi- 
tals. These men serve at low salaries, and in some 
instances, under conditions of political control that 
cripple their effectiveness. Individually and as a 
group they carry responsibilities far beyond those 
of most other psychiatrists. 

Their discharged patients are not an alumni bey 
which can lobby ia the legislatures for their inter- 
ests, as the alumni of the state universities can. 
The legislators are- under pressure from the tax- 
payers to pare budgets. The state hospital staffs 
know better than anyone else how much of their 
energy and attention must be given to problems of 
economical administration, at the sare of service 
to patients. 

The road boosters and universities have their 
lobbies. Who will speak for the state. hospitals? 
This is especially pertinent now when the surplus 


ye 


700 


funds of the states amount to a total of seven 
billion dollars. ; 

The importance of this problem must nct be cver- 
looked. The welfare of a half million psychiatric 
patients depends on it. Other problems are of very 
great importance and deserve thoughtful discus- 
sion. Medical education, recruitment oi superior 
students into our field, expansion of research, Vet- 
erans Administration, standards for hospitals and 
clinics, and the National Health Bill, ere only a 
few of these, 
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In asking the Council and Program Committee to 
consider this suggestion for our annual convention, 
we have in mind the following as the usual pur- 
poses of a convention: 

To see friends working in the same field and 
refresh the friendship. 

To exchange ideas with those same friends. 

To make new acquaintances and friends. 
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To get stimulation and new knowledge from 
colleagues who make formal presentations. 
Dispensing with the customary formal program 
and setting up numerous small groups will provide 
an orderly and efficient means for the exchange of 
ideas and for constructive thinking on those prob- 
lems which are most urgent in the APA. 
At the present time, when our memkership faces 
such heavy obligations, individually and as a pro- 
fessional group, it is our earnest opinion that we- 
should avoid controversial issues that may stimulate 
further disunity. Instead, we believe the most use- 
ful task to which we can address ourselves is an 
across-the-table discussion on a practical basis of 
the problems that hinder us in the practice of our 
profession. 
SPECIAL COMMITTEE ON REORGANIZATION 
KARL MENNINGER, M. D., Chairman, 
Leo H. Bartemeter, M. D, 
A. E. Bennerr, M. D, 
SPAFFORD ÅCKERLY, M. D., 
Tuomas A. Ratuirr, M. D, 


CORRESPONDENCE 


PINEL BICENTENARY 


On the occasion of the bicentenary of the 
birth of Philippe Pinel the Secretary sent on 


Bastille Day the following letter of greeting 


from the Association to Professor René 
Moreau, Pinel’s successor at the Bicétre, 
and to Professor Georges Guillain, of the 
Salpêtrière: + 


| July 14, 1945. 
Dear Doctor: i 
In this year which marks the two hundredth 
anniversary of the birth of Philippe Pinel, and on 
this day which means so much to France and to 
the world, The American Psychiatric Association 
sends warmest fraternal greetings to you and to 
your Staff. As the fall of the Bastille symbolized 
the liberation of the human spirit, so did the minis- 
trations of Pinel inaugurate a new era in the medi- 
cal approach to mental disease and in the humane 

care of the mentally ill. | 
The memory of Pinel is cherished in the United 
States, as in all other civilized nations. Our As- 
sociation wishes for you and your Staff many years 
of continued success in the spirit of Philippe Pinel. 
_ Sincerely and fraternally yours, 

(Signed) WINFRED OVERHOLSER, M. D., 

Secretary-Treasurer. 


Translations of their replies follow: 


Paris, September 19, 1045. 
bis 
215 Boulevard St. Germain. 


Dear DOCTOR OVERHOLSER: 

I have just received, after a long absence, your 
very kind letter of the 14th of July 1945 and I beg 
you to excuse, therefore, my involuntary delay in 
replying to it. 

I was deeply touched by the cordial sentiments 
you express to me as well as to my assistants at 
tke Salpétriére, in the name of The American Psy- 
chiatric Association in commemoration of the two 
hundredth anniversary of the birth of Philippe 
Pinel. Please convey for me to your colleagues 
assurances of our very ardent and very sincere 
gratitude. We know, in France, all that we owe 
to the American Nation for the liberation of our 
country; we know also how much American psy- 
chiatry has contributed to the knowledge of mental 
illnesses and to their treatment, and we admire your 
work. I hope that, in the future, international colla- 


boration with your eminent savants will go forward. 


to the greater enrichment of the neurological and 
psychiatric sciences. 


Accept, dear Doctor Overholser, my kindest 
regards. 


(Signed) 
PROFESSOR GECRGES GUILLAIN. 


GEORGES GUILLAIN. 


DOCTEUR RENE MOREAU 
PROFESSEUR AGREGE A LA FACULTÉ DE MÉDECINE 
MEDECIN DES HOPITAUX 


99, Rue de Courcelles 
Paris, 15 Decemter 1945 


DEAR SIR AND HONORED COLLEAGUE: 

I received with emotion your letter of the 3oth cf 
November which brings to us the expression ct 
gratitude and admiration of The American Psy- 
chiatric Assoctation, on the occasion of the twe 
hundredth anniversary of the birth of Pinel. He 


` brought about, 3s you very well describe, a veritable 


revolution in the treatment of mental illnesses: by 
him all human compassion was employed in attenu- 
ating the misery and the distress of the mentally ill. 
He was the first to vitalize the French psychiatric 
school and for more than a century his benevolent 
influence made itself felt, transmitted by Esquirol, 
Magnan, Chaslin, Léglar, Dupré. ‘The psychiatric 
services of the Bicétre and the Salpétriére were 
benefited by their work and their instructicn. 

Today those services are closed and psychiatric 
instruction is wholly concentrated at FAsile Clini- 
que de Sainte Anne where the great traditions of 
French psychiazry are transmitted from generation 
to generation. 

One of the last incumbents of the chair of psy- 
chiatry of the Faculty of Medicine, Professor 
Henri Claude, died recently. By a touching stroke 
of fate, we learned at almost the same time of the 
death of his successor, Professor Lévy-Valensi. 
Deported to Germany in 1943, he died there afte- 
humiliation and torture: the successor of Pinel, 
a Frenchman of striking dignity, a veteran of 1914- . 
1918, died the victim of a persecution and a madness 
that threatened to destroy the world: American aid 
intervened in time to spare‘the world the accom- 
plishment of that frightful destiny. - 

Your expression of affection and of solicitude is 
thus doubly precious to us: it evokes a memory and 
brings in its wake hope for the men of this country 
who during four years have known sorrow cf heart 
and constraint of soul and are eager to take up 
again in freedom the medical work that has been 
interrupted. 

Accept, dear sir and honored colleague, with all 
my thanks the expression of my feelings of pro- 
found sympathy. 


(Signed) René Moreau. 
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DR. C. G. JUNG AND NATIONAL SOCIALISM 


In the last number of the JouRNAL ap- 
peared a letter from Dr. Gotthard Booth 
pointing out misconstructions and mistrans- 
lations of utterances of Dr. Jung, in a com- 
munication from Dr. S. S. Feldman printed 
in the September 1945 issue of the JOURNAL. 

Since publication of Dr. Booth’s ‘etter two 
others have been received, one from Dr. 
Gerhard Adler of London, and one from Dr. 
Ernest Harms, editor of The Nervous Child 
and of the Journal of Child Psychiatry, both 
calling attention to inaccuracies in Dr. Feld- 
man’s statements. 

Dr. Adler, “one of the oldest personal 
pupils of Professor Jung and a member of 
the executive committee of the Society of 
Analytical Psychologists in Great Britain,” 
himself a Jewish refugee from Germany, 
expresses indebtedness to Jung for help ex- 
tended to him and other Jews. He says: 

It certainly seems rather absurd to accuse Jung 
of antisemitism or sympathy with Naticnal Social- 
ism when so many of his pupils have been Jews; 
and none of them hes ever found the slightest rea- 
son to accuse Jung of antisemitism or of being a 


Nazi. 


Dr. Adler points out the egregious mis- 
translation—‘‘admiration” instead of the cor- 
rect rendering, “amazement,” already re- 
ferred to in Dr. Booth’s letter. 

On Dr. Feldmen’s version of a passage in 
the Jung article: “The Jew... . has never 
had, and never will have, his own culture.” 
Dr. Adler comments: 


Whereas Jung says ‘and, as far as we can see, 
never will have his own cultural form (‘Kultur- 
form)? Dr. Feldman seems unable tc grasp the 
difference between ‘culture’ and ‘cultural form’ 
(‘Kultur’ and ‘Kulturform’) and so he prefers to 
mistranslate it (although Jung mentions on the 
previous page of his article the fact of the ‘twice 
as old culture’ of the Jew). It must be evident 
to everybody that the Jew in fact has not created 
his own cultural form (if one does not want to 
regard the ‘Ghetto’ as such), just as little as the 
Swiss, although they possess culture, have created 
a cultural form. 


Further on in his letter Dr. Adler says: 


I am afraid that the space which Dr. Feldman’s 
misquotations forced me to occupy makes it im- 
possible to go into the more fundamental questions 
of Jewish psychology and Jung’s interpretation of 
it. Naturally one can hold different opinions from 
Jung’s with regard to this problem—but they have 


to be discussed on the psychological and not on the 
political level. Dr. Feldman’s article is nothing 
but a repetition of the Freudian attempt to dis- 
credit Jung’s psychological views by discrediting 
his political views..... 


Regarding Jung’s attitude toward Nazism, 
Adler quotes from Jung’s Terry lectures on 
“Psychology and Religion” at Yale Univer- 
sity, published in 1938. 


Now we behold the amazing spectacle of states 
taking over the age-old claim of theocracy, thet is, 
of totality, inevitably accompanied by suppression 
of free opinion. .... It is not verv difficult to 
see that the powers of the underworld—not to say 
of hell—which were formerly more or less success- 
fully chained and made serviceable in a gigantic 
méntal edifice, are now creating, cr trying to 
create, a state slavery and a state prison devoid 
of any mental or spiritual charm. 


Dr. Adler continues: 


The consistency of all these statements with the 
interview in the Weliwoche [to be published shortly 
in English] which Dr. Feldman quotes is evident. 
Thus Dr. Feldman’s article creates by mistransla- 
tion and misrepresentation of facts a thoroughly 
wrong and unfair picture of one of the greatest 
figures of modern psychology. 


Dr. Ernest Harms, a pupil of Jung since 
1919 and who has maintained contact with 
him since, supplies some facts concerning 
the reorganization of the Zentralblatt fiir 
Psychotherapie to which Dr. Feldman had 
referred: 


This Journal was never solely or predominantly 
edited by Dr. Kretschmer. On its cover there 
always appeared the names of Robert Sommer and 
Ernst Kretschmer as formal editors; the real 
editor since about 1930, however, was Dr. Arthur 
Kronfeld of Berlin. The Journal was the crgan 
of the international group of psychotherapists 
known as the Allgemeine Aerztliche Gesellschaft 
fiir Psychotherapie. . . .. When Nazism came 
to power, Kronfeld, being Jewish, had to resign. 
Kretschmer tried to continue the Journal, but 
only for a short while. The Allgemeine Gesell- 
schaft had to be, dissolved. There had to be found 
a non-German with some authority to help, if the 
Journal was to be kept alive. At this point Dr. 
Jung was asked, who before had had no connec- 
tion with the Zentralblatt, and whoa—really not 
with great enthusiasm—agreed to take over, if a 
new international organization could be created. 
The Ueberstaatliche Allgemeine Aerztliche Gesell- 
schaft was founded as an association of the in- 
dividual groups. This was the only way which 
was permissible under the new Nazi rule. Jung 
consented to be the first president. He did all this 
in order to preserve international cooperation and 
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to assist those amongst his colleagues who. were 
tied down in Germany. However, as the entire 
development progressed, even Jung’s good will 


slackened. We see him retire more and more. 


from the Zentralblatt, which after the first year 
(1935) was forced to add the name of the German 
leader in psychiatry, Dr. Goering, to that of Jung. 
In the volumes after 1935 we find no more con- 
tributions or communications of any kind by Dr. 


S. S. Feldman wants to represent Jung as a 
Jew-baiter..... It would take a long article to 
explain the real facts of the relationship between 
Sigmund Freud and C. G. Jung, which have, of 
course, not been the happiest. We have been 
flooded:in an almost oppressive way with informa- 
tion on the part of Freudians using the unkind 
utterances of Freud regarding Jung. S. S. Feld- 
man tries to make use of this to demonstrate how 


CORRESPONDENCE 


703 


badly Jung behaved towards Freud who had se- 
lected him as his successor. 

Dr. Harms then refers to the address of 
Jung at the founders’ meeting of the new 
Internationa: Psychotherapeutic Society in 
May, 1934, in which he paid tribute to the 
work of Freud at the cost of being furiously 
berated by the Nazi press. Dr. Rarms com- 
ments: “I have hardly ever witnessed a more 
noble and courageous gesture on the part of 
one scientis: towards another.” 

He draws attention to the fact that besides 
Pierre Janez, Jung was the only psychiatrist 
who received an honorary degree on the 
occasion of the Harvard Tercentenary cele- . 
bration in 1936. 


COMMENT 


NEUROSES AND PSYCHOSES 


In the words of the old riddle, one might 
ask: “When is a psychosis not a psychosis ?” 
And the answers would be as variable as the 
definitions of the word psychosis. The 
trouble is that most psychiatrists do not even 
bother to define the word before using it, 
taking it for granted that everybody knows 
what it means; but the word is so ambiguous 
that it really means very little. At first the 
term was used to get away from the term 
“insanity,” which had a legal implication. 
There was much to be said for the nomen- 
clature which put all mental disorders under 
the heading “psychosis” and divided them 
into “major” and “minor.” But this had 
only a brief popularity. Recently the custom 
has been to call the major disorders “psy- 
choses” and the minor ones “neuroses,” If 
a list of the principal diagnostic entities dealt 
with by psychiatrists were to be made, start- 
ing with the generally less severe disorders 
and proceeding to the more incapacitating, 
the first ten headings could be: 

1. Nervousness and psychosomatic reactions 

thereto. 

2. Anxiety state. 

3. Reactive depression. 

4. Hysteria. 

5. Obessive-compulsive reaction. 

6. Anorexia nervosa. 

7. Hypochondriasis. 

8. Alcoholism and cther addictions. 
9 
o 


. Perversion. 
. Psychopathic personality. 


= 


From here the list would go on to schizo- 
phrenia, manic-depressive, senile psychoses, 
etc. Most psychiatrists would agree that the 
first five headings were “neuroses,” about 
- the next five there would be some disagree- 
ment. From there on down the list, there 
would be fairly general agreement that one 
was naming “psychoses.” 

There is, therefore, some basis for the use 
of the words “neuroses” and “psychoses” 
and this basis is common usage. But for 
scientific speech one needs more than that. 
Is there any acceptable generalization that 
differentiates the two terms? That is to say, 
any generalization based on scientific’ fact? 
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Obviously the division of the two by call- 
ing the neuroses “functional” is out of date.: 
Any modern pathologist knows that there 
are many structural changes that cannot be 
seen with the microscope and all physiologists 
know that there can be no functional per- 
formance without structural change in the 
tissues involved. To ‘make a division. of 
nervous disorders into two great classes, 


_ “organic” and “functional” on the basis of 


whether or not a lesion is visible to the 
pathologist, is too naive to stand in scientific 
thinking. 

Another general basis for separating neu- 
roses from psychoses is that of psycho- 
genesis, It is said that the neuroses are 
caused by psychological maladjustments, #. e., 
troubles in interpersonal relations, sexual, 
social, economic, etc. On the other hand the 
psychoses are said to be.“not purely psycho- 
genic.” For this latter statement there is 
plenty of evidence, for example, the heredi- 


tary factors in some psychoses and the cere- 


bral lesions accompanying others. But there 
is no good evidence for the statement that 
neuroses are “purely psychological.” Most 
psychiatrists agree that neuroses have impor- 
tant psychological factors and that psycho- 
therapy usually is the best treatment, but that 
does not prove that the disorders are purely 
psychogenic. Good psychotherapy helps al- 
most any sick person, whether he has cystitis, 
pneumonia or paralysis agitans! Moreover, 
the man who did most to elucidate the psy- 
chological mechanisms of the neuroses, 
Sigmund Freud, believed that in neurosis 
there were hereditary and chemical factors, 
as well as the psychological. 

It has been held that neuroses are “part 
reactions” as opposed to psychoses that are 
“whole reactions.” This, however, seems to 
offer no really clear-cut distinction. Granted, 
that a depression is an overwhelming reac- 
tion that seems to affect the total personality, 
yet people in mild depressions (of undoubted 
manic-depressive reaction type) can carry on 
their affairs for months. On the other hand 
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some patients are economically incapacitated 
by phobias or hysterical reactions. In short 
the “part” or “whole” distinction, though 
true broadly speaking, is a differentiation 
based on degree of incapacity, on the experi- 
ence that most psychoses lead to hospitaliza- 
tion and most neuroses do not. But the 
organism is a unit and a disease of any part 
atfects the total function. 

What the argument seems to boil down to 
finally is the following: The province of 
psychiatry lies in a group of disorders with 
predominantly psychological symptomatol- 
ogy. Those that are mild and can be treated 
in the home and office are usually called 
“neuroses” and those that are severe and 
lead to commitment are usually called “psy- 
choses.” This is not a medical, it is an 
administrative distinction. It has no scien- 
tific value and it leads to many misconcep- 
tions. For example, one frequently hears of 
a “neurotic” patient, with anxiety and hypo- 
chondriasis, “becoming schizophrenic” and 
being sent to a mental hospital. Likewise 
one often sees patients who have “neurotic 
fatigability and asthenia” becoming depressed 
and suicidal. In all probability one sort of 
psychiatric reaction does not change into 
another. It is much more likely that incipient 
schizophrenia and the mild depression were 
wrongly diagnosed. Who has not made such 
mistakes in diagnosis? The fact is that at 
present there is no accurate means of early 
differentiation in mild cases. 
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One is brought back to the realization 
that psychiatry is still largely a descriptive 
and clinical science. Little about etiology is 
known. When it is known one can make a 
logical classification that will be of real help 
in therapy. In the meantime our diagnosis 
must be descriptive and tentative. Especially- 
to be avoided are unjustifiable generaliza- 
tions that lead to such unscientific dichot- 
omies as “neurosis vs. psychosis,” “func- 
tional vs. organic,” or “psychic vs, somatic.” 

There is no doubt that most of us will go 
on using the terms neurosis and psychosis. 
They are convenient to desigrate large 
groups of patients—those that a psychiatrist 
sees in the office as opposed to those com- 
mitted to a mental hospital. There is no 
harm in using the terms administratively 
unless we fool ourselves into believing that 
they have eticlogical meaning. 

When a patient has to be committed 
one may sey “he became psychotic” on 
such and such a day. Nothing is more 
certain than that the patient had been sick a 
long time beiore he “became psychotic” and 
that all that long time he was suffering from 
the same disease. What is meant by “he be- 
came psychotic” is that society became 
alarmed at his behavior and insisted on his 
being hospitelized. Once more it is obvious 
that the distinction is legal, not medical or 
scientific. 


pet. 


TRAINING IN PSYCHIATRY 


A. WorD FROM THE PRESIDENT 


- 


_ Dr. R. A. Chittick, Superintendent of the 
Vermont State Hospital, has called my at- 


tention to the fact that in my last President’s | 


Letter discussing training in psychiatry, I 
made no mention of the state hospitals, al- 
though I had suggested that men who could 
not obtain suitable residencies might secure 
training in neurology while awaiting an 
approved residency in psychiatry. I am 
pleased that he called my attention to this 
omission and would like to emphasize that 
there are many positions available in state 
hospitals throughout the country where 
doctors can secure further experience in 


psychiatry even if they are not approved as 
training centers. 

It should also be pointed out that two 
years work in psychiatry in suca a state 
hospital can be counted toward two of the 
five years of required training even if the 
state hospital is not approved for training. 
It would seem then that many doctors who 
wish to go on into psychiatry might secure 
temporary appointments in state hospitals 
while waiting for an appointment in a hospi- 
tal that is approved for resident training. 

Kart M. Bowman. 
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MEDICAL SERVICES FOR VETERANS 


The official endorsement by The American 
Psychiatric Association of the policies being 
followed by the Veterans’ Administration 
under the leadership of General Omar Brad- 
ley, merits the attention and active support 
of every psychiatrist. To insure the best pos- 
sible med:cal care for veterans, the profes- 
sion must stand as a buffer between the Vet- 
erans’ Administration, and political influences 
which may endanger the execution of their 
policies. 

In the question of whether the Veterans’ 
Administration 1s to be governed by the 
needs of veterans, or by political groups, the 
impracticality of the latter has been amply 
illustrated in former years. The many smal! 
veterans’ hospitals, located in inaccessible 
places to which suitable medical and nursing 
personnel cannot be attached, and which are 
largely removed from the possibility of con- 
sultation with the most progressive medical 
centers, are mute evidence today of thé folly 
of basing the provision of medical services 
on references from chambers of commerce 
and political pressure groups. 

The new policy being followed by General 
Bradley and his Surgeon-General, Major 
General Paul R. Hawley, of giving first con- 
sideration to the veterans’ medical needs is, 
of course, as it should be. As medical men 
interested in fostering the finest medical ser- 
vice, we should kerald with great enthusiasm 
_the setting up of deans’ committees in centers 
to provide consultative service to the vet- 
erans’ hospitals; the new salary scales which 
are designed to attract the best full-time 
physicians, as well as consultants; the de- 
velopment and improvement of out-patient 
service; end praises be, we should most cer- 
tainiy applaud the change that attaches the 


name “hospital” instead of “facility” to vet- 
erans’ institutions. It is our shining hope 
now that the step following the change in 
name will be the appointment of medical 
superintendents instead of lay “managers,” 
a change which is strongly advocated by 
Major General Hawley. 

General Bradley and General Hawley have 
been most cooperative with The American 
Psychiatric Association in effecting plans to 
care for psychiatric patients, and have con- 
sulted with the outstanding psychiatrists in 
the country in appointing Captain Daniel 
Blain as head of neuropsychiatric work in 
the Veterans’ Administration. All of the As- 
sociation’s specific recommendations to im- 
prove the care of psychiatric patients have 
been satisfactorily backed by General Brad- 
ley and General Hawley. - 

It seems obvious that the Veterans’ Ad- 
ministration is headed toward a practical, 
high-type of medical service program, and 
anything we can do to give them cooperation 
or support in these days of their reorganiza- 
tion will do much to keep political interfer- 
ence out of medical matters. This is not the 
job of the officers of the Association. It is . 
the job of the entire membership. 

Let us not sit idly by, allowing those men 
who are fighting the battles for the best in 
medical care for the veterans to be attacked 
for political or personal reasons, without 
raising our voices in vigorous protest. Every 
member who professes to stand for the best 
in care should find ways and means of doing 
his bit to back these men, just as long as 
they continue their present policy of putting 
the’ best medical care of the veteran above 
all else. : 
C. C. BURLINGAME. 


SYMPOSIUM ON RELATIONS OF LAW AND MEDICINE 


In 1943 this JOURNAL participated ina 
national symposium dealing with “Scientific 
Proof and Relations of Law and Medicine,” 
the purpose of which was to promote closer 
associaticn and better understanding between 
the two professions. The symposium con- 
sisted of a series of studies of subjects hav- 
ing both medical and legal aspects, and which 


were published simultaneously in both law 
reviews and medical journals. The general 
editor of the symposium was Hubert Winston 
Smith, research associate on the faculties of 
law and medicine at Harvard University. 
This year Dr. Smith, who is now pro- 
fessor of legal medicine and affiliated with 
the College of Law and with the College of 
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Medicine at the University of Illinois, has 
arranged a second symposium of fifty or 
more studies prepared by legal and medical 
authorities on problems of joint interest to 
the two professions. These papers will be 
published by the participating medical and 
legal journals during the spring and summer 
of 1946. 

A contribution in this series, “The Physi- 
cian and the Federal Narcotic Law,” by 
H. J. Anslinger, Commissioner of Narcotics, 
Treasury Department, Washington, D. C., 
appears in this issue of the JOURNAL. In 
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the next number will be published a further 
contribution zo the symposium by Wethofer. 
and Overholser on “Commitment of the 
Mentally fll.” 

Readers -wishing to procure a master in- 
dex containing citations to the studies pub- 
lished in beth the first and second series cf 
“Scientific Proof and Relations of Law anc 
Medicine” may do so by sending twenty 
cents in stamps to Professor Smith, College 
of Law, University of Illinois, Urbana, IL. 
Copies so reserved will be mailed betweer. 
May 15 and June I. 


NEWS AND NOTES 


PENNSYLVANIA PSYCHIATRIC SOCIETY.— 


At the seventh annual meeting which was- 


held October 4, 1945, the following officers 
were elected for the year 1945-1940. 


OFFICERS 


Kenneth E. Appel, M.D., President. Philadelphia 
Charles H. Henne M.D, Presi- 


aE E i enscoeads Pittsburgh 
Philip Q. Roche, MD. Secretary- 
Treasurer roars MERDEKA NERES Philadelphia 
COUNCILLORS 


FOR ONE YEAR 


Frederick H. Allen, M.D........... Philadelphia 
Roy W. Goshorn, M.D..........06. Hollidaysburg 
Harry M. Little, M.D..........0;. Pittsburgh 
Georg: W. Smeltz, M.D....... .... Pittsburgh 
FOR TWO YEARS 
LeRoy M. A. Maeder, M.D........ Philadelphia 
Thomas A. Rutherford, M.D....... Waymart 
Cornelius C. Wholey, M.D......... Pittsburgh 
AUDITORS 


FOR ONE YEAR 
Robert S. Bookhammer, M.D...... Philadelphia 


FOR TWO YEARS 
Harry F. Hoffman, M.D........... Allentown 


FOR THREE YEARS 
Robert J. Phifer, M.D............. Weodville 


ScIENCE FoR Democracy.—“If we are to 
have a national science program, we need a 
balanced all-science program, with the pri- 
macy lodged where it belongs, in the social 
sciences. If science is to make real sense in 
relation to human life, the natural and the 
social sciences must reinforce each other in 
a genuine partnership, for the natural 
sciences can function fully only as society is 
effectively organized. And both would be 
the gainers, in this partnership, for the 
natural sciences need to be humanized, the 
social sciences to improve their technical 
rigor. 

“In any national science program wor thy 
of the name, the social sciences must be 
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planted at the core of scientific effort, and 
especially at the core of government, which 
is their laboratory and testing grcund. They 
must be planted there at the start, not at 
some hypothetical future time.” —Ward 
Shepard, Soil Convervationist, U. S. Depart- 
ment of Interior, Washington, D. C., in 
Science, January 18, 1946. 


Dr. Joseren E. BARRETT APPOINTED COM- 
MISSIONER.—Dr. Joseph E. Barrett, since 
1943 superintendent of the Eastern State 
Hospital at Williamsburg, Va., was ap- 
pointed on January 22, 1946, Commissioner 
of Mental Health and Hospitals for the 
Commonwealth of Virginia succeeding the 
late Dr. Hugh C. Henry. A native of Ar- 
kansas, Dr. Barrett served in the state hos- 
pital of .his home state from 1923 to 1928, 
then entering the Massachusetts state service. 
He progressed rapidly, becoming Assistant 
Commissioner of Mental Diseases in 1934, 
and in 1937 was appointed Director of the 
Michigan State Hospital Cemmission. When 
in 1939 the political climate of Michigan be- 
came unsalubrious, Dr. Barrett became asso- 
ciated with the Virginia state service. There 
his abilities as a progressive and resourceful 
administratcr have been recognized, this 
recognition now culminating in his present 
appointment. 

The JournaL extends congratulations to 
Dr. Barrett and to the Commonwealth of 
Virginia. 


AMERICAN SOCIETY FOR RESEARCH IN 
PsycHosoMATIC PrOoBLEMS.—The annual 
meeting of the Society will be held at the 
Hotel Pennsylvania, New York City, May 
11-12, 1946. The morning session, May 11, 
will be devozed to “Contributions of Military 
Medicine to Fsychosomatic Medicine.” The 
afternoon topic will be “Psychosomatic As- 
pects of Orthcpedic Practice.” At the annual 
dinner “New Advances in Psychosomatic 
Investigative Techniques” (An Illustrated 
Parody) will be presented by Bertram D. 
Lewin, M. D. 


1946 | 


On May 12, submitted papers will be read. 
Roy: G. Hoskins, M. D., is chairman of the 
program committee. 

Because of space limitation, reservations 
should be made at least 2 weeks prior to 
meeting. Registration fee for non-members 
is $5.00 for two days; $3.00 for one. The 
charge for the Annual Dinner is $5.00. 
Limited hotel reservations are available. 


~ Srwat Hosprrat or BALTIMORE.—An- 
nouncement has been made of the establish- 
ment of the Alfred Ullman Laboratory for 
Neuro-Psychiatric Research at the Sinai 
Hospital of Baltimore. The work in the 
laboratory will be carried out under the 
irection of Dr. H. S. Rubinstein. 


CALIFORNIA STATE HOSPITAL Heaps AP- 
POINTED.—Director of Institutions Dora 
Shaw Heffner has announced the appoint- 
ment of new superintendents for Stockton 
and Norwalk State hospitals. 

The new appointees are Dr. R. B. Toller 
at Stockton, succeeding Dr. Margaret H. 
Smyth, and Dr. M. J. Rowe at Norwalk, 
succeeding Dr. Edwin Wayte. The changes 
were effective as of March 1, 1946, on which 
date Dr. Smyth and Dr. Wayte were retired. 


REFRESHER COURSE IN PSYCHIATRY AND 
NeEvuroLocy, BELLEVUE HosprraL.—Begin- 
ning September 17, 1946, an 8 week full-time 
refresher course in psychiatry and neurology, 
will be given for physicians at the New York 
University College of Medicine, Bellevue 
Hospital Psychiatric Division, New York 
City. Instruction will be given by the staffs 
cf the psychiatric and neurologic depart- 
ments of the medical college—with the assis- 
tance of staff members from other divisions 
of the medical school. The subjects covered 
will include clinical psychiatry, clinical neu- 
rology, functional and organic psychoses, 
psychoneuroses, psychopathology, therapy, 
psychosomatic problems, neuroanatomy, neu- 
rophysiology, neuropathology, X-ray diag- 
nosis, electroencephalography and other re- 
lated subjects. 

Registration is open to graduates of ap- 
proved grade A medical schools who have 
completed an approved internship in medi- 
cine. Preference will be given to applicants 
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who have had previous approved psychiatric 
training, and zo those who are preparing for 
examination cf the American Board of Psy- 
chiatry and Neurology. 

Early application. on an apprcved form 
for registration is recommended because of 
the limited errollment which can be accom- 
modated. Tuition fee, $250.00. 

Additional information may be obtained 
from Dr. S. Bernard Wortis, Professor of 
Psychiatry, New York University College 
of Medicine, 477 First Avenue, New York 
City 16, N; Y. 


ILLINOIS PLACEMENT SERVICE.— Ín order 
to help the various agencies make contact 
with psychiatrists coming from the services, 
as well as ozhers, a Psychiatric Personnel 
Placement Service has been organized by thz 
Ilinois Society for Mental Hyg ene in its 
offices at 343 So. Dearborn Street, Chicago. 

A complete roster of opportunities for 
employment, éducation, and fellowships ir 
Illinois will be set up for the convenience 
of the applicants. Gathering these data iz 


one place makes it unnecessary for applicants ~ 


to shop areund to learn what opportunities 
are open. 

The program was started in response to 
many inquiries made by individuals and 
agencies regarding opportunities and per- 
sonnel. Inguiries may be addressed to Dz. 
Rudolph G. Novick at the Chicago office of 
the Society. 


THE AMERICAN NEUROLOGICAL ASSOCIA- 
TION.—The 7ist Annual Meeting of the 
American Neurological Association will be 
held June 26-28, 1946, in San Franciscc, 
California, ai the Fairmont Hotel. (Reserva- 
tion cards will be sent to members later.) 

The scientific sessions will be held on 
Wednesday afternoon, June 26, at 2.30, and 
on Thursday and Friday morning and after- 
noon at 9.00 and 2.30. There will be no sym- 
posium. The annual dinner will be held on 
Friday evening, June 28, at 7.00. 

The American Association oi Neuropa- 
thologists will probably meet at the same 
headquarters on the morning of June 26. 

The President, Dr. Schaller, will arrange’ 
for the entertainment at the Bohemian Grove 
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over the week-end immediately following the 
meeting, of any members and their families 
who would like to have the opportunity for 
this unique camping experience. Trips to 
points of interest in the vicinity of San 
Francisco will also be available. 


Joss AND THE Man.—A publication by the 
National Committee for Mental Hygiene is 
termed a guide for employers, supervisors, 
interviewers, counselors, foremen and shop 
stewards in understanding and dealing with 
workers, civilians or veterans. This pamphlet 
is based on extensive clinical experience and 
upon consultation with many employers, per- 
sonnel directors and veterans’ coordinators. 
It deals with the readjustment of veterans 
to civilian living, placing men in the right 
kind of jobs and treating them helpfully at 
their work, practical techniques in industrial 
interviewing and counseling, understanding 
service men who come back nervous, ‘and 
steps towards better industrial mental health 
and human relations. The authors of this 
‘publication are Luther E. Woodward, Ph. D, 
and Thomas A. C. Rennie, M. D. 


CLEVELAND WELFARE FEDERATION.— 
“Mental Health for Everyone” was the gen- 
` eral topic of four sessions at the fourth an- 
nual kealth and welfare institute of the Wel- 
fare Federation cf Cleveland. The topics 
included a definition of mental health in 
layman’s language; what the war has taught 
us about mental health; mental health in the 
schools; and what our legislators say. Other 
principal subjects were employment; human 
aspects of the housing needs; and is the 
American family disintegrating? Seventy- 
five community organizations served as co- 
sponsors with the Welfare Federation. 


Annual MEETING, NATIONAL COMMIT- 
TEE FOR MENTAL Hycrene.—The thirty- 
sixth annual meeting of the National Com- 
mittee for Mental Hygiene was held at the 
Hotel Waldorf-Astoria, New York City, 
November I and 2, 1945, with more than 
1000 persons in attendance. 

At the opening session, with Dr. S. Ber- 
nard Wortis presiding, a symposium on 
“Prejudice” was presented. This was fol- 
lowed by the annual luncheon meeting at 
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which Mr. Eugene Meyer, editor of the 
Washington Post and president of the Na- 


- tional Committee for Mental Hygiene, pre- 


sided. At this time the medical director of 
the National .Committee, Dr. George S. 
Stevenson, presented his annual report. The 
guest speaker was General Omar N. Bradley, . 
Administrator of Veterans Affairs, whose 
address was titled “Protecting the Health of 
the Veteran”. (This address was published 
in the January 1946 number of Mental 
Hygiene.) l 

At the luncheon meeting General Bradley 
also presented the Lasker Award in Mental 
Hygiene, which this year was divided be- 
tween two outstanding leaders in the field of 
rehabilitation—Dr. John Rawlings Rees, 
formerly Consultant in Psychiatry in the 
British Army, with the rank of brigadier ; 
and Major General G. Brock Chisholm, 
Deputy Minister of National Health, Ottawa, 
Canada. 

At the afternoon session several papers 
were offered dealing with new technical de- 
velopments in psychiatry and mental hygiene, 
with Dr. Frank Fremont-Smith, Medical 
Director of the Josiah Macy, Jr. Foundation, 
acting as chairman. 

Dr. Ellen C. Potter of the New Jersey 
Department of Institutions and Agencies 
presided at the morning session of the second 
day. Several papers were read dealing with 
“Federal Mental Hygiene Activities’. Dr. 
Samuel W. Hamilton presided at the lun- 
cheon which followed at which Dr. Chisholm 
spoke on “World Peace and Mental Health”. 
At the luncheon meeting The Modern Hos- 
pital prizes for the three best essays on the 
topic, “A Plan for Improving Hospital 
Treatment of Psychiatric Patients” were pre- 
sented by Dr. Robert N. Felix. The first 
prize, $500, went to Lieutenant. L. L. 
Hasenbush, Medical Corps, U.S.N.R.; the 
second prize, $350, to Gerald Victor Haigh 
of the Norwich State. Hospital; the third 
prize, $150, to Captain K. R. Eissler of Fort 
Jackson, S. C. | 

The final session was devoted to contribu- 
tions on the general subject of the Modern 
Hospital competition. The speakers were 
Dr. Daniel Blain, Dr. Nolan D. C. Lewis, 
Dr. Luther E. Woodward and Dr. Thomas 
A, C. Rennie. 
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NORTH CAROLINA APPOINTMENTS.—Dr. 
Louis Girardeau Beall, for the past several 
months acting superintendent of the state 
hospital at Morgantown, has been appointed 


superintendent of that institution by the, 


State Hospital Board. 

Dr. Robert Guy Blackwelder has been 
appointed superintendent of the state hospi- 
tal at Raleigh, after having served for several 
months as acting superintendent. 


WESTBROOK SANATORIUM.——Dr. J. K. 
Hall, medical superintendent of Westbrook 
Sanatorium, Richmond, Va., reports the 
addition to his staff of Dr. Thomas Edgar 
Painter, after four years service in the medi- 
cal Corps of the United States Army. 


Norwich State Hospirat.—Dr. Riley 
H. Guthrie, previously first assistant physi- 
cian at St. Elizabeths Hospital and recently 
appointed superintendent of the Norwich 
(Conn.) State Hospital, brings to that post 
a rich and varied professional experience. 
Formerly assistant to the commissioner in 
the Massachusetts Department of Mental 
Disease, he also served for several years as 
-chief executive officer of the Boston Psycho- 
pathic Hospital. Earlier as assistant super- 
intendent of the Monson (Mass.) State Hos- 
pital he had done extensive research work 
on epilepsy. 

In strengthening his staff at the Norwich 
State Hospital, Dr. Guthrie announces the 
appointment of Dr. Emerick Friedman as 
clinical director.’ Dr. Friedman, a member 
of the staff since 1940, has lately returned to 
the hospital after three years service in the 
Medical Corps of the United States Army, 
attached to the Air Force. He was dis- 
charged from the Medical Corps with the 
rank of major. 


Manuscripts INvITED FOR NORTON 
MepicaL Awarp.—The book publishing 
firm of W. W. Norton & Company announce 
that they are again inviting manuscripts for 
submission to be considered for the Norton 
Medical Award of $3,500 offered to encour- 
age the writing of books on medicine and 
the medical profession for the layman. The 
first such award was made to Tue Docrtor’s 
Jos, Dr. Carl Binger’s book, published last 
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spring, which gave the doctor’s point of view 
on his work. Announcement will be made 
shortly of the winning book for 1946. Clos- 
ing date for submission of manuscripts this 
year is November r, 1946, the winning 
manuscript to be published in 1947. All par- 
ticulars relating to requirements and terms 
may be had by addressing W.. W. Norton & 
Company Inc., 70 Fifth Avenue, New York 
INY: 


AWARDS FOR RESEARCH ON PROFESSIONAL 
PROBLEMS 0 WomEN.—Pi Lambda Theta, 
National Association for Women in Educa- 
tion, announces two awards of $400 each, 
to be granted on or before August 15, 1946, 
for significant research stucies in education. 
An unpublished study may be submitted on 
any aspect of the professional problems and 
contributions of women, either in educaticn 
or in some other field. Among others, studies 
of women’s status, professional training, re- 
sponsibilities and contributions to educaticn 
and to society, both in this country ard 
abroad, will de acceptable. 

Three copies of the final report of the com- 
pleted reseazch study shall be submitted zo 
the Commitzee on Studies and Awards by 
July 1, 1946. Further information may be 
obtained trom Miss Bess Goodykoontz, 
chairman of the Committee on Studies and 
Awards, U. S. Office of Education, Wasa- 
ington, 25, D. C. 

Last year three awards af $300 each were 
granted to: Miss M. Gladys Scott for Survey 
of Vocational and Professional Plans and 
Interests of High School Gils and College 
Women, Josephine J. Williams for Lay Atii- | 
tudes Toward Women Physicians; and Mary 
Lichliter for Social Obligations and Restric- 
tions Placed upon Women Teachers. 


AMERICAN GROUP THERAPY ASSOCIATION 
CONFERENCE.—The third annual conference 
of the American Group Therapy Association 
was held in January 1946 at the Commodcre 
Hotel, New York City. The general topic 
of the conterence was “Clinical Applicatians 
of Group Psychotherapy.” : B 

Papers were read dealing with treatment 
methods and results in various types of psy- 
chiatric disorders. There were also three 
round tables to complete the program, 
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S. R. Slavson, president of the Associa- 
tion, occupied the chair. 


RorscHacH Course, MICHAEL REESE 
Hosrirat.—The division of neuropsychia- 
try, Michael Reese Hospital, announces its 
1946 course in the Rorschach test to be con- 
ducted June 3-7, inclusive, by S. J. Beck, 
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Ph. D. The, teaching this year will focus 
especially on the more severe neurotic con- 
ditions. The Rorschach test records to be 
demonstrated will therefore be those derived 
from patients in acute conflict, including 
veterans of the war. For information write 
to the Secretary, Division of Neuropsy- 
chiatry, Michael Reese’ Hospital, 29th Street 
and Ellis Avenue, Chicago 16. 


BOOK REVIEWS 


i 


MENTAL DISORDERS. IN Later Lire. Edited by 
Oscar J. Kaplan. (California: Stanford Uni- 
versity Press; London: Humphrey Milford: 
Oxford University Press, 1945.) 


Statistics indicate and indeed our own ordinary 
observations leave no doubt of it, that the popula- 
tion is ageing. In Cicero’s time life expectancy 
for the average Roman was 23 years. When 
Shakespeare lived it was approximately 37 and 
with us it is approximately 65. The factors con- 
tributing to this startling change need not be 
mentioned now. They are of course important but 
their results are more important. There are far 
reaching implications in practically every aspect 
of life. 

What all this means for the practice of Medicine 
is of course of great interest to physicians. Not 
many years ago Pediatrics appeared as a Medicine 
specialty and its devotees have had considerable 
to do with the altered human picture. Almost 
suddenly physicians have come to realize that the 
average of the population is increasing, people are 
living longer and in this lengthened span’ new 
medical problems are appearing. Those who now 
live longer desire happiness, the opportunity to 
serve and freedom from suffering just as their 
forebears ten to twenty years younger did. It is 
plainly evident that the relaxation of medical 
effort that seemed to come when the patient passed 
the fifty or at most the sixty mark will no longer do. 

Old age, its physiology, psychology, biochemistry 
and pathology are the objects of new interest and 
investigation. A slowly increasing current of 
articles dealing with these things has made its 
appearance in medical literature. Several texts de- 
voted to the medical problems of the aged have 
been published. Through these media the members 
of the profession are being attracted to and inter- 
ested in these particular problems. 

Now there appears what the present reviewer 
believes to be the first text devoted entirely to the 
mental disorder of later life. It is of the nature 
of an expanded symposium. The Editor, Oscar 
Kaplan, himself a psychologist, has associated with 
him eleven physicians, four who are psychologists, 
physiologists or sociologists and one statistician. 
The result is a volume in which the subject is 
illuminated, one would say, from all relevant angles. 
Let no one assume that the book is simply a com- 
pilation of material already dealt with in books 
published previously. It-is of course true, as every- 
one would anticipate, that some of the matter in- 
cluded could be found scattered here and there in 
other texts. Here whatever is repetition is gathered 
into one book and along with it is a great amount 
of new information. The present reviewer must 
admit that he was greatly surprised by such evi- 
dences of already reported investigation into the 
problems of later life as are here presented. 


While the various contributors may each be 
supposed to have his special interest, the viewpoints 
expressed are not narrowly specialized. They are 
broad and inclusive. The sociological and economic 
aspects are mertioned and dealt with, forming no 
small part of the general program. There 1s, in 
fact, a whole chapter devoted to the Sociological 
Aspects of Mental Disorder in later life. One 
cannot help az-eeing that we need such cultural 
reorganization of family and eccnomic institutions 
as will provide both physical and emotianal security 
in the old age period and an educaticnal process 
such as will mold personalities in such a way as 
to fit them fcr successful adjustment in a world 
likely to be vastly different from that known to 
either our fathers or ourselves. 

Dr. Bowman’s introduction puts the whole prob- 
lem well befcre the reader. His statements are 
on the whole zeneral as indeed they should be. 
Dr. Pollock’s statistical survey which appropriately 
follows provices the detatled evidence that in so 
far as mental institutions are concerned there is 
no doubt of tne increasing incidence of mental 
disorders in later life. This does not mean that a 
larger prceportion of the people who reach later 
life are developing psychoses’ requiring institutional 
care but that a larger number of people are living 
long enough ta enter what is obviously a vulner- 
able period. 

The surveys of physiological and psychological 
aspects of later life and the mental disorders that 
occur during it are particularly interesting. The 
amount of available data is surprisingly large but 
the fact that :t has been published in so many 
different journals, etc., makes the present reviews 
especially valuable. In so far as physiology is 
concerned the important fact seems to be that 
while homeostatic capacities ara well maintained 
even in old age, reserve capacities are so persis- 
tently utilized that “extremes of physiological dis- 
placement” are met more slowly than in the young. 
The fundamental difficulty may be supposed to be 
due to “interference with transference of essentiz- 
substance to the cell or inadequacies in the enzyme 
system.” 

The psycho-cgical aspects of the problem receive 
satisfying treazment—no facet that is of impor- 
tance or interest having been overlooked. Here 
again one notes the evidences of the many investi- 
gations that heve already been made. 

Disorders of nutrition are evident enough in 
later life. ‘Not all result in mental abnormality 
but there are acute and subacute conftsional states 
in old age that do not correspond clinically with 
those recognizably due to cerebral arierioscleros:s 
and senile dementia. Since many such cases are 
reversible Wexberg and later in the book, Robin- 
son postulate toxic or deficiency states as ulti- 
mately responsible. Such cases warrent consider- 
ably closer study than they have heretofore received. 
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A very important chapter deals with the neuroses 
of late maturity. Such conditions are in reality 
much more commonly met with than deteriorative 
psychoses and vet little mention is made of them 
in psychiatric texts and all too often there is a 
tendency to consider them as “signs of inevitable 
decay” and to adopt a fatalistic attitude toward 
them. The author of the chapter is at much pains 
to correct this tendency and the reader is rewarded 
with a really fine ccntribution. 

The involutional states with and without psy- 
choses, the presenile dementias and senile and 
arteriosclerotic states, especially the latter, are 
well presented. 

An account of a survey of long hospitalized pa- 
tients is unique and interesting, and conclusions 
reached that with no question of restoration in 
mind, much can be done to further the adjustment 
of such patients to their hospital existence. In- 
dividual appraisal and care yields improved results 
here as elsewhere in psychiatry. The editor him- 
‘self deals with the aged subnormal. The elderly, 
facing an even increased need for emotional ad- 
justment, develop as others do the somatic rever- 
berations of conflict, anxiety and insecurity; “but 
there are special opportunities for the development 
of emotional reactions in the physical disabilities 
and deficiency associated with and incident to the 
process of ageing. Such things as the general de- 
cline in speed and endurance, the climacteric, male 
or female, the disturbances in the circulatory sys- 
tem, especially as it affects the myocardium and 
cerebrum, the diminishing efficiency of the auditory 
apparatus, all contribute special items to and in- 
fluences in the psychosomatic ailments of those 
in later life. Brief but well selected case histories 
greatly assist the author o1 this particular section 
in elucidating the subject. 

The chapters on Psychotherapy and Mental Hy- 
giene are not mere restatements of the rather vague 
shopworn dicta and shibboleths often found in 
books. They are honest attempts to be specific 
and helpful in the problems under attention. 

In eddition to being a very good delineation of 
the mental disorders of later life, their genesis, 
phenomena and treatment, the book continually 
draws attention to the problems posed by the in- 
creasing proportion of elderly people in the social 
life of the world. Only when we know more of 
the biology, pathology and sociology of azeing man- 
kind shall we be able to claim some knowledge of 

the full capacities of man. 

' Bibliographies, some ne reproducticns of his- 
tological changes in senility and cerebral arterio- 
sclerosis and a good index complete a book that is 
timely and will be of interest and value to alt 
physicians. 

A.T. M. 


EMOTIONAL FACTORS IN LEARNING. By Lois Mur- 
phy and Henry Ladd. (New York: Columbia 
University Press, 1944.) 


This is a book written apparently for teachers 
to put over, or expand, the idea that good teaching 
can be therapeutic. Mrs. Murphy (her collaborator, 


the late Henry Ladd, did the case studies for the 
book rather than any synthesizing of the material) 
has chosen to develop her central theme by dis- 
cussing first theoretically the various emotional 
factors in learning, placing great emphasis on 
the individual experience, make-up, and maturity 
of each student. She writes facilely, if somewhat 
discursively, interlarding her generous and ideal- 
istic concepts with many illustrative passages. It 
is pleasant, optimistic reading giving one the happy 
feeling that with proper coérdination, a closely 
knit, mature faculty in a very flexible setting 
really can previde a significant growth experience 
for an individual college-age student. 

The second half of the book is devoted to ex- 
cellent case histories. These histories are particu- 
larly interesting since they are the story of a student 
as she develops from the teachers’ point of view. 
Accessory people enter in, the Rorschach tester 
and the psychtatric adviser, but essentially the 
method of repcrting is that of organizing and 
summarizing teachers’ observations of the student 
to point up how a faculty can utilize and chan- 
nelize ‘emotional factors.’ 

This book is written by Sarah Lawrence faculty 
about what happens at Sarah Lawrence College, 
a small, select, wealthy school where an unusual 
number of facilities are available for each student. 
This fact does not invalidate the basic ideas ex- 
pressed, but it does mitigate somewhat their direct 
applicability to general college situations. Although 
the average teacher may feel frustrated after read- 


. ing this book, it is worth his perusal, not only to 


expand his potential teaching horizon, but to give 
him a point of view for dealing constructively with 
those students whose ‘emotional factors’ draw his 
attention to them as individuals even in a. school 
where enormous classes are the rule and faculty 
coordination per student impossible. 
Heren H. Arruur, M.D., 
Johns Hopkins Hosp., 
Baltimore, Md. 


Navano Whrcncrarr. By Clyde Kluckhohn. 
Papers of the Peabody Museum of Archzol- 
ogy and Ethnology, Harvard University. Vol. 
XXII, No. 2, 1944. 


Dr. Kluckhohn’s Navaho Witchcraft is a wel- 
come addition to the growing literature concerning 
witchcraft belief and practice. A specialist’s manual 
on such activity among the Navaho, this mono- 
grapi should receive a warm reception from psy- 
chiatrists as well as ethnologists. 

Divided into three sections this volume is 
weighed heavily in the direction of methodology. 
Recognizing the growing interest in witchcraft from 
the social, psychological and psychoanalytic point 
of view, Kiuckhohn attempts to avoid the over- 
simplifications which have in the past disturbed 
and even antagonized many who have not fully 
accepted analytic technique. In Part I he critically 
analyzes his data in a manner which enables the 
reader to gain some insight into the difficulties of . 
field work in “forbidden” areas of social practice. 
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His definitions and formal descriptions provide 
yardsticks for further comparative study. 

In Part II Kluckhohn turns to interpretation 
of these data. In his own words: “We have seen 
what the facts are. Now-—what do they, mean? 
“Meaning” in science, consists primarily in showing 
that one fact bears not a haphazard but a determi- 
nate relationship to another fact or set of facts. 
Are there any uniform modes of relationship be- 
tween the data bearing on Navaho witchcraft and 
the data on Navaho history; between witchcraft 
beliefs and practices and Navaho social organiza- 
tion, Navaho economy, Navaho value systems?” 

From Navaho history Kluckhohn finds that 
there are periods which witchcraft changes and/or 


practice flared dramatically. This knowledge ties ` 


in with his discussion of anxiety and witchcraft. 
Probably the outstanding contribution which Nav- 
ano Witchcraft makes lies-in Kluckhohn’s. care- 
ful use of some of the newer concepts in the 
culture and personality” field. 

His discussion of manifest and latent function, 
aipha and beta press in connection with witchcraft 
practice serve well to implement his conclusions 
that while analytic technique and emphasis on the 
individual may reward us with interesting and 
even valuable hypothesis, the analysis of the de- 
velopment of personality and the study of the press 
of social events may in the long run provide us 
with greater insight. 

The blind section of ,the uoneeraph is a set of 
well chosen appendices which seem well to docu- 
ment the broad generalizations presented in Part IT. 

All in all, this is a good piece of work. Designed 
to discuss the particular manifestations of Navaho 
practice in order to shed light on more general 
problems of techniques of adjustment, Kluckhohn 


succeeds in clarifying a heretofore rather clouded ~ 


issue and leaves the way open for considerable 
more work in this area. 

Part II, the “meat” of the monograph, is easy 
and, at times, exciting reading. Parts I and III 
lack the continuity necessary for nontechnical in- 
terest. I believe that Kluckhohn’s conclusions are 
valuable and make an interesting comparison to 
Fromm’s Escape from Freedom. “Free will,” “pre- 
destination,” and witchcraft under this type of 
analysis may have much more in common func- 
tionally than we have been eager to admit before. 

R. L. BIRDWHISTELL M.A, 
University of Toronto, 


Foster Home CARE FOR MENTAL PATIENTS. By 
Hester B. Crutcher. (New York: The Com- 
monwealth Fund, 1944.) 


This excellent 199 page book is an ae 
contribution to the care and treatment of the 
mentally ill. , 

Chapter I “Family Care; Its Meaning and 
Values” discusses the advantages that may accrue 
to the patient when placed with foster families. 
“If family care had no values other than the satis- 
iaction it gives to patients, it would have demon- 
strated its worth. It has given opportunities for 
growth and development in normal living to people 
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long isolates and restrained because they have, for 
the most part, been dismissed or forgotten by a 
frightened or incensed public.” Likewise there are 
advantages to the hospital in that space is made 
available for the acutely ill and for those requiring 
specialized treatment. 

Administration costs and results of family care 
are set forth in Chapter II. The author stresses 
the importance of special legislation and the alloca- 
tion of special funding by the state authorities. The 
costs vary according to the amounts paid for board 
in different localities and social service supervision 
afforded. Data are presented to indicate that the 
total cost of family care is cheaper than hospital 
care. 

In Chapter ITI, it is shown that there are two 
groups for whom family care may be desirable— 
the continuous treatment type of patient and those 
wherein family care is used as a treatment mea~ 
sure to bring ebout expected ‘permanent and total 
rehabilitation. This latter type is more expensive 


-because of the necessity for social cas? work. 


Selection of patients.and selection of homes are 
discussed in the next two chapters. The author 
indicates that no patient with tendencies toward 
assaultiveness cr self-destruction can bz considered 
for family care; rural districts or semi-industrial 
communities preferably accessible to the hospital 
offer the best location. Methods of selecting pa- 
tients for placement and the criteria for home. 
selection are set forth. : 

In Chapter VI, “The Supervision of the Patient,” 
there is pointed out the significant rôle played by 
the social wcrker in foster home care of mental 
patients entailing as it does an interpretation o7 
the project to a community, the selection and evalua- 
tion of suitable homes, the imparting to the “care- 
taker” of an understanding of the patient, a knowl- 
edge of the patient’s history before and during 
his hospital residence; and careful supervision after 
placement to assist in his adjustment through an 
interpretation of behavior anc the instilling of 
encouragemert and assurance. 

Two methods of organizing family care—the 
Colony.. System and the District System—and ths 
advantages oz each are set forth in Chapter VII. 

One entire chapter is devoted to case histories; 
and this is icllowed by an outline of suggested 
forms and prozedures. 

The Appendix describes programs and costs now 
effective in the United States. There also appears 
an extensive bibliography. 

This contribution to psychiatry, covering the 
field as extensively and authoritatively as it does, 
should lead the way toward a new era in the care 
and treatment of our mentally ill and mentally de- 
fective; and, as Dr. Arthur Ruggles s3 aptly states 
in the Foreword, “institutions for the mentally ilf 
may well use zhis volume as a handbook and guide 
for family care procedures and if we heed well all 
the lessons it can teach us we shall be equipped 
to make a distinct contribution to puklic education, 
financial conservation and human welfare.” 

MARJORIE KEYES, 
National Committed for 
Mental Hygiene (Canada). 
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BORDERLANDS oF Psycsiatry. By Stanley Cobb, 
M.D. (Cambridge: Harvard University 
Press, 1944.) 


The reviewer has used this valuable book to 
explore and illustrate the areas of psychiatry. 
Dr. Cobkt’s borderland includes the neurotic, the 
alcoholic, the epileptic and patients with some 
central nervous system damage, and the stammerers. 
Every rough estimate Dr. Cobb makes is full of 
interest and brings a certain definiteness into what 
has been vagueness. He does not take the reader 
to a borderland outside of his borderland where 
there are people with prejudice and amounts of 
anxiety which handicap them but do not entitle 
them to a disease, 

The reader will find attractive . discussions of 
the role of the hypothalamus and psychosomatics. 
In the chapter on psychoneuroses the medical 
reader will find some traces of direction toward 
the lay audiences of the Lowell Lectures. Neurosis 
diagrammed by one human nervous system facing 
another (inter-personal relationship) is a novelty. 
Like the rest of the book, the chapter on neuroses 
is tolerant, stimulating, original. 

Earr D. Bonn, M.D, 
Institute of the Pennsylvania Hospital, 
Philadelphia, Pa. 


Tue Horr Way. By Laura Thompson and Alice 
Joseph. (The University of Chicago Press, 


1944.) 


This small volume forms an important addi- 
tion to our already considerable literature on the 
Hopi Indians of northern Arizona. In 1540 Coro- 
nado found the Hopi living in the same semi-arid 
mesa country which they now occupy and from that 
time they have been in ever-increasing contact 
with various bearers of European culture. Despite 
this contact, much of Hopi life has remained in- 
tact and the Hopi today are among the iew Ameri- 
can Indian groups which lead ‘recognizably dis- 
tinct, non-European lives. It is for this reason that 
the Hopi have furnished a fruitful source of in- 
vestigation and observation to both anthropologists 
and psychologists for a number of years. 

The present book is a combination oë these two 
disciplines ander the joint authorship of Laura 
Thompson, an anthropologist and Alice Joseph, a 
psychiatrist. It is the first in a series to be pub- 
lished as tha result of a three years’ collaboration 
between the Indian Service and the Committee on 
Human Developmen: of the University of Chicago. 
John Collier, former Commissioner of Indian 
Affairs, has written the foreword and the book 
gains interest in the light of a newly organized 
agency, the Institute of Ethnic Affairs, Inc., of 
which John Collier is president and on whose Board 
of Directors Laura Thompson’s name appears. Ac- 
cording to a pamphlet distributed from Washington, 
D. C., this Institute was created to develop “action- 
in-research’ which “endeavors to bring to bear, 
and to bring within the scope of the ‘ay citizen, 
all thet science can discover and predict, concern- 
ing ethnic tensions, maiadjustments, conflicts, or 
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neglected group opportunities.” There is little 
doubt that some of the principles thus described 
have been employed in this volume and that the 
methods used here will receive a fairly wide dis- 
tribution. The method of research presented in 
The Hopi Way, therefore, deserves more considera- . 
tion than might otherwise be given it. 
Approximately one-half of the book is given. 
over to an ethnographic description of Hopi life, 
which includes an extended account of the life 
cycle. There are few successful short descriptive 
ethnologies of this type in anthropological litera- 
ture. Ethnological data as full as that which exist 


‘for the Hopi cover thousands of pages and it is 


difficult to reduce such copious and detailed ma- 
terial into a small space. Attempts in this direc- 
tion are often correspondingly weak. Although 
persons thoroughly conversant with the Hopi litera- 
ture will find errors in fact or in emphasis in this 
account, Miss Thompson is to be congratulated 
upon the authenticity of the picture of Hopi she 
furnishes in a few pages, particularly upon her 
intelligent use of historical materials. 

After presenting eleven case histories of Hopi 
children, the remainder of the book is devoted to 
ten short chapters dealing with such subjects as 
the “Use of Tests as Tools,’ “Health, Food and 
Sickness,” “The High Hopi I. Q.,” “What Lies 
Below the Surface,” “Hopi Hostility,” etc. These 
short treatments by Alice Joseph are designed to 
cover the mental and emotional equipment with 
which the Hopi meet life and the stresses and 
strains which occur in the cultural setting as it 
exists at the present time. It does not seem pos- 
sible to this reviewer to criticize in any way the 
intention of the scope suggested by such treat- 
ment. However, as indicated above, it becomes 
increasingly necessary, due to the importance of 
this book as an example of research to be followed 
in the future, to analyze rather carefully how 
well it achieves its avowed purpose. 

Several statistical tables are appended which, on 
superficial examination, seem to indicate that the 
data have been statistically treated. On close ex- 
amination this is found not to be the case. No full 
test scores or aralyses are included, and the figures 
which do appear are given in -percentages, many 
of them on a small number of cases. Because of 
the difficulty involved in getting an adequate sam- 
pling, it is not easy tc apply statistical methods to 
small primitive groups. This has long been recog- 
nized as one of the stumbling blocks in the path 
of careful work with non-European peoples. Cer- 
tain minimum requirements of exactness, however, 
are quite possible. Yet in the discussion of Hopi 
I. Q., figures for “white children” are compared 
with those of Hopi on two tests: the Grace Arthur 
Point Performance Scale and the Goodenough 
Draw-a-Man Test. Ir Table HI the Hopi scores 
are broken down according to the home village of 
the child, i.e Oraibi and First Mesa are given 
separately (p. ror). On page ox we find that the 
number of children given the tests varied from 92 
Oraibi children (Grace Arthur) to 32 from First 
Mesa (Draw-a-Man). The table compares Oraibi 
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‘and First Mesa with “white children” on whom 
the Grace Arthur was standardized and with “White 
school children from an industrial. Midwestern 
town” who took the Draw-a-Man test. In all the 
other tables in which comparisons are made between 
. Hopi -and white children, percentages are given 
simply for “Hopi” and “Midwest.”' Wayne Dennis 


administered Draw-a-Man tests to 152 Hopi chil-- 


dren of First and Second Mesas in’ 1942 and no 
mention is made of these valuable check scores,1 
Both the number of cases and the test range are 
consistently omitted. In a paragraph preceding the 
tables the authors say of their tabular presentation: 


In presenting this kind of table, which from 
our abundant documentary material offers only 
a-few items for illustrative purposes, we wish 
to point out again that interpretive conclusions 


are not based on the quantitative results of one .... 


test alone, but on the correlation of all test 
results, together with qualitative and cultural 
considerations (p. 145). 


Although it becomes practically impossible to 
assess the value of a testing program reported upon 
in such fashion, this reviewer feels that it is quite 
within the right of the psychologist to use tests 
as interpretive tools so long as no misleading 
pseudo-statistics are suggested. Interpretations are 
based on other tests than the ones mentioned above, 
among them a particularly tantalizing set of 
projective tests including the’ Rorschach. Here 
again, the results are given to the reader in the 
same tabular form, without correlation figures, 
without accurate recording, but with chapters of 
interpretive comment. Interpretation is fully justi- 
fied and insights may be of extreme value. Scientific 
data cry out for valid interpretation upon which 
sound social science Programs may be based. We 
need “action-research.” It is, therefore, all the 
more disappointing, after over half a century dur- 
ing which anthropologists have dwelt on the general 
point of human mental equality and after such 
elaborate preliminaries, to find this as the conclud- 
io to the discussion of the high Hopi 


“From our tests we have the impression that 
Hopi children on the average are very intelli- 
gent, highly observant, show a remarkably 
balanced mental approach and are -apparently 
very capable of complex: and abstract thinking. 
Mental activity appears even overemphasized to 
a certain extent, and we shall see later its in- 
fluence on the balance of the whole personality. 
We have also the impression that these qualities 
are closely connected with Hopi culture and the 
training. which the children received at home and 
through. the community. In dealing with the 
Hopi it would indeed be a grave mistake to 
adopt the baby-talk and oversimplified methods 


1 This reference is included here since it does 
not appear in the Thompson-Joseph bibliography: 
“The Performance of Hopi Children on the Good- 
enough Draw-a-Man Test,” Journal of Comparative 
Psychology, Vol. 34, No. 3, Dec. 1942. 


which are often used toward half-witted persons 
and those wno go.under the collective name of 
‘natives’? (p. I01). 


As indicated zbove, the book also includes eleven 
Hopi case histories. Case studies are of such ex- 
treme importance in the analysis of emotional and 
social adjustment that their value can hardly be 
overemphasized and the need of complete case 
histories for primitive peoples is very great indeed. 
In discussing is-year-old Ellen, the account begins 
“Ellen belongs to a conservative Hopi household 
which can be called average with respect to its 
members’ general way of life, their economic con- 
ditions and their social position in the village.” 
Further on we read, “The father .... is the Don 
Juan of the cammunity, openly talked about, ap- 
praised and criticized as’ such” and “the mother 
is very sloppy, and her household is considered 
the least clean in the village” (p. 69). Although 
one believes ke knows what is meant by: this ap- 
parent contraciction, one wonders if such reporting 
can yield wholly reliable materials. 

The reviewer finds herself in an anomalous posi- 


tion. She is convinced that most of the generaliza- 


tions in the psychological portions of this book are 
valid, yet she finds the data and evidence which 
support them either lacking or inadequate. The 
insights and comments do add to our knowledge 
of the Hopi Indians. There is a real feeling for 
reaching out and making use of clues from all tke 
social science techniques. Yet the generalizations 
seem not much more elaborate than could have been- 
evolved by any mature anthropologist with con- 
trol of the literature and a feeling for Hopi life. 
The psycholcgical tools are used almost entirely 
for window-cressing. Data are used illustrative_y 
but no generalization seems to stem directly from 
carefully controlled data. The authors have fora- 
stalled criticism by closing their accounts thus “a 
fair, over all evaluation of the method and findings 
of the research can be made only in the context cf 
its total results, including their practical applica- 
tion to administrative problems, the ultimate goal 
toward which this study and the forthcoming tribel 
analyses, are oriented” (p. 133). 

Perhaps this is so. Perhaps also a portion cf 
the difficulty lies in the fact that the book is appar-, 
ently aimed aż an audience noz clearly defined in 
the authors’ minds. At times both phraseology and. 
treatment are scientific, aimed at an audience of 
considerable experience and information in the 
social sciences. At other times the language is 
that which is normally found only in over-populaz- 
ized accounts and the thinking is similarly over- 
simplified: the audience then seems to be a group 
of wholly untrained laymen, well-meaning but 
ignorant. It is quite possible, therefore, that criti- 
cisms given here belong not so much to the working 
methods of the authors as tc their presentation. 
Certainly the program promises rich rewards and 
nothing can detract from the basic importance sf 
the authors’ thesis that psychclogical and cultural 
phenomena should be studied together. | 

_Maaran W. SMITE, 
Columbia University, New York. 
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DISEASES OF THE NERVOUS SYSTEM IN INFANCY, 
CHILDHOOD AND ADOLESCENCE (Second Edi- 
tion). By Frank R. Ford, M.D. (Charles C. 
Thomas. Springfield, Ill.: 1944.) 


_ This standard book now in its second edition 
contains eleven hundred pages. Primarily, it is 
written for pediatrists and not for neurologists 
since the orientation is entirely pediatric. The re- 
sult is an encyclopedia of nervous diseases for 
pediatrists and as such it is a valuable reference 
work. 

Since the author has endeavored, and with suc- 
cess, to include everything that bears on nervous 
disease from infancy to adulthood there is much 
described that is only rémotely connected with 
nervous disease. Likewise, as is necessary in a 
book with such a broad scope, each disease descrip- 
tion is concise or even curtailed. The author has 
compensated for this by appending to each section 
a short list of references for those who may desire 
more information. These references on the whole 
are well chosen and reflect a wide range of reading. 

The long introductory section on embryology, 
anatomy and physiology of the nervous system 
could not ke complete enough to be of great value. 
One finds even a sketchy survey of Brodman’s 
cerebral architectonics which does not seem to be 
. quite in place. A considerable section is devoted 
to the epidemic encephalitis of. von Economo, a 
disease which has just about disappeared from our 
clinics. Of course it may return and if it does 
this section will not appear so superfluous. One 
regrets that no mention is made of the virus of 
poliomyelitis in faeces and sewage. A neurologist 
is. shocked by the statement that in the treatment 
of epilepsy “bromides . . probably are as effec- 
tive as any other medication.” That surely is not 
the experience of most neurologists. 

This book is not a text book but as an encyclo- 


pedia it fills a definite place. This neurological - 


reviewer expects to have occasion to refer to it 
not infrequently. . 
Lours Casamayor, M. D., 


The Neurological Institute, New York. 


Our INNER Conrticts. A Constructive Theory of 
Neurosis. By Karen H. Horney, M.D. (New 
York, W. W. Norton and Company, Inc., 1945.) 


Ever since Freud introduced us to psychoanalysis, 
the field of psychotherapy has been colored and, 


to a considerable extent more recently, dominated. 


by the principles and tenets arising from the ex- 
perience of practitioners in that field. Gradually 
in the course of time, divergences have appeared 
until at present, with respect to therapy, two main 
points of emphasis have become manifest. On the 
one hand, the more orthodox stress the importance 
of uncovering the deepest layers of thé unconscious 
where it is held there reside the factors which 
create diffculty for the individual. The less ortho- 
dox, o2 the contrary, attach primary significance 
to what is actually- going on in the patient at the 
time he is under treatment. Concern is focussed 
upon what now exists rather than how it happened 


to get the way, it is. No practitioner of psycho- 
analysis would' admit a blind adherence to one 
or the other point of view, but it is generally clear 
where their sympathies lie. Doctor Horney is no 
exception. She' clearly belongs to the ranks of 
the less orthodox. 

This fact must be kept in mind -in evaluating 
her new book, It is a discussion of current un- 
conscious activities and as such must be either 
accepted or rejected. 

To this reviewer whose personal predilections 
cause him to favor Doctor Horney’s position, she 
does a superlative job of making real much that 
goes on in the unconscious life. Her description 
of major trends and efforts at solution are brilliant 
and always ring, of keen clinical observations. 

Moreover, she has progressed in her thinking 
and now furnishes us with some new terms for 
old concepts, thereby throwing added light upon 
them. For instance, instead of superego she 
employs the terms idealized image and despised 
image, thus centering upon current unconscious 
attitudes rather] than losing the patient in the 
mists of his earliest parental tieups where he 
can feel no responsibility for changing. Simi- 
larly, she substitutes the term externalization for 
proj ection and thereby enlarges the concept of 
projection to cover not only “the objectifying of 
personal difficulties” but also the obj ectifying “toa 
greater or lesser degree all feelings.” Throughout 
the book, in much the same fashion she brings 
fresh insights to old ideas. 

In short, Doctor Horney shines as a clinician 
and this book constitutes further and ample proof 
of that fact. Unfortunately, as a theoretician she 
does not shine so brightly. -Content with absorp- 
tion In current goings-on and convinced that some- 
how therapy results from unravelling these con- 
flicts, she fails to establish the legitimacy of her 
position and leaves herself open to the charge of 
being superficial. On page 47, at the end of her 
chapter entitled “The Basic Conflict,” she writes 
“My contention is that the conflict born of incom- 
patible attitudes constitutes the core of neurosis 
and therefore deserves to be called basic.” This 
definition sidesteps completely the essential nature 
of the incompatible attitudes as does the entire 
chapter or, for that matter, the entire book. As a 
consequence, we are conironted with a book, stimu- 
lating to read but leaving one with an uneasy 
feeling that much, has been left unsaid. If she had 
faced more forthrightly the issue of the origin of 
these incompatible attitudes, she would have ma- 
terially strengthened her position. 

In the eyes of this reviewer, if she had wished, 


‘she could have legitimately avoided any attempt to 


answer the question of origins by simply saying 
“I don’t know” and by adding that somehow some- 


_ thing transpires during the early years which re- 


sults in the development of these attitudes and 

the creation of a state of conflict. It would then 

be possible to say, that, regardless of the source 

of the original conflicting trends, it is the dis- 

entangling of the resulting conflicts which produces 

relief of symptoms. That is her actual stand and, 
| 
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as a clinician of, many years’ experience, she is 
warranted in assuming it. She believes her results 
back her up. 

The reviewer confesses to a disappointment in 
the book. Although neither in title nor subtitle 
did he have the right to expect it, he looked in 
vain for any enlightenment upon the problem 
of therapy or why she felt her approach afforded 
advatitages above and beyond those offered by 
the orthodox attack. Perhaps in her next book 
she will reveal her thought about the actual 
therapeutic process. As she intimates but never 
comes to grips with, it must be more than the 
mere unravelling of conflicts. We await with in- 
terest what she has to say along these lines. 

Harry M. Tiesout, M.D., 
Blythewood, Greenwich, Conn. 


Text Boox or Nevropatuoiocy, 2nd Edition. By 
Arthur Weil, M.D. (New York: Grune and 
Stratton, 1945. 


The second edition of this book, after an interval 
of 12 years, is welcome. The author has increased 
the number of illustrations in this new edition and 
the book is consequently slightly increased in size. 

The fundamentals of the subject are admirably 
described and illustrated. The chapter on Injuries 
could be enlarged to include, for instance, an ade- 
quate account of chronic traumatic subdural hama- 
toma. “Berry” aneurysms and the importance of 
their rupture in the causation of spontaneous sub- 
arachnoid hemorrhage are also omitted. 

The tables in the Appendix are very valuable. 

The book is well printed on good paper, which 
enhances the value of the illustrations. 

Eric A. Linetr, M.D, 
University of Toronto. 


SEPTEMBER REMEMBER. By Eliot Taintor. (New 
York: Prentice-Hall, Inc., 1945.) 


This book was written by an anonymous author 
for the lay reader. The unfortunate claim is 
implied that the fellowship of “Alcoholics Anony- 
mous” has all the answers to basic questions on 
alcoholism and alcoholics. The information in the 
book does not do justice to this movement or to 
the psychiatrist who is only casually mentioned. 
To quote from the book: “It is a source book of 
authentic information about “Alcoholics Anony- 
mous,” “September Remember” will, I believe, play 
an active part in rehabilitation.” 
poorly written, unnecessarily common almost to the 
point of vulgarity. Again to quote: “to them it 
shows .... with power and vividness, with wit 
and lustiness, how alcoholics, who want to stop 
drinking, can; it shows how alcoholics give each 
other a helping hand no one else can; not the psy- 
chiatrist, not the reformer, not the non-alcoholic 
lover.” Not one alcoholic, questioned by the ex- 
aminer, had a constructive word to say for this book. 
True, the author depicts the camaraderie and the 
amateur social service work of tremendous value; 
but he confuses the reader in detailing the career of 
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Joe Wales, whe utilizes the activities of Alcoholics 
Anonymous, the psychiatrist, and a sanitarium. The 
author solves the conflicts due to the eternal tri- 
angle, by having the girl, an A. A., commit suicide. 
Joe Wales then is brought back to the fold of the 
patient Alcoholics Anonymous group, after, how- 
ever, his wife returns to him. 

Some of the activity of the Alcoholics Anony- 
mous is depicted in a superficial manner while the 
serious, cooperative spirit of the group portrayed 
in its text, “Alcoholics Anonymous,” is not revealed. 

Unfortunately, the reader will have to turn to 
other works of the Alcoholics Anonymous group 
and writings of the psychiatrists as well, to deter- 
mine the real worth of the Alcoholics Anonymous, 
which is inconzestable. 

Jonn A. Larson, M.D, 
Blythewood, Greenwich, Conn. 


Tue Navago Door. An Introduction to Navaho 
Life. By Alexander H. Letghton and Doro- 
thea C. Leighton. (Cambridge: Harvard Uni- 
versity Press, 1044.) 


We Americers usually think of ourselves as being 
keenly interested in the welfare of cther people 
less fortunate than’ we are, but oddly enough 
we have never paid a great deal of attention to 
the conditions and needs of the mos: alien racs 
that is living within the borders of our country, 
the American Indian. This is perhaps due to the 
fact that they are more or less remote to us- 
Having been administered to by a governmenté! 


commission ever since the days that we were z 


group of colonies and we have assumed that these 
commissions as a whole have done a capable piece 
of work. Unfortunately this is not so, and it 
wasn’t until Mr. John Collier was appointed Com- 
missioner of Indian Affairs by President Roose- 
velt about 1032 that this agency did very much 
about giving the Indians a constructive program 
that would assist them in becoming a self sufficient 
people. While this program is far from beirg 
finished they are gradually learning the benefits 
of preventive medicine along with soil erosion con- 
trol and other important economic factors. There 
is no need to go into the outrageous persecutions 
they have uncergone in the past at the hands cf 
incompetent and unscrupulous Federal Agents and 
the aggrandizing white pioneer, because that is 
something tha: most of us are fully aware of and 
indifferent to. Most of this indifference can te 
attributed to the fact that the majority of the books 
written on the American Indian have been written 
by sentimentalists who have been overenthusiaszic 
or those whc have written from a factual or statis- 
tical viewpoint. This book is fortunate in strikirg 
a happy medium and to be written in a style that 
is both pleasant and authoritative. The autho-s 
have spent considerable time working with the 
Navahos in the government hospitals an the Navaho 
Reservation tn Arizona and have done much to 
promote a better understanding between the Ia- 
dians and the whites as well as performing their 
regular medical duties. This has been accomplished, 
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largely, through their understanding of the im- 
portance of the “Medicine Man” as a religious 
factor and securing his cooperation whenever pos- 
sible, in dealing with the patient; something that 
is not always done by those who are working with 
an alien race. The book represents considerable 
research, on the part of the Leightons, not only 
in the fields of medicine and anthropology but 
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also in the historical, social and economic aspects 
as well. Mr. john Collier, in his foreword to the 
book, recommends it to all those who are contem- 
plating entering the Indian Service, but it can also 
be invaluable to anyone who intends to work with 
any other primitive people. 
W. R. Dunrton, III, 
Baltimore. 


THE AMERICAN JOURNAL OF PSYCHIATRY: 


ADDICTION: SOME THEORETICAL CONSIDERATIONS AS TO ITS 
NATURE, CAUSE, PREVENTION AND TREATMENT * 


J. D. REICHARD 
Medical Director USPHS, Lexington, Ky. 


1. INTRODUCTION 


Addiction is in itself an important phe- 
nomenon; an understanding of it also in- 
volves many oi our concepts concerning 
human behavior and misbehayior in general. 
However, discussion and investigation of the 
problem are hampered by looseness in termi- 
nology, misuse of terms and confusion in 
concepts and hypotheses. It is the aim 
of this paper, first, to clarify the semantics 
of the subject and, second, to present hypoth- 
eses as to its characteristics. We must re- 
member that a hypothesis is a guess, a tenta- 
tive statement that events occur “as if” 
certain formulations were true. Hypotheses 
are not supported or disproved by argument 
and dialectic. When a datum is found that 
conflicts with a hypothesis, the hypothesis 
must be modified or perhaps discarded. 

When necessary, specific references to de- 
tails of published material will be made; the 
present discussion, however, is an attempt to 
go beyond present attitudes with the hope 
that this will facilitate the acquisition of 
more basic knowledge, not only of the prob- 
lems of addiction but also of those of human 
behavior in general. 


2, DEFINITIONS 


Before we attempt to formulate a defini- 
tion of addiction, it is necessary to discuss 
certain terms; these are sometimes used as 
synonymous with addiction, sometimes so 
misused as to obstruct a clear view of the 
yature of addiction. 

Physical dependence and the abstinence 
syndrome are closely related phenomena, 
since the existence of the first can be de- 
ermined at present only by the occurrence 
xf the second. Physical dependence refers 
o the physiological change produced by pro- 


1 Read at the roand annual meeting of The. 


American Psychiatric Association, Chicago, IIl, 
‘Gay 27-30, 1946. 


longed dosage sf certain drugs. This change 
is of such nature that when the drug is 
withdrawn suddenly, the appropriate absti- 
nence syndrome appears. 

Physical desendence and the abstinence 
syndrome are best known as produced by - 
the opiates. Himmelsbach has studied these 
phenomena exhaustively. He and his co- 
workers have developed a point score by 
which the intensity and duration of the ab- 
stinence syndrome can be measured(1, 2). 
Batterman and Himmelsbach(3) have re- 
ported the existence of physical dependence 
and an abstinence syndrome associated with 
the prolonged administration of demerol. 
Kalinowsky(4) has reported them in as- 
sociation with the consumption of and with- 
drawal from barbiturates, alcohol and paral- 
dehyde. No abstinence phenomena have 
been reported as results of prolonged use 
and abrupt withdrawal of cocaine or of 
marihuana, 

The view, presented by some, that absti- 
nence phenomena are solely expressions of - 
fear, anxiety or panic over the threat of 
deprivation of the drug, is based on insuf- 
ficient study and observation, probably in 
part on a confusion between what the addict 
asks for and what his physiological needs 
are. Experimental evidence for the “objec- 
tivity” of the opiate abstinence syndrome 
exists. Wikler has reported the occurrence 


‘of -a morphine abstinence syndrome in 


chronic “spinal” dogs(5) and in decorticate 
dogs(6). 

Emotional elements such as anxiety or 
fear may complicate the picture in narcotic 
addicts who have previously experienced the 
abstinence syndrome; such elements are va- 
riable and depend on the personality of the 
addict and on the setting and manner of 
withdrawal. The abstinence syndrome is 
stereotyped, the only variations being in its 
intensity. 

The term /abit-formation must be dis- 
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cussed, since so many persons use it as sy- 
nonymous with the development of physical 
dependence. A habit is a type of activity that 
has been so well learned that the acts in- 
volved are carried out with little or no con- 
scious attention. Habit-formation is the 
process of developing such types of activity. 
` If used at all when discussing addiction, the 
term shculd be limited to the development in 
adcicts of the habit of avoiding all discom- 
fort or pain by taking refuge in some form 
of addiction. This habit, one of the serious 
complications of addiction, will be discussed 
later, - l 

Cure perhaps should never be used in dis- 
cussing addiction. Certainly its careless use 
as a synonym for the relief of physical de- 
pendence is incorrect and confusing. The 
relief of physical dependence is only a pre- 
liminary step in the treatment of addiction to 
opiates and to a few other substances, An 
assumption that this is a “cure” and that 
relapse by an addict when only relief of 
physical dependence has been accomplished 
indicates that treatment of addiction is hope- 
less, has led many persons into an-unjustia- 
ably pessimistic attitude toward the whcle 
subject. . 

Even the use of the word “cure” as ap- 
plied to the solution of an addict’s problem 
in terms of total and permanent abstinence 
is questionable. When we apply this word 
to results in mest diseases, we mean that the 
person who has been ill has recovered so 
completely that he is able to resume his usual 
activities. We definitely do not mean this 
when we refer to the “cure” of addicticn. 
If we actually could “cure” a person addicted 
to alcohol who for years prior to addiction 
had been able to drink in moderation, we 
should expect him then to be able again to 
return to moderate drinking.. Such results 
of treatment are so uncommon as to be 
almost non-existent; therefore, it is better 
to use other terms, e.g., control, successful 
treatment, total and permanent abstinence, 
when referring to a successful solution of 
an addict’s problem by total and permanent 
abstinence. 

Euphoria has been used, usually in a de- 
rogatory sense, in discussions cf addiction. 
Tke word means, quite simply, a feeling of 
well-being. It has been used, without quali- 
fication, to describe the feeling formerly 
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considered characteristic of general paraly- 
sis; it has also been used, again without 
qualification, to describe the state for which 
an addict to opiates is assumed to be striving. 
The situation can be simplified by consider- 
ing that there are two kinds of euphoria, 
true, based on good health, and false, at- 
tained by the temporary suppression of pain 
or discomfort(7). Use of the adjective iden- 
tifying the kind of euphoria that is meant 
would prevent misunderstanding. 

Addiction requires the consideration of a 
number of factors before a definition can be 
developed. Even when these factors are dis- 
cussed and evaluated a definition must rest 
on the attitudes and possibly the beliefs of 
users of the term. There can be no objection 
to this; the prime necessity is for the user 
to tell us just what he means when he 
employs the word. The term “addiction” 
need not be confined to the use of substances. 
Pérsons who pursue certain practices to their 


own or the public’s inconvenience, harm or 


peril are sometimes a greater problem thar 
those who misuse a substance. It may welll 
be that internal or external difficulties re- 
sponsible for the unwise pursuit of a prac- 
tice and those responsible for the misuse o% 
a substance are similar. Studies of person: 
who have personal or social difficulties as: 
sociated with the pursuit of a practice migh 
throw light on this possibility. In this pre 
sentation, however, discussion will be limiter 
to the misuse of substances. 

Some of the factors to be considered i» 


- attempting to develop a definition of addic 


tion are: 

a. Self-control. 

b. Harm or injury of any kind to the 
user, to his group, or to both. 

c. Condemnation by society. 

The use of the term “self-control” nee 
not involve us in any metaphysical discussio 


. as to free will. What is meant is the abilit 


not the “will-power,” to follow or discor 
tinue a type of behavior as a correct respons 
to the situation in which an individual : 
placed. 

How much of any one of these factor 
and how many of them, must be considere 
in developing a definition cannot be state 
categorically. Legally, the determination » 
the existence of addiction to a narcotic drt 
rests, first, on social condemnation as ev 


denced by the: existence of statutes and, 
second, on the presence either of danger to 
society or loss of self-control with reference 
to one of the narcotic drugs. 

In formulating a psychiatric definition, we 
might consider that the establishment of the 
existence of loss of self-control, and of harm 
to the user, or to his group, or to both, is 
an adequate basis for designating a person 
as an addict. 

Uncertainty exists as to what substances 
may be regarded as addictive. The sugges- 
tion is offered that substances to which a 
significant number of persons first become 
addicted could be placed in this category, 
whereas drugs that are resorted to when the 
primarily addictive substance is not avail- 
able, or in an attempt to correct physiological 
disturbance caused by the addictive drugs, 
would not belong in this category. Alcohol, 
opiates and the barbiturates are well-recog- 
nized addictive drugs. Benzedrine, until ad- 
diction to this drug by a considerable number 
of persons has been reported, is an example 
of the second category. 

A physiological formulation might revolve 
around the question as to whether a sub- 
stance tended to make a person less uncom- 
fortable. When we are able to quantify ten- 
sion satisfactorily, we may find that addictive 
drugs are those which either lessen tension 

«or render the person less conscious of its 
«effects. 

Narcotic drugs are, by Federal statutes, 

opium and its derivatives, cocaine, hemp 

ma usually called marihuana); peyote and dem- 
2rol; only addiction to these substances is 
egally “narcotic drug addiction.” 


3, ETIOLOGY 


Something more than introduction to the 


ffects of a substance is necessary before ad- 
mm@iction is established. Each year thousands 
re introduced to the effect of opiates and of 
Icohol without becoming addicts. Some dif- 
erence may be assumed to exist between 
m@ose who drink normally, or from time to 
mime are given opiates without addiction, and 
“ose who become addicts. 
At least three factors can be considered 
1 erecting a hypothesis as to the personality 
f the potential addict and the reasons for 
he development of addiction. These are: 
a. Degree of discomfort. 


b. Ability tc endure discomfort. 
c. Strength, character, and orientation of 
internal controls of behavior. 


a. Degree of Discomfort 


Discomfort nay be of any degree or kind 
from that of a toothache to a major depres- 
sion. Dissatisfaction, frustration, unhappi- 
ness, tension, the discomfort resulting from 
“free-floating” anxiety—all these and many 
other conditions or situations that disturb 
equanimity or destroy true euphoria—must 
be considered. . 

An almost universal source of discomfort 


‘is tension. This may be defined as exagzera- 


tion of normal tonus to a point that produces 
discomfort. Irregular heart action, gastro- 
intestinal symptoms, headache, restlessness, 
high or low tlood pressure are a few of the 
accompaniments or expressions of this state. 
A discussion as to whether an emotion 
causes or is the result of peripheral activities 
seems fruitless. He who maintains that the 
psyche is the important primary factor is 
faced with the necessity to define this in 
biological, nan-metaphysical terms. He whe 
thinks that the peripheral activity gives rise 
to the conscious elements of an emotion is 
faced with the equally difficult task of ex- 
plaining the crigin of the peripheral activity. 
The safest, mcst productive viewpoint seems 
to be that the entire cycle, cortical, mid-brain, 
vegetative nervous system, activity at the 
periphery and afferent stimuli resulting fror 
it, constitutes the emotion ; that study of any 
part as related to the whole may be produc- 
tive, but that an attempt to “prove” that any 
part of the cycle is the emotion is fruitless. 
Further study and development and applica- 
tion of improved technics may show that the 
peripheral activity, and the sensations reach- 
ing the central nervous system as a result of 
this activity, are an essential part of an emo- 
tion; that as the level of this activity in- 
creases or dezreases, the intensity of the 
emotion is intensified or ameliorated. 
Whatever tentative viewpoint we may as- 
sume for purposes of more exact study, it 
seems certain that, for many persons, not 
the activity in the central nervous system. 
but its peripheral reverberations, are the ele- 
ments of an emotional state that make the 
emotion unbearable. Anticipatory anxiety 
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alone may produce a well-planned approach 
to tomorrow’s problem. If it is associated 
with severe “nervous indigestion” or with 
migraine, for example, proper planning and 
carrying out of plans may be totally dis- 
rupted. 

Some degree of tension and its accom- 
panying discomfort are probably necessary 
for many persons as a goad to socially valu- 
able activity. It seems equally probable that 
for others the result of this goad is socially 
inacceptable, even dangerous, behavior. 


b. Ability to Endure Discomfort — 


As is well known, the degree of ability to 
endure discomfort varies with ethric groups, 
‘with the setting in. which the discomfort is 
encountered, with the basic personality of 
the individual, and with the state of his 
health at any particular time. The interplay 
between this varying ability and variations 
in the level of discomfort probably forms the 
background for much human behavior and 
misbehavior. Another activity, or factor, 
must be considered before we car complete 
our formulation of the personality of the 
potential addict. That is: 


c. Strength, Character and Orientation 
of Internal Controls of Behavior 


It may be that ability to endure discomfort 
is a product or result of the internal controls 
of behavior. Both seem to result from train- 
ing, either intentional or accidental. How- 
ever, since they cover somewhat different 
aspects of behavior, they will be considered 
as manifestations of different processes. 

An approach to an understanding of 
human behavior, especially when the organ- 
ism is subjected to external or internal stress, 
requires that we assume that internal con- 
trols are of several kinds, each varying in 
strength and orientation. The type of con- 
trol called conscience, or censor, or super- 
ego, works as though the individual when 
confronted by a choice of reactions, imme- 
diately and automatically selects the response 
that ae has been trained to consider correct. 
Another type known as ego control seems 
to function as though the individual said to 
himself, “I won’t do that because—” punish- 
ment, social disapproval, danger to his life 
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or welfare, etc., might result. The behavior 
of others seems to indicate that neither of 
these controls is present in detectable 
amounts. Behavior is regulated almost en- 
tirely by the presence of external authority. 

Variations in social attitudes toward spe- 
cific behavior patterns introduce an element 
(viz., orientation of controls) important in 
understanding certain types of archaic or 
anti-social behavior. Studies of behavior 
among children trained under Nazi control 
in Germany might disclose many with an 
automatic type of reaction, but the resulting 
behavior would be considered as highly un- 
desirable. Making illicit whiskey is con- 
demned legally ; however, in certain isolated 
regions, this attitude never has been ac- 
cepted by the community. In such a locality 
we might find a well-integrated, automatic 
control, archaic as related to the country as a 
whole, but of the same character and 
strength that would result elsewhere in so- 
cially acceptable behavior. 

Reactions of persons with different types 
and degrees of control to certain substances 
are interesting. They throw light both on 
the character of the individual’s controls and 
on the action of the substance. For example, 
persons with normally adequate ego control 
sometimes behave badly when overdosed with 
alcohol. They behave as though the part of 
the nervous system ordinarily dependable in 
calculating the effect of behavior had ceased 
functioning temporarily. The same person 
under adequate opiate dosage may remain 
quiet and well-behaved. This difference may 
be understood ‘by the assumption that alcohol 
acts on some activity of the cortex, the lower 
levels being unaffected, while opiates act pri- 
marily on the lower levels of the brain to 
decrease the strength of primitive aggressive 
drives. The behavior of the person who 
“carries his liquor like a gentleman” no 
matter how intoxicated he may be can be 
viewed as the result of a control so automatic 
and ingrained that it remains active even 
when mental processes are profoundly af- 
fected. 

The behavior of the person who conforms 
to the mores of his group only when under 
direct and efficient supervision resembles 
that of the immature child, in whom no con- 
trols of any kind have been developed. 
British writers discussing this type of be- 
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havior in adults use the term “moral im- 
becility.” It can be thought of as analogous 
in the emotional sphere to imbecility in terms 
of intelligence. 

The behavior of some persons indicates 
that the automatic control, the censor or 
super-ego, is hyperactive; failure to live 
up to perhaps impossibly high standards 
causes great discomfort and unhappiness. 
When the results of this situation are added 
to discomfort associated with other diffi- 
culties, and the individual’s behavior deviates 
from what he regards as correct, serious 
disorders may result. When such a person 
resorts to addiction, he faces not only harm 
to himself or to his group ; his own super-ego 
may be so troublesome that his addiction 
may become much exaggerated. A familiar 
example is that of the person who starts 
drinking early in the morning so that he may 
dull the recollection of his misbehavior of 
the previous evening. 

When we consider the result of the inter- 
play of these three factors in the production 
or prevention of addiction, the situation is 
simplified, and various approaches for study 
can be visualized. A high degree of discom- 
fort with ability-to endure it and with a 
control adequate to the situation may result 
in a successful career. The person may be 
unhappy, perhaps hard to get along with, but 
may accomplish a great deal. Whether this 
accomplishment is socially acceptable and 
valuable will depend upon the orientation of 
his controls. If the level of discomfort is too 
high for the ability to endure and controls 
are adequate and correctly oriented, we may 
have the chronic invalid, the valetudinarian, 
haunting doctors’ offices, a follower of va- 
rious cults, with a medicine cabinet filled 
with “remedies,” ethical or otherwise, per- 
haps vulnerable to any widely publicized 
cure-all, but not addicted to the use. of any 
substance disapproved by his standards. 
When controls are inadequate, misdirected 
or non-existent, and if the person is intro- 
duced to the use of an addictive drug, ad- 
diction may develop. 

Just as it seems that any personality has 
its breaking point if internal and external 
stresses become too severe, so it is probable 
that anyone can become addicted if discom- 
fort becomes intolerable. The addict whose 


internal control is automatic but inadequate 
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to the situation, can discard his addiction 
and work out a better compromise with the 
situation, if, before the complications of ad- 
diction have developed, the amount of dis- 
comfort is reduced to a level that he can 
endure. 


4. COMPLICATIONS 


After addiction has been established azd 
has continued for some time, important 
changes occur which may greatly alter and 
complicate the problem of treatment. The 
most spectacular, but most easily relieved, is 
that of physical dependence on the use of 
certain substances, e.g. opiates or alcohol. 
Serious, sornetimes irreversible, changes oz- 
cur as a complication of addiction to alcohcl. 
These are usually secondary, e.g., avitami- 
noses or trauma to the addict, particularly to 
his nervous system. Another more subtle 
change may be described under the term “re- 
gression,’ A recent book portraying tne 
behavior cf a man determined to obtain 
whiskey in spite of the effcrts of his friends 
and relatives, gives an excellent picture of a 
part of this type of complication. When tke 
use of a substance is forbidden entirely, zs 
with marihuana, or limited to medicinal use 
only, as witt the opiates, the situation is com- 
plicated by generally unsuccessful attempts 
to avoid apprehension, the necessity to as- 
sociate with the underworld in order to 
obtain the substance, periods spent in jaiis 
and penitentiaries where close association 
with professional criminals is unavoidable. 
It would be difficult for a normal personality 
to undergo stich experiences without harm ; 
for the type of personality that seems to be 
the backgrctnd for addiction, they may cause 
irreversible distortions. 

Probably zhe most serious, the most insid- 
ious, the most important complication of 
addiction is the developmert of the habit of 
avoiding not only the particular discomfort 
that may have precipitated addiction, but diz- 
comfort, unhappiness, anxiety, in fact, any 
deviation from true euphoria, by the use of 
some addictive drug. Closely associated with 
this reaction, perhaps a part of it or a re- 
sult of it, is reduction in or elimination of 
drive. An organism that is entirely com- 
fortable does nothing. This is just as true 
of a man as it is of an amceba. The addict 
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who is “high,” that is, experiencing a state 
of false euphoria, will be valueless to himself 
and to his group. The time and effort spent 
in trying.to attain and maintain this state 
` will dissipate or misuse what drive he may 
have. : | 

Another complication, perhaps a result of 
one or more of the complications already 
mentioned, is the practice seen among ad- 
dicts of using large amounts of substances 
dissimilar in action from that of their drug 
ot drugs of addiction. This may be an ex- 
ample of compulsive action;.more probably 
it originates from a desire on the part of 
-the addict to produce any change, no matter 
what, in his physiology. . 


5. PREVENTION 


The prevention of addiction depends on 
detection and treatment of the preaddict per- 
sonality before complications make the prob- 
lem more difficult. The simplest approach 
to prevention is reduction in the amount of 
discomfort. Only a few sources of discom- 


fort will be discussed ; any student 0? human- 


behavior will be able to mention many 
others. , 

A much neglected source of discomfort 
is an attempt to engage in an occupation for 
which a person is unsuited. Most people 
drift into, or are forced into, vocations with- 
out any attempt to determine their fitness 
for them, When the person’s intelligence is 
inadequate for the vocation, when he is 
lacking in other necessary qualities, especially 
when the vocation does not give sufficient 
scope for his assets, discomfort, unhappiness 
and tension frequently occur. An additional 
difficulty develops because a person may be 
able to endure these until he reaches the 
period of presenescence. When severe mal- 
adjustments occur, even though we may find 
that the person would have been better ad- 
justed, perhaps more useful, in another occu- 
pation, he will be too old or too rigid to 
change. | 

Information obtained from tests of in- 
telligence, aptitudes and other aspects of the 
personality, if available for student counsel- 
ing at least as early as the high school period, 
would prevent some of these tragedies. In 
certain situations, intensive psychotherapy 
fer the individual or for his parents might be 
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necessary to enable him to follow a vocation 
for which he is suited instead of one with 
high prestige value but requiring abilities 
that he lacks. With this there should be 
methods of financing. higher education for 
those with great capabilities but without the 
means to develop them. 

Abnormal emotional states are a source 
of much discomfort. Some of them are diffi- 
cult to treat, gor example, compulsive states 
and chronic anxiety conditions. Depressions, 
however, frequently yield to some type of 
shock treatment. A difficulty is that reactive 
depressions frequently are masked by appar- 
ent cheerfulness or even jocularity. Workers 
with the Rorschach test sometimes are aston- 
ished to find, in persons whom they thought 
they knew well, large depressive elements. 
It seems probable that a significant number 


‘of persons become addicted to alcohol in an 


attempt to cope with depression. Here we 
could accomplish much in preventing addic- 
tion if such persons could be treated before 
addiction is established. 

Another field for prevention is that of 
painful conditions which may be eliminated. 
Examples are: ruptured nucleus pulposus, 
and scalenus anticus syndromes. The latter 
frequently is overlooked, especially when 
generalized pain in the arm, not following 
peripheral nerve distribution, is the only 
symptom. i 

Relief from discomfort related to tension 
is sometimes simple. Recognition of its 
existence and intensity seems to lag behind 
our ability to handle it. If tension-related 
discomfort is recognized early, before a 
vicious cycle between the central nervous 
system and other parts of the body has been 
established, such simple methods as physical 
exercise will give relief. Training in con- 
scious relaxation has been advocated(8). 
Change to a mcre suitable vocation, or when 
that is not possible, development of an inter- 
esting avocation, may provide a simple solu- 
tion. For some, of course, all we can suggest 
is an effort to increase the patient’s ability 
to endure discomfort. Even then a search 
for some remediable condition should be un- 
remitting. Energy is needed for personality 
integration; when this is barely adequate, 
the extra load of an abscessed tooth or of 
some other toxic or painful condition may be 
sufficient to precipitate a serious personality 
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disorganization; removal of the apparently 
minor difficulty may prevent a catastrophe. 

The pharmacological approach to discom- 
fort must be cautious. Especially is this true 
in the use of opiates in the treatment of 
chronic conditions. If the condition is re- 
mediable, e.g., a diseased gall bladder, and 
the patient refuses operation, the well-ad- 
vised physician will withdraw from the situ- 
ation. Even when a chronic painful condi- 
tion cannot be relieved, the use of opiates 
should be avoided, or rigidly restricted in 
amount. The difficulty, especially if the pa- 
tient has a “preaddict” personality (ż.e., is 
a potential addict) is that he will not be 
satisfied with analgesic dosage, but will 
demand, and probably obtain by one means 
or another, much larger amounts in an at- 
tempt to attain and maintain a false euphoria. 

A pharmacological approach to the relief 
of tension and its attendant discomforts is 
also dangerous. If one could be certain that 
the patient would not exceed the minimal 
necessary dosage, the use of such drugs as 
the barbiturates might be justified. Here the 
use of a projective technic such as the Ror- 
schach might be helpful. If this showed the 
existence of an adequate and well-oriented 
super-ego, one might feel safer in using 
pharmacological methods than if controls 
were inadequate or wrongly directed. . 

What can be done in the adult to increase 
ability to endure discomfort is uncertain. 
Improvement in general health will help. 
Psychotherapy, perhaps concentrating on the 
attitude of the patient toward the apparent 
cause of the discomfort, may be helpful. 
Persons fortunate enough in childhood to 
have been trained to attitudes of stoicism 
usually face the discomforts of adult life 
satisfactorily, and may be less liable to be- 
come addicted because of discomfort. As 
with many other personality difficulties, pre- 
vention should begin in childhood. 

We are also uncertain as to what can be 
done with adults in modification or altera- 
tion in the character, amount and orientation 
of internal controls of behavior. In fact, 
very little is known about how these controls 
are developed, what is responsible for their 
failure to develop, or for the development of 
an over-active super-ego. | 

One phase of education and its effect on 
behavior controls deserves attention, namely, 
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the charac-er of education in physiology en- 
countered by young people. Many state- 
ments in schcol textbooks are grossly incor- 
rect; others so distorted as to give entirely 
erroneous information concerning such mat- 
ters as the action of tobacco and alcohol. 
After early control of behavior has been 
built upon such incorrect formulations, it is 
probable that when the falsity oi school- 
acquired theories later is discovered, con- 
trols as te the misuse of such substances vill 
be impaired seriously. It is even possible 
that attitudes toward matters correctly 
taught may be changed for the worse upon 
the disillusioning discovery of incorrectness 
and exaggeration in the teaching of other 
subjects. 

When :nternal controls are inadequate or 
misdirected, it is necessary to institute ex- 
ternal ones. An ideal situation would be 
that deviation from acceptable behavior 
would be followed immediately and inevi- 
tably by an unpleasant experience. Such a 
set-up is impossible outside the laboratory. 
Fortunatel7, for many persons even an ap- 
proximation of the ideal situation descrited 
is adequate to supplement inadequate in- 
ternal controls. It is possible that energy 
expanded in developing such an approxima- 
tion to this situation would give better and 
more dependable returns than the same 
amount cf energy devoted ta therapeutic 
interviews. 


6. TREATMENT 


The treetment of addiction requires the 
following essentials: control of the addict 
for a considerable period; relief of physical 
dependence, when this is a complication of 
the use of the drug or su stances involved ; 
removal, when possible, of sources of dis- 
comfort; increasing the ability of the addict 
to endure discomfort; improving, when pos- 
sible, the internal controls of behavior; sup- 
plementing them, for a long period, with 
some type of supervision; correction of the 
complications of addiction, avitaminoses, re- 
gressive reactions, anti-social attitudes, and 
— most difficult of all—correction of the 
habit of taking some substance whenever the 
addict is cncomfortable or unhappy. 

Control of the addict for a period of at 
least one vear is imperative. Sometimes *he 
period of control must be longer; for a few, 
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such control must be life-long. “Control” 
does not mean confinement in an institution. 
That is usually necessary for some months 
at the beginning of treatment. Supervision 
in the community, with the ability on the 
part of someone with the proper training to 
return the patient to an institution for fur- 
ther intensive treatment when necessary, is 
a type of control that is greatly needed. 

The development of legal methods of re- 
stricting the personal liberty of the addict, 
analogous to those now functioning for psy- 
chotic persons, with utilization of them by 
communities, is highly desirable. Since most 
definitions of addiction include loss of self- 
control, it seems unrealistic to expect an 
addict to exhibit enough control ta remain 
voluntarily in a drug-free environment. 

At present, the only sure way to secure 


treatment and prolonged supervision after , 


intensive treatment is to have the addict con- 
victed of a felony in a Federal court. For 
many persons this is a rather drastic pro- 
cedure. We should, by obtaining the coop- 
eration of our colleagues in the legal profes- 
sion and of our legislators, endeavor to work 
out a kinder but at the same time adequate 
method of control. 

Such methods, even when developed, will 
not provide a complete solution. We must 
then encourage not merely among specialists 
but in the medical profession generally an 
interest in the treatment of addicts ; we need 
institutions or units in institutions adequate 
for intensive treatment, and we must develop 
methods of proper supervision in the com- 
munity after the period of intensive treat- 
ment. . 

Relief of physical dependence, once con- 
trol oz the patient is secured, is relatively 
simple. It is based on rapidly reducing 
dosage of the drug, e.g., morphine, or of a 
pharmacological substitute for it, e.g., barbi- 
turates for alcohol or paraldehyde. General 
supportive measures, administration of large 
doses of vitamines and of adequate fluids 
and minerals, etc., are indicated whether or 
not the drug of addiction is one that pro- 
duces physical dependence. 

Many “cures” of opiate addiction, that is, 
allegedly easy, painless methods of relieving 
physical dependence, have been advocated. 
Some are harmless, some are dangerous. 
Any of them so far examined that do not 
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employ opiates may result in a fatality if 
marked physical dependence is present. It 
is strange that our profession finds it so 
difficult to accept the simple fact that the © 
best basic treatment for the opiate abstinence 
syndrome is morphine in rapidly decreasing 
amounts. The physician who is entirely will- 
ing to grant that an addict to alcohol needs 
a “pick-up” to help him through the early 
stages of abstinence seems loath to admit 
that the addict to an opiate may need analo- 
gous treatment, not only for his comfort, but 
even to save his life. 

The problems of discomfort and the 
strengthening of stoicism and of controls of 
behavior resemble those discussed in the sec- 
tion on prevention. After addiction has been 
established, the problem of making the un- 
pleasant results of relapse to addiction im- 
mediate and inevitakle is even more impor- 
tant than in prevention. 

The best approach to the problems of re- 
gression and habit-formation is to secure, 
in fact, to enforce, early treatment of addic- 
tion. What of permanent value can be done 
after these are well 2stablished is uncertain. 

Preliminary statistical surveys suggest 
that persons tend tc recover spontaneously 
from addiction in their late forties or early 
fifties. Similar trends have been discussed 
in criminology.: In evaluating methods of 
treatment, we must consider whether results 
aie due entirely to treatment, or wholly or 
in part to aging. 

An important part of the treatment of ad- 
diction is the preparation of the community 
to accept the addict efter intensive treatment 
has been completed. This has been especially 
true for the addict to opiates. The myth of 
the “dope fiend” has been established so 
firmly that it is at times difficult to obtain 
for the addict an opportunity either to 
prove to society that he has regained the 
power of self-control, or to learn for him- 
self that he has not. Communities which at 
least tolerate, if they do not actually condone, 
the aggressive dangerous activity of the ad- 
dict to alcohol, are greatly upset by the 
presence in their midst of an addict to 
opiates, whose offense may consist merely in 
trying to obtain narcotics on a forged pre- 
scription, Patients who are given decent op- 
portunities and who nevertheless fail should, 
of course, be given further intensive treat- 
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ment. They usually return to an institution 
in a relatively cooperative mood, but if no 
opportunity has been given to attain a self- 
respecting position in the community, the 
addict who relapses generally feels, and cor- 
rectly so, that he has not been given a proper 
opportunity to rehabilitate himself. 

The rôle of psychotherapy in the treat- 
ment of addiction warrants some discussion. 
The opinion is held by many that it is the 
most important approach to this as to other 
personality disorders. That is probably an 
oversimplification. The hypothesis that 
“psychic” disorders will be cured if the pa- 
tient talks long enough to someone or if 
someone talks to him long enough and says 
the right things, is not easily tested. Cer- 
tainly, many difficulties seem to be helped 
by superficial psychotherapy; nevertheless, 
we are confronted always by the possibility 
that the patient might have solved his diffi- 
culty unassisted, or that the improvement 
may be due to ‘some other unrecognized al- 
teration in his internal or external environ- 
ment. 

Prolonged psychotherapy may be of help 
for severe personality disorders associated 


with addiction. Practically, however, we are ` 


confronted by the hard fact that there are 
not enough persons suited by personality and 
training to care for all those who, we as- 
sume, could be benefited by this technic. Let 
us hope that there will be developed more 
short cuts to improvement in personality 
disorders as efficient as shock therapy, and 
founded on a more solid knowledge of what 
the basis for the disturbance really is, and 
what we are doing for it. 


7, GENERAL 


Basic in the whole attack upon addiction, 
in fact, upon all other personality disorders, 
is a better understanding of normal neuro- 
physiology. No one as yet has demonstrated 
to the satisfaction of scientists the existence 
of psychological processes in the absence of 
a functioning nervous system. It is possible 
that the dualistic attitude which is almost 
automatic with us, the personalization of 
mental processes under the term of “the” 
psyche, the inability or the failure at least 
to tolerate a monistic approach to the prob- 
lem, all these have retarded a better under- 
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standing cf the problems of behavior and of 
misbehavio-. When we can understand the 
normal at the level of anatomy, chemistry, 
physics anc physiology, we may open up the 
possibility of control by relatively ‘simple 
procedures. 

An example familiar tc all is the simpli- 
fication of the control of diabetes by che 
developmert and use of insulin. Before its 
use great self-control had to be exercised 
by the diabetic, controlling and enduring che 
discomfort associated with his abnormal 
sugar metabolism. That situation now has 
been simplified greatly. 

A faint premonition of a pharmacological 
approach to the control of behavior is żhe 
sometimes successful and spectacular tm- 
provement of mood following the use of 
amphetamine. When we understand how 
this substance in some instances changes 
“abnorma:”’ to “normal” feeling tone, we 
may be eble to develop more dependable 
methods. This, of course, is “substitutive” 
therapy, and sometimes is opposed rather 
strongly in the treatment of personality dis- 
orders. The objectors, if they are consistent, 
must condemn also the use of thyroid extract 
for myxedema, insulin jor diabetes, end 
probably the use of sedative drugs in the 
control of epilepsy. 

A seemingly narrow, but perhaps impor- 
tant field for study has been suggested by 
Robinson{g), namely, an attempt to discover 
what is the nature of the change that con- 
verts a ncrmal user of alcohol to an addict. 
Such knowledge might enable us to prevent 
it, or pernaaps to reverse the process. For 
many persons, this might solve the problem 
of abnormal drinking. 

A mathematical approach to the problems 
of the relationship between psychological 
and neurological activity has been suggested 
(10-13). An approach which has been so 
rich in results in basic problems in physics, 
chemistry and biology certainly should not 
be neglected. 

As the late Dr. Sachs suggested years ago, 
we need cn our research teams experts in the 
basic sciences, not as technicians or anzil- 
laries, but as full partners, sometimes as 
leaders. resh viewpoints, imagination in 
erecting Aypotheses, ingenuity in testing 
them, complete liberation from archaic dral- 
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istic. thinking about the problems of human 
biology, may prove as productive in explor- 
ing the cause and treatment of addiction and 
other forms of human maladjustment as 
they have in other fields. 

Most narcotic addicts, when asked why 
they relapse to the use of their drug, reply, 
“Because it makes me feel normal.” When 
we can acquire a body of knowledge that will 
enable us to do properly for the addict and 
preaddict what they are trying to do im- 
properly, we may have solved not only the 
problem of addiction but many other riddles 
of human biology. 
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THE USE OF AMINOPHYLLINE IN NEURCPSYCHIATRIC DISORDERS 
ASSOCIATED WITH CEREBRAL ARTERIOSCLEROSIS AND 
HYPERTENSIVE ENCEPHALOPATHY 


HANS H. REESE, M. D. anp FRITZ KANT, M. D.? 
Madison, Wis. 


The admission of patients with cerebral 
arteriosclerosis or with hypertensive en- 
cephalopathy to a psychiatric hospital is ne- 
cessitated in a number of cases by an acute 
confusional state. The accompanying restless- 
ness and often the extreme agitation makes 
the -patients unmanageable at home. Fluctu- 
ation in the degree of clouding of conscious- 
ness is characteristic for the psychotic epi- 
sodes due to cerebral arteriosclerosis. Some 
of these patients are clear and rational most 
of the day but tend to become confused to- 
wards evening and at night during which 
insomnia persists. These episodes may recur 
or continue unabated over periods of years. 
It has been generally assumed that the patho- 
genetic factor is inadequate and unequal 
blood supply to the brain. Similar episodes 
occur also with hypertensive encephalo- 
pathy; however, the duration is here com- 
monly limited to shorter periods. Psychotic 
phases associated with hypertensive disease 
are present frequently in the initial phases 
of the vascular disease at a time when the 
blood pressure is still relatively labile. Little 
attention has been given in the text books of 
psychiatry to these aspects of cerebral arteri- 
osclerosis and hypertensive disorders, nor 
are specific recommendations for their medi- 
cal care and handling to be found. For the 
practitioner, as well as for the psychiatrist, 
such cases are difficult therapeutic problems. 
The usual attempts at sedation with barbi- 
turates not only fail but aggravate the con- 
fusion and promote additionally hallucina- 
tory experiences. The same holds true for 
opiates and scopolamine. Frequently, there- 
fore, refuge is taken in the undesirable meth- 
ods of physical restraint. 

In addition to delirious confusion and 
agitation, insomnia, dizziness and headache 
are obstinate symptoms which are difficult to 
cope with. 

For a number of years we have adminis- 
tered to these patients aminophylline in dos- 


1 From the Neuropsychiatric Department of the 
University of Wisconsin Medical School. 


ages from 14 grains t.i.d. to 3 grains q.i. d. 
assuming that the drug improves cerebral 
circulation by vasodilatation. It is accepted 
that aminophylline has a vasodilating effect 
on the peripheral vessels including the coro- 
nary. It increases cardiac output and lowers 
venous and intrathecal pressures, but the ef- 
fect on the cerebral vessels is still a moot 
question. Our investigation was one of clini- 
cal observation only. 

For the evaluation of the aminophylline 
effect we first reviewed the charts of all the 
male patients treated with this drug during 
the years 1944 and 1945. It appeared neces- 
sary to eliminate those cases in which the 
medication was given for only a few days or 
less. Also those cases were excluded which 
had received in addition KCNS because of 
hypertension, alkaloids because of extra- 
pyramidel symptoms or testosterones. There 
remained 32 cases and of these 23 cases de- 
rived definite benefits from the medicazion. 
The table gives a short profile of the im- 
proved cases. It specifies the symptoms that 
improved or disappeared. Amcng these cases 
were 6 confusional states, all of which 
showed good improvement. On the cther 
hand, retention and other memory defects 
were least amenable to change. Of the total 
32 patients none died in the hospital ; 27 were 
discharged to their homes and 5 were trans- 
ferred tc institutions. 

We conclude that aminophylline has a 
place in psychiatric therapy and is to be 
recommerded for the treatment of acute 
phases in psychoses with cerebral arterio- 
sclerosis and hypertension. It is far more 
effective in sedating these patients than the 
barbiturate group. The latter frequently in- 
crease the confusion. With doses of amino- 
phylline ranging from grains 14 to 3 grains 
q.i.d., confusional states cleared up often 
very rapidly. Vertigo and various forms of 
dizziness, headache, insomnia as well as neu- 
rological manifestations were greatly bene- 
fited in a number of cases. 
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AMINOPHYLLINE IN CEREBRAL ARTERIOSCLEROSIS 


Name 
M.M. 


A.M. 


Fae fe OF 


J.J.S. 


M.B. 


A.K. 


H.E.P. 


J.S. 


O.F.S. 
G.R.S. 


L.E, 


D.H. 


L.L.S. 
L.D. 


G.W.O. 


JT. 
V.G. 


A.E, 
L.R. 


H.A. 
G.Y. 


G.A. 


“CIR. 


Age 


75 


74 


56 


69 
78 
43 


52 


60 
54 


62 
58 
77 


66 
58 


63 
65 


58 


57 


Diagnosis 


. Meniere’s syndrome on vascu- 


lar basis, hypertensive en- 
cephaiopathy. 

Cerebral! arteriosclerosis with 
confusional state. 


Meniere syndrome on vascular 
basis. 


Hypertensive encephalopathy, 
generalized arteriosclerasis. 

Hypertensive encephalopathy, 
left hemiplegia, stroke 2 
weeks before admission. 

Cerebral arteriosclerosis, spas- 
tic paraplegia, headache 2 
years; spastic legs 8 years. 

Cerebral arteriosclerosis with 
confusional state following 
amputation of left leg be- 
low knee; confusion 2 
weeks. Memory impairment 
4 years. Had morphine 
and barbiturates. =. 

Cerebral arteriosclerosis with 
hallucinosis, and depres- 
sion, confusion and aphasia 
for 2} weeks. 


Cerebral arteriosclerosis, left 
sided hemiplegia, 2 weeks. 
Confusional state, arterio- 
sclerosis and hypertension. 
Hypertensive encephalopathy 
with depression and arterio- 
sclerosis of brain. 
Arteriosclerotic encephalo- 
po thrombosis | of 
ranches of left middle 
cerebral artery. 
Hypertensive encephalopathy; 
generclized arteriosclerosis. 
Hypertensive and arterio- 
sclerotic encephalopathy 
right hemiparesis and cere- 
bral atrophy especially left 
parietal lobe. ; 
Encephalomalacia and arterio- 
sclerosis. 


Cerebral and generalized ar- 
teriosclerosis, 


Cerebral and general arterio- 
sclerosis, depression. 
Beginning cerebral 
sclerosis. j 
Hypertensive and arterio- 
sclerotic encephalomalacia; 
March 1942 and March 
1943 stroke, both times 
right hemiplegia 24 years. 
Cerebral arteriosclerosis. 


arterio- 


Cerebral arteriosclerosis, 
formerly hemorrhage from 
right superior cerebellar ar- 
tery: years. 

Encephalopathy on hyperten- 
sive basis—-14 years. 


Encephalamalacia from hyper- 
tension—z months. 


Findings 


Spells of vertigo once a week, un- 
steady gait, headache. , 


Confusion, disorientation, severe agi- 


tation, retention defect, memory 
for recent events poor. B.P. 
122/66. 


Dizziness of vertigo type comes in 
spells, depressed because he could 
not work. Labile B.P, 165/go- 
107/70. 

Fainting spells, dizziness, insomnia. 
B.P. 150/90. 

Left hemiplegia, memory impaired. 


Headache, severe spastic gait, elec- 
tric shocks all over body.” at 
150/80. _. 

Confused, disoriented; sleeping rest- 
less, delirious, pupils miotic; mem- 
ory impaired. B.P. 140/70. 


Depressed, retarded, hallucinations 
at night, people talking about him; 
confused at times, mild aphasia, 
agrammatism. 


Left hemiplegia, left leg progressively 
weaker. B.P. 126/78 

Confusion, aphasia, impairment of 
memory. B.P., 230/120 to 175/100. 

Hemiplegia, depression. B.P. -=34/ 
100, 


Visual disturbances, mental retarda- 
tion, numbness right arm and leg, 
retention impaired. B.P. 134/84. 


Spells of dizziness, unsteady zait, 
eadache, pain in legs. 

Pain and weakness of arms and iegs, 
headaches, dizzy spells, difficulty 
walking especially in dark. B.P 
180/95. 


Psetidobulbar paralysis, Parkinson 
cerebellar syndrome, vertigo, dizzi- 
ness. B.P. 120/80; headache. 

Dizzy spells, numbness of right hand 
and foot, slightly euphoric and 
impairment of memory. B.P. 170/ 


Ce 
Retention impaired, confused, melan- 
cholia, agitation. B.P. 168/88. 
Aching and burning pains in feet, 
staggering gait, insomnia. 
Confused, clouded, memory defect 
especially recent, agitated, antago- 
nistic, ap rehensive “going to die.” 
B.P. 19 Vass. 


Irritable, emotionally labile and in- 
continent, recent memory impatred, 
dizzy spells, fundi sclerotic vessels. 

P. 118/70. 

Pair. in both eyes, more in right. 
Dizzy spells. Ataxia. Fundi-sclero- 
sis, horizontal nystagmus. 3.P. 
170/92. l 

Comatose, cachetic, right pupil larger 
than left, stiff neck, had paresis 
rt. arm, March 1944. B.P. 150/90 
to 212/118; bromide level 125 
mgms. on admission. 

Pressure in rt. side of head, stagger- 
ing gait, left side of face numb 
ard stiff, increased irritability. 
B.P. 204/100, 


Response 
Improvement. 


Confusion and agitation dis- 
appeared quickly, retention 
improved, General mental 
weakness remained. 

Vertigo disappeared. 


Especially insomnia improved, 
dizziness better. 
Improvement in every respect. 


Headaches gradually im- 
proved, felt much better. 


Acute symptoms disappeared. 


Good improvement, gained 
16} pounds. Stayed on 
medication, further im- 
provement on re-examina- 
tion 6/20/44. 

Hemiplegia improved. 


Good 
days. 
Good improvement. 


improvement in six 


Improved a great deal, able 
to do light work on farm. 


No more dizzy spells, gait 


and dizziness disap- 
peared. Neurological find- 
ings unchanged. 


Vertigo and dizziness, head- 
ache and sleep improved 
after 5 days. 

Dizziness improved, otherwise 
no change. 


Confusion improved, conscious- 
ness Clear. 

Some improvement of gait, 
pain and sleep. 

Acute symptoms improved. 


Dizziness improved. Mentally 
slightly improved. 


Dizzy spells and pain im- 
proved; sleep improved. 


Slight improvement. 


Considerable improvement of 
symptoms, 


PSYCHIATRIC SYNDROMES IN PATIENTS WITH ORGANIC 
BRAIN DISEASE 


1. DISEASES oF THE BASAL GANGLIA * 
CHARLES BRENNER, M. D., ARNOLD P. FRIEDMAN, M. D., AND 
H. HOUSTON MERRITT, M.D. 
New York, N. Y. 


Diseases of the basal ganglia constitute a 
chapter of medical knowledge which is still 
obscure. The outstanding symptoms pre- 
sented by patients suffering from these dis- 
eases are disorders in motor function, but 
mental disturbances are common and often 
striking, even to the casual observer. The 
purpose of this study is to analyze the psy- 
chiatric status of a group of patients with 
various basal ganglia syndromes (Table I.) 


TABLE I 
No. of No. of 
. living autopsied 

Disease or syndrome patients cases 
Hepato-lenticular degeneration.. 4 2 
Huntington’s chorea ........... 2 I 
Dystonia musculorum deformans. 4 2 
O 


Double athetosis .............0. 2 


Two classes of patients were included: 
hospital in-patients, all of whom were per- 
sonally examined by us, and a small number 
of autopsied patients whose records were 
considered adequate for psychiatric evalua- 
tion. The methods of examination were 


anamnesis, including medical, personal and- 


social history, general physical and neuro- 
logical examinations, including hospital lab- 
oratory data, mental status and psychometric 
examination (Wechsler-Bellevue). Reports 
of the occupational therapists and floor 
nurses, who had known some of the patients 
for many years, were also available. 
Hepato-lenticular Degeneration (Wilson's 
Disease).—This disease was first described 
by Wilson(1) in 1912. Its etiology is still 
obscure, but the pathological changes, which 
are quite characteristic, include degeneration 


1 Read at the ro2nd annual meeting of the The 
American Psychiatric Association, Chicago, I., 
May 27-30, 1946. 

From the Division of Neuropsychiatry, Monte- 
fiore Hospital and the College of Physicians and 
Surgeons, Columbia University, New York. 

Psychometric tests done by Miss Elaine Grossman. 


and gliosis or even necrosis of both lentic- 
ular nuclei, less extensive degeneration in 
the cerebral cortex and in the white matter of 
the cerebellum, and hepatic cirrhosis of the 
portal type. There are usually deposits of 
pigment in the corneal limbi which are known 
as Kayser-Fleischer rings. The disease is 
nearly always fatal within a few years of its 
onset. The neurological symptoms are ex- 
clusively motor and are attributed to involve- 
ment of the striatal and cerebellar systems: 
rigidity, tremors (including the characteristic 
“wing-beating” tremor), involuntary move- 
ments of athetotic and dystonic type, emo- 
tional lability, dysarthria, dysphagia ard 
mimetic changes. Clinical or laboratory evi- 
dences of liver disease may or may not be 
present at the time of examination but are 
usually obvious at some time before death. 
It may be cf interest to note that in 3 of 
the 6 patierts in our series, evidence of liver 
disease appeared before the first neurologic 
symptom, preceding it by 5, 5 and 3 years 
respectively. In 2 of these patients, the initial 
symptom was ascites, while in the third an 
attack of abdominal pain necessitated an 
exploratory laparotomy and the diagnosis of 
hepatic cirrhosis was established in this way. 

Wilson(2) stated that the mental symp- 
toms were variable and included both emo- 
tional and intellectual disturbances. He 
characterized the latter as “narrowing of the 
mental horizon” and felt the so-called ter- 
minal dementia was not a “true” one. Most 
other authors differ from Wilson on this 
point. Steinman(3), for example, reported 
on the mental symptoms of 4 pairs of siblings 
with the disease. In some of these dementia 
appeared early, in some late, and in others 
none was detectable at the time of examina- 
tion. He agreed with Wilson that the overall 
picture showed great variation from patient 
to patient. 

In our 6 patients, the psychiatric findings. 
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were as follows: 3 of the 4 patients whom we 
examined ourselves showed no evidence of 
intellectual deterioration at the time of ex- 
amination (6,6 and I year respectively after 
the onset cf the first neurological symptoms), 
while the fourth (who was examined 5 years 
after the onset of her first symptoms) showed 
evident deterioration. This patient had an 
I.Q. of 73 on the verbal part of the Wech- 
sler-Bellevue test with the highest relative 
scores in information and digits and the 
lowest in erithmetical reasoning and similari- 
ties. In the performance part of the test, 
she echieved an I.Q. of 57 (the digit sym- 
bol part of the test was not administered 
because of the patient’s motor difficulty). 
She failed completely on the block designs, 
showed poor ability to comprehend and or- 
ganize a total situation (picture arrange- 
ment) or to recognize and identify familiar 
objects and forms. Since this patient had 
graduated from the eighth grade of school 
and had been a notions buyer fcr a small 
department store befcre her illness, the scores 
she achieved on test were considered to in- 
dicate intellectual deterioration. 

Of chief interest to us was the fact that 
in all 6 patients emotional tension or the feel- 
ing that they were performing under pres- 
sure accentuated the severity of the motor 
difficulties. Such changes in the severity of 
symptoms might be either brief or long last- 
ing. In one case for example, there was a 
steady improvement in motor capacity over 
a ten-month period during which the pa- 
tient was removed from his family, whom 
he bitterly resented, to a friendly and sympa- 
thetic environment. All of this improvement 
rapidly disappeared when he was told that 
he must return to his family, and when he 
finally did so, within 2 weeks after his return 
he had regressed completely to his original 
state of disability. Moreover, brief exacerba- 
tions of symptoms could be elicited in any 
of tha patients by a suitable test situation in 
which the patient felt the need tc perform 
under pressure. 

None of our patients exhibited any strik- 
ing or constant peculiarities of mental con- 
tent. The mood was very different in dif- 
ferent patients or in the same patient at 
different times. It might be cheerful, eu- 
phoric, irritable, depressed or apathetic. 

Huntington’s Chorea-—This disease was 
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first described in 1812 by George Hunting- 
ton(4) a practitioner on Long Island. The 
disease is classically familial but many spo- 
radic cases occur. The characteristic patho- 
logical findings are atrophy of the cerebral 
cortex, the caudate nucleus and the putamen. 
The clinical course is progressive. The neu- 
rologic symptoms are involuntary, choreic 
and athetotic movements which begin insid- 
iously, often in the proximal muscles of the 
extremities, eventually spreading to involve | 
the entire musculature. 

Emotional instability may be the first men- 
tal symptom but signs of intellectual deficit 
always appear sooner or later. Hochheimer 
(5) from an intensive study of 3 mild cases 
of the disease, concluded that the essential 
psychnlogical disturbance is inability to re- 
main on a single train of thought or to 
remain concentrated on a single thought at 
all. lhis symptom, which the author called 
a disturbance of “motor thought,” was also 
noted by Lion and Kahn(6) in 1 of 10 cases 
of Huntington’s chorea which they studied. 
Other authors do not appear to have re- 
marked upon it. | 

Only 1 of our 3 patients had a positive 
family history. Otherwise they were typical 
cases of the disease with severe, generalized 
chorea and evidence of intellectual deteriora- 
tion. One of the 2 living patients received 
the Wechsler-Bellevue test. His I.Q. on the 
verbal scale was 74; that on the performance 
scale could not be measured because of his 
motor difficulty. His best performance was 
in arithmetical reasoning but he was unable 
to repeat any digits backward and did very 
poorly on similarities. Before the onset of 
his illness he had been a salesman of elec- 
trical supplies. 

Both of the living patients were ambu- 
latory. They showed marked diminution of 
the involuntary movements with concentra- 
tion of attention. For example, one of them, 
whose chorea during the examination was so 
severe that he could hardly sit still, lost most 
of his involuntary movements when he picked 
up a newspaper to read aloud to us and was 
able to sit and read in relative quiet. On the 
other hand, unpleasant experiences or fail- 
ures in attempting to perform a given task 
were followed by an increase in the choreic 
movements. 

Conversation with these patients is often 


1947] 


difficult because their speech is so dysarthric 
that it is nearly unintelligible. Attempting to 
assess such a patients mental content is 
therefore a laborious and usually unsatis- 
factory task. The incessant facial grimaces 
and bodily contortions similarly handicap the 
examiner in attempting to judge objectively 
the patient’s mood and degree of interest in 
his environment. With due regard to these 
limitations we found the mental content of 
the 2 patients whom we examined personally 
to be remarkable only for defective judgment 
and insight which were considered to be 
related to their intellectual deficit.: The mood 
of one patient was rather irritable, that of 
the other, indifferent and flat. This second 
patient had been hospitalized for a depression 
with paranoid trends for about one year, two 
and one half years before the onset of his 
choreic movements. No similar psychotic 
symptoms were apparent at any time during 
the eleven years which had elapsed between 
the onset of his neurological symptoms and 
the time of his examination. The records of 
the autopsied patient, whom we did not 
examine, described him as being euphoric 
and apparently hallucinated in the visual 
sphere. This patient was bedridden and died 
4 months after hospital entry. 

Dystonia Musculorum Deformans.—Op- 


penheim(7) in 1911 described 4 cases which- 


had peculiar muscular spasms involving prin- 
cipally the thighs, pelvis and spine. He pro- 
posed the term dystonia musculorum de- 
formans for this group of cases and stressed 
the organic nature of the syndrome. Among 
previous workers, Schwalbe(8) and Ziehen 
(9) reported on similar cases but stated that 
the abnormal movements were hysterical or 
other neurotic manifestations. 

Although it is now generally agreed that 
Oppenheim was right in considering the 
movements to be organic rather than psycho- 
magenic in etiology, the original conception of 
«dystonia as a disease entity has been chal- 
lenged by numerous investigators. Herz(10) 
man a recent review of the subject, stated that 
mathe dystonic movements appearing with Wil- 
3on’s disease, Huntington’s chorea, epidemic 
sncephalitis or with trauma, infections, vas- 
cular insults, etc., should be separated from 
‘he group of cases with gradual development 
of dystonic movements and postures and no 
recognizable etiologic factors at the onset. 
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He suggested that the diagnosis of dystonia 
should be reserved for this latter group. 
The etiology of this disturbance is com- 
pletely unknown and, perhaps because the 
duration of life is not greatly affected by the 
disease, the nature of the underlying patho- 
logical process is not too well known either. 
Davison and Goodhart(11) have reported 
lesions of the corpus striatum in a group of 
dystonic patients, one of whom had asso- 
ciated nerve cell loss in the cerebral cortex. 
The neurological symptoms consist of in- 
voluntary movements of the trunk and ex- 
tremities which differ from those of athe- 
tosis only in that they. are so much slower. 
In some patients there are few dystonic 
movements but marked rigidity and abnor- 


referred to as the myostatic or akinetic type 
of dystonia. 

The psychiatric findings of interest in our 
6 patients were as follows. The abnormal 
movements were made worse by any volun- 
tary effort in all 4 of the patients whom we 
examined personally and a note to the same 
effect was found in the record of one of the 
two autopsied cases. One patient had fre- 
quent “negative movements,” that is, his 
hand or fingers would move in exactly the 
opposite direction from that in which he 
tried.to make them move. 

Intellectual deterioration was present in 
I patient, absent in 3 and impossible to es- 
timate in the other 2 because of difficulty in 
communicating with them. It might be 
worth mentioning that when a dystonic pa- 
tient’s motor disability is severe, one gen- 
erally underestimates his intellectual ability 
at first and then when the patient does bet- 
ter than one nad expected, the tendency is 
to overestimate it. One of the autopsied 
patients, who had been mentally defective 
from birth, showed evidence of considerable 
cellular loss in the cerebral cortex. 

Emotional cutbursts or lability were noted 
in 2 patients. None of the patients was am- 
bulatory, but those who could get about in a 
wheel chair had good social contact with 
the other patients. One of them spent much 
of his time at a typewriter in the occupa- 
tional therapy department laboriously writing 
a novel, The mental content of those patients 
in whom it could be determined, was normal. 

Double Athetosis—The syndrome of athe- 


This syndrome is -’ 
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tosis (literally, “without fixed position” ) was 
recognized and named by Hammond(12) in 
1871. The slow, writhing movements of the 
limbs, body and face which he described may 
be associated with birth injuries, vascular 
accidents, syphilis of the central nervous 
system, encephalitis, Wilson’s disease or 
Huntington’s chorea. Even the precise loca- 
tion in the brain of the lesion or lesions 
required to produce athetotic movements is 
not known, though it is presumed ta be some- 
where in the striatal system, However, a 
particular condition referred to as double 
athetosis has been thought by some to be 
a specific disease entity. It usually starts 
immediately after birth but is not recognized 
at that period because infantile movements 
` are normally incoordinate, The child has bi- 
lateral, abnormal movements of the extremi- 
ties and face. It learns to walk, if at all, at 
about 3 to 4 years of age and the gait 1s 
usually staggering or stumbling in type. 
Dsyphagia and explosive speech are promi- 
nent. Epileptiform convulsions usually ap- 
pear but according to many observers the 
mentality is not affected. 

We can report on only 2 patients with this 
syndrome. Both were considered to be men- 
tally defective on the Wechsler-Bellevue 
test though it was not possible to assign a 
valid, precise, numerical score to their per- 
formance because of their motor and speech 
difficulties. As in the case of the severely 
dystonic patients, one tended at first to un- 
derestimate and then to overestimate their 
intellectual ability. 

Emotional excitement or tension was ac- 
companied by an increase in the severity of 
both patients’ involuntary movements. Of 
particular interest was the observation that 
when the attention of the patient was fo- 
cussed on a specific task, the abnormal move- 
ments diminished in the parts of the body 
from which the patient’s attention had been 
diverted. This is frequently true of abnormal 
movements of hysterical type and has indeed 
been considered by some to be diagnostic of 
hysteria, a view which is clearly nct correct, 
as our patients demonstrated. Both patients 
were cheerful and friendly and were well 
adjusted to the routine of the hospital where 
they had lived for many years. The mental 
content was not remarkable in either. 
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DISCUSSION 


Our findings are in agreement with those 
of many other authors that the mental symp- 


‘toms shown by patients with the various 


basal ganglia diseases are consistent chiefly 
in variability. There is no evidence that most 
or all of the patients in any of the diagnostic 
categories studied here show similar dis- 
turbances of either mood or ideation. This 
finding is in agreement with the reports of 
Steinham(3) and Lion and Kahn(6). The 
presence or absence of intellectual deteriora- 
tion is readily correlated with the degree of 
cortical damage which is known to occur in 
the various diseases. Such deterioration is 
most frequent in Huntington’s chorea, the 
disease in which cortical changes are most 
prominent pathologically, and least frequent 
in dystonia. In the case of hepato-lenticular 
degeneration, evidences of intellectual de- 
terioration may appear early or late but are 
apparently always present eventually. Both 
of our patients with double athetosis were 
mentally defective and had always been so. 
However, as is well known, some patients 
with this disease are of normal or even supe- 
rior intelligence. In our 2 patients there had 
been no change in intellectual capacity for 
many years at least. 

There was one striking feature of the be- 
havior of these patients on which we wish to 
place particular emphasis. This was the effect 
which their psychic state had on their abnor- 
mal movements. Under the stress of unpleas- 
ant emotional tension the abnormal move- 
ments would „become worse, often much 
worse, with corresponding improvement un- 
der more favorable circumstances. More- 
over the involuntary movements of the pa- 
tients with Huntington’s chorea grew less 
severe when the patients concentrated on a 
specific task. This improvement was gen- 
eralized, but most noticeable in the parts of 
the body directly concerned in carrying out 
the task. A similar phenomenon was observ- 
able in the patients with double athetosis, but 
with the difference that in these patients the 
improvement was limited to the parts of the 
body from which attention was diverted 
while carrying out the task. This sort of 
fluctuation in the severity of involuntary 
movements with changes in attention is often 
seen in hysterical patients and it is sometimes 
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considered to be diagnostic of that disease. 
The incorrectness of such an interpretation 
is clearly shown by the findings in our group 
of patients with diseases of the basal ganglia. 

We venture to propose the word “psycho- 
sensitive” to describe these abnormal move- 
ments in order to emphasize the relation 
between the severity of the movements and 
the patient’s psychic state. The similarity of 
this word to the widely used term “psycho- 
genic” should also call attention to the fre- 
quent difficulty in differentiating diagnos- 
tically between basal ganglia disease and psy- 
choneurosis (single or multiple tics). Unless 
one is familiar with the bizarre movements 
presented by patients with basal ganglia 
disease the differentiation may be extremely 
difficult and in occasional cases in which the 
symptoms are not yet advanced, it is quite 
impossible to be sure of a diagnosis at the 
time of examination. 

Finally the word “psychosensitive,” with 
its emphasis on the interrelation between the 
severity of the involuntary movements and 
the psychic state of the patient, may remind 
us that skillful and appropriate psycho- 
therapy should be used in these cases when 
possible in the reasonable hope that ‘symp- 
tomatic improvement will ensue. In addi- 
tion to psychotherapeutic interviews when 
feasible, one should aim toward amelioration 
of unfavorable emotional stresses by pro- 
viding the patient with a friendly, accepting 
and protecting environment with opportu- 
nities for as much emotional gratification as 
possible in the forms of activities (occupa- 
tional therapy) and interpersonal relation- 
ships. In the absence of any etiologically 
directed form of therapy, psychotherapy 
must, for the present, occupy first place in 
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the therapeutic armamentarium, despite its- 
purely symotomatic nature. The case cited 
in the section on hepato-lenticular degenera- 
tion will serve as an example of the improve- 
ment that may follow successful psycho- 
therapy even in a patient with progressive 
disease of the central nervous system. 
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THE EFFECT OF ANOXIA AS MEASURED BY THE ELECTROEN- 
CEPHALOGRAM AND THE INTERACTION CHRONOGRAM 
ON PSYCHONEUROTIC PATIENTS * 


JACOB E. FINESINGER, M. D., ERICH LINDEMANN, M. D, MARY A. B. BRAZIER, Pa. D. 
AND 
ELIOT D. CHAPPLE, Pa. D. 
Boston, Mass: 


During the past ten years we have been 
interested in investigating the autonomic 
nervous system in the psychoneuroses. Pre- 
vious studies have shown that psychoneu- 
rotic patients differ from control subjects in 
respect to heart rate(1), ventilation(2), 
sighing respiration(3), and other aspects of 
the respiratory pattern(4) during basal 
conditions and during sensory and ideational 
stimuli. More recent studies(5, 6) from this 
and other laboratories indicated that psycho- 
neurotic patients, especially those with anx- 


iety neurosis and neurocirculatory asthenia, — 


show a disturbance in the oxygen uptake or 
oxygen utilizing mechanisms. Further in a 
series of studies on the selection of air- 
craft pilots, in collaboration with the Bureau 
of Medicine and Surgery of the U. S. Navy, 
a correlation was found between failure in 
flight training and behavior and between 
failure in flight training and autonomic over- 


activity(7), and certain characteristics of. 


behavior which are found in states of anoxia. 


_In pursuing this problem we felt it wise. 


to study the direct effect of inhaling m:xtures 

low in oxygen upon the CNS activity as 
determined by the electroencephalogram and 
behavior as measured by the interaction 
chronogram. It is the results of these latter 
studies that are presented in this paper. 

The effects of anoxia on the EEG in man 
were studied by Berger(8), and later by 

1 Read at the 1o2nd annual meeting of The 
American Psychiatric Association, Chicago, Hl, 
May 27-30, 1046. 
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many others, most notably Gibbs and Davis 
(9), Lennox, Gibbs, and Gibbs(10), Gibbs, 
Williams, and Gibbs(11), Davis, Davis, and 
Thompson(12), and Gerard(13) and his col- 
laborators. All investigators report that in 
breathing mixtures low in oxygen a shift 
to the slower frequencies occurs in the EEG. 

Many observations are available on the 
effects of anoxia on behavior and on certain 
psychological functions. MacFarland(14), 
Barach and Kagan(15) describe changes in 
behavior -during anoxia. These changes, not 
so readily measurable, refer to loss of emo- 
tional control, excitement, garrulousness and 
destructiveness ch the one hand or apathy 
and unresponsiveness on the other. Simul- 
taneous observations on the EEG and the 
performance of subjects as exemplified by 
the critical flicker fusion frequency, as 
studied by Gellhorn and Hailman(16), in- 
dicate a parallelism between the degree of 
change in critical potentials and in the critical 
fusion frequency. The effects of anoxia on 
more elaborate psychomotor responses and in 
phantasy formation(17) have also been re- 
ported. In the present study a series of 
psychoneurotic patients and normal control 
subjects was interviewed. by the use of a 
standardized procedure while sitting in an 
anoxia chamber and while breathing mix- 
tures of room air (approximately 21% O3) 
and while breathing mixtures low in oxygen. 
Electroencephalographic records were made 
at various intervals throughout the procedure 
and the activity as indicated by the length of 
the periods of talk and gestures was mea- 
sured throughout both interviews(18). Data 
are presented comparing the results obtained 
at low oxygen levels with those obtained 
while breathing air. 
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PROCEDURE 


The subjects, both patients and normal 
controls, were subjected to the same pro- 
cedure. The subjects were all under non- 
basal conditions, and the experiments were all 
done in the morning. Each subject was given 
50 c.c. of 50% glucose p.o. while sitting in an 
adjacent laboratory and the scalp electrodes 
were attached. The subject then sat in the 
anoxia chamber while the leads from the 
scalp electrodes were attached to cables 
leading to the EEG apparatus. A capillary 
blood sample was drawn for the determina- 
tion of the blood sugar level. This was done 
because we have previously shown(19) that 
blood sugar levels of 110 mgm./100 c.c. and 
below might influence the frequency of cor- 
tical potentials. After this the subject was 
asked to close his eyes and an EEG record 
was obtained for a period of 2 minutes. This 
served as a base line for the EEG determina- 
tions. The hood of the anoxia chamber 
was then closed and the patient was then 
interviewed. The anoxia chamber was con- 
nected directly with a spirometer, whose 
capacity was 350 liters. A circulatory pump 
„in the circuit insured complete mixing of 
gas in the spirometer and in the chamber. 
The CO, was absorbed by means of soda 
lime, through which the gas was pumped. 
At the beginning of the experiment the spi- 
rometer contained about 50 liters of room air. 

After the first interview which lasted 
about 30 minutes an amount of N, was in- 
troduced into the spirometer to attain the 
desired oxygen mixture. It was found that 
a 10 minute mixing period was sufficient to 
obtain adequate mixing. After the mixing 
period the subject was interviewed again for 
a similar period. When the second interview 
had been completed, the hood was then lifted 
and the subject was in most instances asked 
to describe his reactions during the experi- 
ment. Samples of gas were taken from the 
chamber every I5 minutes from the begin- 
ning to the end of the entire experiment 
for analysis of oxygen and CO,. Electroen- 
cephalographic records were obtained every 
r5 minutes throughout the interview and 
continuously for a five-minute period at the 
very end of the experiment and throughout 
the whole period while the hood was lifted 
and for 3-5 minutes after that. Each of the 
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EEG runs was at least two minutes in dura- 
tion and all were recorded with the subject 
sitting quietly with his eyes closed. ~ 


THE INTERVIEW 


In the course of our work it was found 
expedient to adopt a standard, or controlled, 
interview. Experiment showed that varia- 
tions in the interaction rate of the interviewer 
brought about specific changes in the inter- 
action rate of the subject, and the inter-. 
viewer—ualess very skilled—tended to per- 
sist in his natural rate. It was possible to set 
constants for the differences between inter- 
viewers, but it was more effective to get them 
to control their behavior by learning to -fol- 


“low a specific timing pattern. This pattern, 


made up cf standardized variations, formed 
the standari experimental interview for de- 
termining tre effect of controlled changes in 
the interviewer’s behavior upon the subjec-’s 
own pattern. A detailed description of the 
interview follows: 


The interview is divided into 5 periods, each of 
which is introduced by a general topical question 
relating to the subject’s own experience. Three 
of the periods, the Ist, 3rd, and 5th, are alike 
in the prescriptions for the interviewer’s behavior, 
although the rst takes 15 minutes, while the otker 
2 last 5 minutes only. In these 3 periods, the 
interviewer, after introducing the general tcpic 
(such as: “How do you get along at home?”) is 
instructed to wait one or two seconds before re- 
plying when ihe subject stops and to use only such 
encouraging phrases as “Isn’t that interesting,” 
“Why,” “Can you give me an example of that ?,” 
or to rephrase the last phrases of what the stb- 
ject has just said. 

After the first 15 minute period, a new topic ts 
introduced ky the interviewer and during the period 
devoted to tkat topic, the interviewer is instructed 
to change i:s behavior systematically from that 
previously used. ‘When the subject stops talking, 
the interviewer waits 10 seconds before replying. 
If the subject starts to talk without waiting for the 
interviewer, zhe interviewer waits again when he 
pauses, and repeats the procedure ten times. Onl: if 
the subject waits for the full 10 seconds after one 
of his actions will the interviewer reply, rephrasing 
the original question or the subject’s previcus 
answer. This period during which the interviewer 
fails to reply is followed by a five-minute adjust- 
ment period introduced by a question on a new topic. 
At the end of the 5 minutes, a new topic is intro- 
duced and the interviewer now starts to talk during 
the subject’s first reply and tries to talk him don, 
using a normal voice, and rephrasing the question 
just asked. These interruptions are repeated ten 
times. If the subject does not reply after the inter- 
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viewer stops interrupting—that is, the interviewer 
has succeeded in out-talking him—then the inter- 
viewer waits 3 seconds and then asks another 
question. The next and final period is a period of 
readjustment of 5 minutes, in which the inter- 
viewer tries to adjust to the subject. 

In order to judge the time accurately, a large 
clock with a sweep second hand is placed behind 
the subject, where the interviewer can see it without 
having to turn his head. The five periods should 
take approximately 25 to 30 minutes, and on the 
graph each period is marked by the signal marker, 
which is pushed by the observer when the key 
question is asked. 


DATA 


In the present study experiments were 
performed on 67 patients and on 36 con- 
trol subjects. The patients were individuals 
treated on the wards and in the Out-patient 
Department of the Psychiatric Department 
of the Massachusetts General Hospital and 
individuals undergoing treatment at the U.S. 
Navy Hospital at Chelsea, Mass. Most 
of the patients were diagnosed as having 
psychoneuroses of various kinds—the largest 
group consisting of patients with anxiety 
neurosis. They ranged in age from 15 to 
43—there were 20 females and 16 males. 
There were 36 control subjects who were 
chosen from the medical students, doctors, 
hospital technicians and W.A.V.E.S. work- 
ing at the Chelsea Navy Hospital. Their 
ages ranged from 19 to 38. The control sub- 
jects were not under treatment. Complete 
data as to the presence or absence of symp- 
toms for the control group is not available. 
However, in a small series of 10 control 
subjects who were interviewed, one subject 
merited a diagnosis of psychoneurosis. Two 
subjects showed evidence of occasional psy- 
choneurotic symptoms. As far as could be 
determined the other 7 had no psychoneu- 
rotic symptoms. If this sample is reliable, 
one would have to conclude that a small 
percentage of the control subjects merited 
the diagnosis of psychoneurosis. 


GENERAL REACTIONS TO ANOXIA 


On the whole the changes in behavior 
noticeable were of two distinct types. At one 
extreme subjects became restless, appeared 
distressed and demanded to have permission 
to-leave the anoxia chamber—this was likely 
to happen during the mixing period. At the 
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other extreme subjects became more and 
more uncommunicative and then ceased to 
respond altogether so that the experiment had 
to be interrupted. These two extremes: acute 
apprehension with restlessness on the one side 
and apathy with failure to respond on the 
other side, seemed to be two poles of a con- 
tinuous series presenting various combina- 
tions of the factors mentioned. It is of 
interest that the restless state was often at- 
tended by phenomena suggesting autonomic 
stimulation ; sighing respiration, flushed face, 
profuse sweating, while the apathetic state 
seemed to develop insidiously without any 
dramatic manifestations. 

In addition to the detailed observations 
to be presented below, there were certain 
general differences in the reactions of the 
subjects at low oxygen. Approximately 20% 
of the subjects were unable to finish the ex- 
periment. About 10% discontinued because 
they fainted, felt faint, dizzy or were nau- 
seated. There was little difference between 
patients and controls in these items. Two of 
the patients were excited and felt jittery, 
and 2 of the patients were uncooperative. 

Many of the subjects complained of sub- 
jective feelings in response to anoxia. About 
half of the patients and control subjects 
complained of fatigue, about one-fifth of the 
patients and controls complained of dizziness. 
Approximately 40% of the patients com- 
plained of headache, restlessness and tense- 
ness. These complaints were mentioned by 
only two of the control subjects. Difficulties 
in thinking, and “heaviness,” were mentioned 
by one-third of the control subjects, but by 
only 2 of the patients. A few patients and a 
few control subjects complained of numb- 
ness, sensation in their ears and faintness. 
Three of the patients complained of fear 
during the experiment and three of the con-' 
trol subjects mentioned breathing difficulties. 

In addition to the subjective sensations 
reported, the effects of anoxia could also be 
observed in the manner in which the patients 
communicated with the interviewer. A 
change in the flow of speech was noted. Dur- 
ing low oxygen the pauses before answering 
the interviewer’s questions became longer. 
Sometimes there was a complete failure to 
respond to the questions of the interviewer. 
At times the answers to the interviewer’s 
questions became short and often monosyl- 
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labic. Occasionally there was an increase in 
the number of repetitions. Often these were 
simple repetitions of an idea, and some sub- 
jects repeated phrases without stimulation by 
the interviewer’s questions. In many cases 
there was an apparent reduction in the choice 
of words and the vocabulary seemed to be 
constricted and it was as though the patient 
were operating on a simple level of language 
structure. In many instances there was a 
marked change in the rate of speech and it 
seemed as though the subject were less able 
to follow and to respond to the interviewer’s 
questions. The subjects tended to lose contact 
with the interviewer and would continue to 
speak in an irrelevant fashion. It was the 
impression of the observers that the subjects 
seemed more preoccupied with internal phe- 
nomena. 

There was some evidence that the subjects 
tended to shortcut their ideas, leaving out 
connectives. In a few instances certain 
symptoms which the patients had were ap- 
parently aggravated by low oxygen. Two of 
the group began to stutter toward the end of 
the interviewing. 


THe EFFECT or ANOXIA ON THE 
ELECTROENCEPHALOGRAM 


As mentioned above Berger was the first 
to show that lowering of the O, concentra- 
tion of the inspired air slowed the rate of 
the cortical potentials and this observation 
has since been abundantly confirmed by other 
workers. It was our purpose in this study 
to apply this fact as an objective method for 
assessing the degree of response of an indi- 
vidual to low. O, concentrations. This en- 
tailed the development of a method of mea- 
surement of these rhythms in order to be 
able to quantitate any changes which took 
place. As the purpose of any such index of 
measurement was to demonstrate slowing of 
rate, a distribution curve was made of the 
frequencies up to 17 cycles per second 
present in a two-minute sample of each elec- 
troencephalographic recording. One such is 
shown in Fig. 1. The method for preparing 
such.a distribution curve has been described 
in a previous paper(20). In Fig. I a nor- 
mal EEG is seen at the top and the curve of 
its frequency analysis is shown below. In 
this, particular example the greater portion of 
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the record was occupied by waves of to and 


- 10.5 cycles per second frequency with lesser 


amounts of other frequencies. If any slowing 
of this EEG were to take place due to the 
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subject’s breathing low Oz, one would expect 
the whole distribution curve to move to the 
left into the range of slower frequencies. 
This is, in fact, what was found in 85% of 
the subjects tested (59 persons). In some 
cases the slowing was so gross that it could 
easily be seen by inspection of the original 
tracing and one such example is shown in 
Fig. 2. 
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In some records, however, one would have For example, the amount of activity slower 
more diffculty in deciding whether a slowing than a certain frequency could be used and 
of a rate had taken place if only inspection this would obviously be greater in the left 
of the original tracing were used. For ex- hand curve than in the right and would give 
ample, in Fig. 3 the EEG is shown of a some measurement of the slowing of the 

EEG, or one could use the shift of the peak 
of the curve which we call the dominant 


EFFECT OF ANOXIA ON THE i i à 
| frequency since that is the frequency which 
ELECTROENCEPHALOGRAM dominates the whole of the electroencephalo- 


graphic tracing. It is obvious that the domi- 
nant frequency is not an infallible index, 
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l ment of slowing. Since all aspects of the 
Fig. 4. data cannot be presented here this will be the 


one measurement discussed and used in the 
subject in air and when breathing 8.1% O}. computations which follow. As noted above 
The distribution curve of the frequencies, . its use does mask the effect of anoxia ir 
however, which is shown in Fig. 4 demon- some cases and thus gives an understatemen 
strates quite clearly a significant slowing. of the effect of low O, on the EEG. 
Since some index was wanted for use as Fig. 5 is another example of a shift of th 
a quantitative measurement to correlate with curve to the left when breathing low O,, ir 
other factors some expression of this shift this case only as low as 11.4%. In any large 
of the curve to the slower frequency was group of individuals breathing air the dom 
searched for which could be expressed as an inant frequency varies from person to person 
integer. There are many features of this but when charted out shows a distributior 
shift which might be used as measurement. curve around the most common value fo 
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normal people which is 10.0 to 10.5 cycles 
per second(20). 

The distribution curve of the dominant 
frequencies of 37 individuals breathing air 
charted as a solid line is shown in Fig. 6. 
On the same figure the broken line shows 


the shift for these same 37 individuals with’ 


O, levels below 11%. This figure shows a 
difference between the EEG of a group of 
people in air and at low O, levels, but it 
does not give information as to whether this 
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lowing takes place suddenly or whether it 
3 a response which is graded with the level 
«f anoxia involved. 

In Fig. 7 this same group of 57 subjects 
as been divided into two portions: those 
zho were breathing O, levels below 10%; 
nd those between ro and 11%. It is im- 
iediately clear that the average slowing is 
reater the lower the O, levels. Here then 
; one variable which affects the degree of 
lowing. In other words the degree of slow- 
1g is dependent upon the degree of anoxia. 
‘here is, however, another variable at work 
ad this is the CO, level. Great technical 
ifficulty was experienced in eliminating all 
le expired CO, from the circuit since it 
scumulates so quickly that some inevitably 
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remains to be rebreathed. In none of the 57 
cases reported here was the CO, over one- 
half of 1%, but a marked difference was 
found between the degree of response to low 
©, between thase subjects who were breath- 
ing less than 0.3% CO, and. those who were 
breathing between .3 and .5%' CO.. There 
was a greater slowing of the EEG at the 
lower CO, leve's. 


MEAN CHANGE IN DOMINANT 
_ FREQUENCY AT 
VARIOUS LEVELS OF ANOXIA 


OXYGEN LEVELjNO.OF SUBJECTS MEAN. SLOWING 


-0.4 
CYCLES 


-0.2 
CYCLES 





Fic. 7. 


INFLUENCE OF CO, LEVEL ON CEGREE 
OF SLOWING OF EEG 
AT TWO LEVELS OF ANOXIA 


COp BELOW 3%C0,3% TO .5 % 





SLOWING OF DOMINANT 
FREQUENCY 
(IN CYCLES PER SEC) 


Fra. 8. 


In Fig. 8 both variables ere reported— 
the degree of anoxia and the amount of CO, 
rebreathed. Waere both the C, and the CO, 
were low there was the greatest slowing of 
the EEG. Where the O, is only reduced to 
the 10 or 11% level and the CO, is over 
0.3%’, the dominant frequency shows a mean 
slowing of —.2 cycles per second. 

The influence of CO, on the reaction 
of the EEG was expected from all the work 
that has been done in this field, but it was 
an unexpected result to find that CO, exerted 
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its influence at such low concentrations as 
0:39... l 

There seemed to be little difference be- 
tween the patients and the control subjects 
in their reactions to anoxia when the records 
were analyzed as described above. 


EFFECT OF ANOXIA ON THE INTERACTION 
CHRONOGRAM 


The interaction chronograph is operated 
by an observer seated behind a screen 
through which a one-way mirror gives 
a view of the interview. In front of him is 
a small box with two keys, one for the sub- 
ject and one for the interviewer, and a push- 
button switch, which operates as a signal 
marker. All he has to do is press down the 
appropriate key when either person starts to 
act—by talking, smiling, nodding or gestur- 


ing—and hold it down until the action is, 


over. He watches closely the visible activity 
of the facial muscles, recording contractions 
as activity and relaxation as inactivity. Any 
fixed grimace or nervous twitching which is 
not part of a sequence of interactions is not 
recorded.’ | 

By this simple operation, the five pens of 
the chronograph trace out five curves which 
record the relative duration of the subject’s 
periods of activity and of silence. Two of 
these, the activity and the speed curves, 
record the subject’s behavior; the other 
three record aspects of two individuals’ inter- 
action with each other. They are the subject’s 
adjustment curve, the interviewer’s adjust- 
ment curve, and the initiative-dominance 
curve.’ For the purpose of this report the 
activity curve alone will be considered. 

Activity Curve -—When the subjects key 
is pressed down first, a pen starts to move 
along a vertical bar in a positive, or upward, 
direction, and continues on until the action 
ends. When the subjects key is released 


at the end of his action, the pen reverses 


its course and moves downward in a negative 
© direction while the subject is silent. Each 
time the subject begins to act, a mechanism 
moves the paper one step to the left. Thus 
the resulting graph represents the cumulative 
sum of the differences of the actions and 
inactions. If, for instance, a man talks on for 
6o seconds and is silent for only 1 before 
beginning again, the curve will ascend at the 
rate of 59 seconds for the complete unit of 
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action and inaction: if he is silent for 60 
seconds and talks for only 1, the curve will 
descend with the obverse slope. l 
The activity values were obtained by 
direct measurement from the charts as pro- 
duced by the interaction chronograph. For 
the purpose of this report the data on two 
variables will be presented: the A-S values 
and the A values. 
The A-S value represents in seconds the 
algebraic difference between the period of 
activity (talk and gesture) and the period of 
inactivity. (silence). The values were ob- 
tained by measuring (for a period of the 
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interview or for the total interview) the 
cumulative height of the curve. Similar mea- 
surements were made for the interview while 
the patient was breathing air in the chamber 
and for the interview while the patient was 
breathing various low oxygen mixtures. The 
composition of the air in the chamber was 
from 21 to 19% Ons, and the CO. varied 
from .5 to .18%. “Low oxygen levels” refers 
to oxygen levels of 15% and below. 

In a series of 28 patients and 14 control 
subjects a decrease in activity as described 
by the A-S curve occurred in about 77% of 
the subjects, when the values for the total 
interview are considered. Similar changes 
were observed in 60%! of the subjects when 
the values were calculated for the first 15 
minutes of the interview. A slightly higher 
percentage of individuals (80%) showed a 
decrease in activity when the values for the 
last 5 minutes of the interview were taken 


(Fig. 9). 
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On comparing patients and control sub- 
jects (Fig. ro) the same percentage (75%) 
of each showed a decrease in activity for the 
total interview period as described by the 
A-S curve. The mean decrease’ for the pa- 
tients was I.I seconds and for the control 
subjects .65 seconds. - : 

Relation of Activity in Air ta Changes at 
Low Oxygen Levels——The results of this 
comparison are presented in Figs. 11 and 12, 
It can be seen that subjects with high initial 


activity rates as determined by the A-S value. 


showed greater changes at low oxygen, 
whereas subjects with initial low activity 
rate tended to show an increase in activity 
at low oxygen. All of the 7 subjects with 
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activity rates of 3 seconds and over per inter- 
action unit showed a decrease at low oxygen. 
The mean value for this decrease was 2.5 


seconds per interaction unit’ for the total. 


interview and 5 seconds for the last 5 
minutes of the interview. Twelve out of 15 
subjects (80%) whose initial values were 
from 2.99 to 1.00 showed a decrease. The 
mean-change fot these 15 subjects was a 
decrease to 1 second for the total interview 
and a decrease of 3 seconds for the last 5 
minutes of the interview. Ten out of 14 sub- 
jects (75%) whose initial values were from 
.99 to — 1.99 showed a decrease. The mean 
change of these subjects was a decrease of 
.4 seconds for the total interview and 1.5 
‘seconds for the last five minutes of the inter- 
view. Only 2 of 6 subjects, whose initial 
value was 2.00 and below, showed a decrease 
at low oxygen. The remaining. 4 showed an 
increase during low oxygen. The mean 
values for these subjects at low oxygen indi- 


J. E. FINESINGER, E. LINDEMANN, M. A. B. BRAZIER AND E. D. CHAPPLE 


745 
cated an increase in activity of .5 seconds 
for the total interview and a slight decrease 
of .25 seconds for the last 5 minutes of the 
interview. The same relationship holds foz 
the larger series of 35 patients and 30 con- 
trol subjects. | 

For comparison the value of activity alone 
was calculated from the charts produced by 
the interaction chronograph and is presented 
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as mean activity in seconds per minute for 
the total interview. The mean activity rate 
for the patients for the entire interview. waz 
32.6 seconds per minute, which was lower 
than that for the control subjects. Both thz 
patients and the control subjects showed a 
decrease in activity at low O,.(15% ard 
below). This change, however, was greater 
for the patients than it was tor the control 
subjects (Fig. 13). It was found also that 
subjects with-high initial activity rates in air 
tended to show greater changes in anoxic. 
than did those subjects whose initial rates 
were low. ce 
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- Ff the change in activity during anoxia is 
merely a function of the initial activity rate, 
one would not expect the patients whose 
initial activity rate in air was lower to show 
greater changes in low oxygen. This would 
indicate that a second factor in determining 
the effect of low oxygen is the disease. 
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Relation Between the Electroencephalo- 
gram and Aciwwity—In an attempt to under- 
stand other factors which could play a role 
in producing the changes in activity at low 
oxygen, the relationship between the EEG 
and the activity was investigated. In a series 
of 15 subjects it was found that at low 
oxygen levels the subjects who showed the 
greatest decrease in activity in low oxygen 
showed little or no change in the EEG, 
whereas the subjects who shawed little 
charge in activity during low oxygen or 
whose activity rate was increased during low 
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oxygen showed the greatest changes in, EEG, 
This relationship held whether activity was 
measured in terms of activity per minute 
(Fig. 14) or activity per interaction unit 
(Fig. 15). This relationship, however, did 
not hold when the oxygen levels between 
10.5 and 15% were considered. This would 
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indicate that there is a third factor, namely 
the activity of the central nervous system as» 
measured by changes in cortical potentials. 
which relates inversely to the change in 
activity. 

In an attempt to determine what other fac- 
tors could play a rôle in the change of activity 
during low oxygen, a few experiments were 
conducted in which changes in the heart 
rate were measured at various levels of 
anoxia. These experiments indicated that the 
individuals whose heart rate was markedly 
increased during anoxia showed considerable 
decrease in their activity, whereas the indi- 
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viduals whose heart rate showed little or no 
increase during anoxia showed little or no 
change in their activity. This again would 
indicate a direct relationship between in- 
crease in heart rate, which is an indication of 
autonomic activity, and a decrease of verbal 
and gestural activity. Only a few of these 
experiments have been done to date, and 
conclusions are necessarily tentative. How- 
ever, in a previous study(21) it was shown 

„that intramuscular injection. of adrenalin 

“caused a decrease in word production which 
was associated with marked subjective feel- 
ings. The present study adds additional 
weight to the hypothesis that the decrease 
in verbal and gestural activity is associated 
with an increase in autonomic activity, result- 
ing in an increased awareness of internal 
phenomena. This problem is at present being 
further investigated. 


SUMMARY 


1. Observations on the effect of breathing 
low oxygen are reported in a series of 67 
patients and 42 controls, in whom changes 
in central nervous system activity were mea- 
sured by the EEG and changes in behavior 
by the interaction chronogram. 

2. Most subjects showed a shift in EEG 
to the slow frequencies during low oxygen. 
This was more marked and consistent when 
the CO, was less than .3%. There was no 
difference between patients and controls. 

3. A decrease in verbal and gestural activ- 
ity was found in about three-fourths of the 
subjects. The decrease was greater for the 
patients than the controls. 

4. Subjects with high initial activity while 
breathing air showed the greatest decrease 
as a result of low O,. Subjects with low 
activity rates in air showed slight decreases 
and, in many instances, an increase. 

5. Subjects with marked changes in EEG 
tended to show an increase in activity. 

6. Four factors are discussed as playing 
a role in determining the changes in activity 
due to low O, 

(a) Initial rate of activity. 

(b) Diagnosis. 

(c) Electroencephalographic changes. 

(d) Autonomic activity as measured by 
MMheart rate. 
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ELECTROENCEPHALOGRAPHIC PATTERNS FROM THE BASE OF 
THE BRAIN * 


MILTON GREENBLATT, M.D., DANIEL FUNKENSTEIN, M.D. 
DANIEL MILLER, M.D., MAX RINKEL, M.D. 


Recordings of the electrical activity of the 
brain are conventionally obtained from elec- 
trodes placed in various positions on the 
scalp. Although, disturbances deep within 
the brain may affect the surface area, our 
resent procedure registers mainly cortical 
tivity (1). With the prevailing technique, 
th& true character of the electrical oscilla- 
tionNof deeper tissue is obscured. 

The“desirability of new electrode place- 
ments has attracted a number of workers. 
Thus, a cisterna magna lead has been de- 
scribed(2), ventricular electroencephalo- 
grams have been obtained from animals and 
human subjects during ventriculography (3), 
and electrical activity from leads placed in 
the posterior pharynx has been studied in 
animals and man(4, 5, 6, 7, 8,9). Our work 
has been concerned with this latter technique. 


MATERIAL AND METHODS 


A group of 17 cases with varying neuro- 
psychiatric complaints was studied. The pa- 
tients were either hospitalized in the Boston 
Psychopathic Hospital or attached to the 
out-patient clinic. Since our attention was 
directed mainly toward working out an ade- 
quate technique and becoming familiar with 
a variety of basal patterns, we studied a 
variety of clinical types. These included 
patients with convulsive disorders (4 cases), 
psychopaths and behavior problems (3 
cases), dementia przecox (3 cases), patients 
with gross pathology of the brain (3 cases), 
manic-depressive psychosis (2 cases), anx- 
iety neurosis (I case), obsessive-compulsive 


1 From the Department of Psychiatry, Harvard 
Medical School and the Boston Psychopathic Hos- 
pital, Boston, Massachusetts. 

We are grateful to Dr. Harry C. Solomon, Pro- 
fessor of Psychiatry and Director of the Boston 
Psychopathic Hospital for numerous valuable sug- 
gestions and criticisms. 

Valuable technical assistance has’ been given by 
Marie M. Healey, Senior Technician, Electro- 
encephalographic Laboratory of the Boston ic 
chopathic Hospital. 


neurosis (1 case). In this study our atten- 
tion was particularly directed towards tech- 
nique, location of electrodes, and character- 
istics of basal EEGs. We observed tne 
response to light perception, to voluntary 
hyperventilation, and to injected epinephrine, 
mecholyl and sodium amytal. In addition we 
had the opportunity to observe several spcn- 
taneous larval slow-wave and petit mal dis- 
charges in epileptic patients, and in 2 pa- 
tients the effect of induced convulsions. 
Three patients with gross intracranial pa- 
thology were studied, of which 2 are briedly 
mentioned. 


TECHNIQUE 


The electrode used by us is a modification 
of the one described by Grinker and Serota 
(5). Instead of a sharply pointed insulated 
metallic rod which is imbedded in the pos- 
terior nasopaarynx, we used a ccpper solcer 
electrode 2x6 mm. connected to an insu- 
lated telephcne wire 24 mm. in diameter and 
about 70 cm. long. The first 15 cm. of the 
telephone wire are stiffened by means of a 
wooded applicator stick bound in apposition 
to the telephone wire by ordinary adhesive. 
The part inserted into the nose is, therefore, 
about 24x5 mm. and flexible enough to 
withstand a moderate degree of bending or 
moulding to the tissues of the nasal cavity. 

The nasopharynx of the patient is first 
cocainized with 10% cocaine. The cavity is 
visualized by means of a nasopharyngoscope, 
then the lead is inserted firmly against ke 
appropriate anatomical part. Usually -te 
electrode maintains itself without additional 
support. Bcth nostrils are plugged with cot- 
ton wadding to discourage nasal breathing 
which tends to introduce artefacts. Follow- 
ing the application of the electrode, an X-ray 
is taken to determine its exact location and 
distance from the base of the brain, During 
the recordings, the nasopharyngeal electrcde 
may be readjusted several times; in general, 
however, it requires little more care than 
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electrodes on the scalp. The resistance be- 
tween the nasopharyngeal lead and a refer- 
ence point such as the ear lobe is usually 
around 50co ohms, which is adequate- for 
good recording. 

Upcn removal of the electrodes one 
observes hemaglobin pigment on the contact 
end. We have had no instances of infection 
or other serious sequele. One patient had 
a very marked reaction to the cocainization 
and insertion of the electrode in the form 
of pallor, tremors, tachycardia and anxiety, 
with waves of pallor and tachycardia occur- 
ring throughout the experiment. Another 
complained of distressing pain in the naso- 
pharynx after the test. Three or four pa- 
tients disliked the procedure and would not 
submit to a retest. 

The placement of the electrode within the 
nasopharyngeal cavity and the subsequent 
manipulations and-readjustments were done 
by the nose and throat consultant attached to 
the hospital (D.M.). 

All recordings were done with the patient 
in the sitting position in a dark quiet room. 
In addition to the nasopharyngeal lead, elec- 
trodes were also placed over frontal, motor, 
temporal and occipital areas. One channel 
was usually reserved for recording the EKG 
through electrodes placed on both infracla- 
vicular regions. The EKG was not neces- 
sarily standerdized for pasition of electrodes 
or amplitude, our purpose being simply to 
follow the cardiac rate and rhythm and 
gross changes of wave contour. We attached 
the cardiac electrodes to the upper thorax 
rather than the arms in order to eliminate 
movement artefacts coming from the limbs. 
In interpreting the basal brain activity, it is 
almost essential to have a simultaneous rec- 
ord of EKG. 

All the electrodes recording from the 
brain (including the nasopharyngeal elec- 
trode) are referred to the interconnected ear 
leads which are grounded, and the pream- 
plifiers are turned to ground. All EEG trac- 
ings were standardized by calibraticn from 
a standard signal (50 mv) and by matching 
simultaneous tracings obtained from identi- 
cal regions of the head. 


LOCATION OF ELECTRODES AND 
TERMINOLOGY 
Grinker (4, 5, 6) has used the term “hypo- 
thalamic” lead for an electrode imbedded 
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in the posterior pharynx. Hoagland et al.(7) 
more cautiously referred to this pick-up as 
a “region near the hypothalamus.” Jasper 
(10) believes this nasopharyngeal lead is a 
very diffuse one to many diencephalic and 
midbrain structures so that one cannot at- 
tribute the activity to any particular area. 

X-rays reveal that the posterior nasopha~ 
ryngeal placement is anterior and inferior 
to the sphenoid sinus and that the distance 
from the base of the brain varies primarily 
with the size of the sphenoid sinus. We 
term this posterior nasopharyngeal lead the 
basal sphenoid lead (S lead). 

We also used a placement more anterio#/y 
and higher up in the nasal cavity in a #si- 
tion corresponding to the sphenoSserhoidal 
recess. This placement we designate as the 
basal spheno-ethmoidal lead (S-E lead). 

The sphenoid lead (S lead) is in the gen- 
eral vicinity of the diencephalic and mid- 
brain structures, postero-inferior | frontal 
cortex and medial temporal cortex. The 
spheno-ethmoidal lead (S-E lead) is in the 
general vicinity of the posterior inferior 
frontal area. A comparison of S lead with 
S-E lead reveels the following: The S-E 
lead is more anterior and higher up in the 
nasal cavity, closer to the base of the brain 
and, therefore, more localized in its pick-up 
than the S lead. The S-E lead lies under the 
posterior end of the cribriform plate. Re- 
cordings from the S-E lead are less subject 
to both cardiac and respiratory artefacts 
than the S lead. (See X-rays for location of 
basal lead.) 







CHARACTERISTICS OF BASAL ELECTRO- 
ENCEPHALOGRAM 


Fig. 1 shows recordings of brain activity 
from various scalp and basal leads in 3 dif- 
ferent cases. The EKG (unstandardized) 
is also shown for each patient. 

The basal EEG yields a distinctive, charac- 
teristic pattern. The pattern is usually of 
lower voltage than the cortical pattern, less 
rich in sinusoidal or alpha-type waves, and 
contains a great deal of irregular activity 
with random slow waves or baseline sways. 
In a heterogeneous group of neuropsychi- 
atric cases, we most often found a low 
voltage irregular pattern with random slow 
waves, Although the basal tracings show 
many ‘similarities to tracings obtained from 
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the cortical (scalp leads) the two are readily 
differentiated, Activity from the base varies 
from one individual to another as much as 
‘cortical tracings. In some individuals the 
basal activity shows quite a departure from 
the characteristics of the cortical rhythms. 
In other individuals the basal activity re- 
flects most of the dominant characteristics 
of the cortical rhythm. In many cases the 


TM, 3) ANXIETY NEUROSIS 


M. GREENBLATT, D. FUNKENSTEIN, D. MILLER AND M. RINKEL 


MO #24 DEMENTIA PRAECO 


LM | 
AN yy pasion le 
WER Ant E had 


75! 


atively difficult to demonstrate in basal EEGs 
because most individuals have shown little 
alpha activity in recordings from this lead. 
In this respect, our records are in agreement 
with those of Hoagland et al.(7) but are 
not in accord with those of Grinker and 
Serota(5) who report an intensification of 
alpha activity in the basal lead upon visual 
stimulation. 
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Fre. t.—Simultaneous cortical leads, basal leads and EKGs on three different patients. The upright 


line is 50 microvolts. The horizontal line is one second. 


J, M., age 32, suffered from anxiety neurosis. The cortical ‘eads showed fairly good quality normal 
frequency sinusoidal (alpha-type) rhythm. The basal lead is less rich in alpha waves and demonstrates 


a good deal of low voltage irregular activity. 


M. O., age 24, is diagnosed dementia precox. He showed smooth alpha-type rhythm in the occiput 
and minor irregularities elsewhere. The S lead demonstrates low voltage alpna-type rhythm with 


sways secondary to the heart beat. 


W. P., age 25, is diagnosed dementia precox. The basal lead shows an irregular low voltage pattern 
with tiny spikes synchronous with the QRS complex of the EKG. 


basal activity resembled most the activity 
obtained from the temporal areas. In epilep- 
tic patients, we found, as a rule, much 
greater amplitude than in the non-epileptic 
group, with discharges of abnormal fre- 
quency activity appearing in both cortical 
and basal graphs, but not necessarily simul- 
taneously. 

The effect of opening the eyes was sup- 
pression of the alpha-type activity in favor 
of low voltage random activity which 
promptly disappeared when the eyes were 
closed. In our experience, the basal rhythm 
behaves in a similar way to the cortical 
rhythm in response to visual stimulation. 
The effect of visual stimulation is rel- 


The effects of: overbreathing on the basal 
and cortical EEGs were compared. In gen- 
eral the two curves tended to parallel each 
other—that is, a large “build-up” in cortical 
activity was usually accompanied by a large 
“build-up” in basal activity. However, the 
degree of change from the resting pattern 
was not always the same; there were in- 
stances in which the basal pattern showed 
greater frequency shift and amplitude change 
than did the cortical pattern and vice versa. 
Episodic slow-wave discharges appearing in 
cortical patterns during hyperventilation 
were usually, but not always, accompanied 
by similar slow-wave discharges in the basal 
pattern. In other words, the stress of hyper- 
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ventilation affected both parts of the brain, 
but each could respond, to a degree, in- 
dependently of the other. 

Fig. 2 shows basal activity froma lead 
placed in relation to the sphenoid sinus (S 
lead) compared with activity from five con- 
ventional scalp areas. The patient is a 42- 
vear-old man, who recovered from an attack 
of manic-depressive psychosis with electric 
shock treatment. The response to hyper- 
ventilation at 40 and 8o breaths is illustrated. 
High voltage episodes are seen arising from 
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The cortical EEG always showed a lesser 
change than the basal EEG. Increase in 
voltage of preexisting alpha-type waves, 
slight increase in frequency, and introduc® 
tion of slow waves occurred. 

The clinical effects included fear, palpita- 
tion, pounding in the head, pallor and cyan- 
osis. The EKG revealed varying degrees of 
cardiac slowing and extra-systoles. In gen- 
eral, the magnitude of the clinical response 
paralleled the EEG changes, particularly the 
changes in the basal pattern. The least 
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Fic. 2—Effect of overbreathing on cortical and basal rhythm. A large “build-up” is seen in all leads; 
the cortex and base appear to respond in a similar manner to the physiological stress of hyperventilation 


(see text). 


both cortex and base of brain at 40 and 80 
deep breaths. In this case the physiological 
stress imposed by overbreathing evoked 
similar responses irom cortex and base of 
brain. 


PHARMACOLOGICAL STUDIES 


The effect of injected drugs was studied 
with the following results: 

(a) Epinephrine .o& to 0.1 mg. was given 
intravenously to 6 different patients and the 
clinical, electroencephalographic, and electro- 
cardiographic response was noted. The basal 
EEG showed intensification of alpha activity 
(increase in amount and amplitude) or in- 
troductior. of 4-7 per second slow-waves. 
The effect reached its height in I-2 minutes 
and subsided rapidly thereafter. The longest 
discernible response was 8 minutes. 


marked effects occurred in anxiety neurosis 
(1 case), schizophrenia (3 cases) ; the most 
marked effect in a case of psychopathic per- 
sonality. 

(b) Sodium amytal 74 grains was given 
intravenously to 2 patients. Fast activity 
promptly appeared in all leads, 16-24 per 
second frequency, and of high voltage. The 
effect reached a maximum in about 5 minutes 
and subsided gradually up to 15 minutes. 
In one case, the amplitude was greatest in 
frontal leads, least in occipital and basal 
leads. In the other case, the amplitude was 
greatest in basal and motor needs. During 
drowsy spells, a great deal of irregular slow 
activity broke into both cortical and basal 
patterns. 

(c) Acetylbetamethylcholine (mecholyl) 
10 mg. was given subcutaneously to one case. 
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Marked flushing, perspiration and quicken- 

ing of heart rate occurred. A great many 
Noo low and medium voltage slow 
waves came in at I minute, rose to a maxi- 
mum at 4-6 minutes and subsided by 15 
minutes. The basal tracing showed much 
greater response than did the cortical 
tracings 


EPILEPTIC PATIENTS 


The basal and gortical EEGs of epileptic 
patients were st¢died. They were charac- 
erized by recurjent episodes of abnormal 
ivy of varying severity ap- 


e obtained from both super- 
asal leads. In general, the 
cortical leads showed changes of greater 
magnitude than the basal leads. The slow- 
wave episodes were usually but not neces- 
sarily synchronized from the 2 areas. Dur- 
ing overbreathing large build-ups were 
obtained from all leads, most marked in 
cortical (superficial) leads. 

Several larval spike and wave discharge’ 
were noted. The basal discharge was in one 
instance almost negligible as compared to 
the waves in the scalp leads, and in others 
the discharge from the base appeared dis- 
torted or flattened (Fig. 3 at 20 deep 
breaths). In this case the basal discharge 
definitely lagged behind that from the cortex 
(scalp) (Fig. 3). 

Induced Setzures—In two cases, uncon- 
sciousness with short tonic-clonic convul- 
sions was induced by compression of the 
carotid arteries bilaterally. High voltage 
slow waves, 2-3 per second frequency, ap- 
peared from all cortical leads just before 
and during the seizure. The basal lead 
demonstrated irregular slow-wave activity 
4-7 per second frequency of medium to low 
voltage. 


PATIENTS WITH GROSS PATHOLOGY OF 
THE BRAIN 


Two patients with gross pathology of the 
brain are briefly reported. 

Case I was a man of 37, subject to recur- 
rent depressions, the first of which appeared 
following the accidental discovery of diffuse 
abnormal calcification at the base of his 
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brain. His admission to the Boston Psycha- 
pathic Hospital was occasioned by deepeninz 
depression, tension and anxiety. Physicel 
and neurological examinations were negative. 
Psychometric examination disclosed defi- 
nitely abnormal psychological performance 
consistent with brain damage. E.E.G. re- 
vealed continious diffuse slow-wave activ- 
ity of 6-7 per second frequency from al 
leads. Upon overbreathing, a large build-up 
appeared diffusely, most marked in the basel 
lead. Triangulation localization using basel 
lead with motor and occipital leads for eacz 
hemisphere d:sclosed maximum disturbance 
deep within the brain (a great deal of phase 
reversal activity appeared localizing in the 
deep lead). 

Case 2 was a 43-year-old male who notei 
acute difficulty with object perception some 
three weeks before admission to the hospital, 
coupled with nausea, vomiting, and dizziness. 
14 weeks before admission, he suffered frora 
frontal headaches and staggering gait. Ex- 
amination revealed inconstant left homony- 
mous hemiaropia without papilledema cr 
other positive neurological signs. Lumbar 
puncture showed a total protein of 82 mg.% 
and increased initial pressure (250 mm, of 
H,O). The clinical diagnosis was that of az 
expanding intracranial lesion of wundeter- 
mined localization. 

On EEG examination the patient demor- 
strated clear-cut asymmetry between the two 
hemispheres particularly in the occipital as- 
pects. The right occipital rhythm was disor- 
ganized, alpha rhythm was suppressed and 
random low voltage slow waves appeared 
from this area. No significant abnormality 
was noted in the recordings from the deep 
lead. Localization by monopolar and triangu- 
lation techniques fixed the disorder in tke 
right occiput. The EEG data indicated right 
occipital focal pathology without deep 
spread. This conclusion was verified Ly 
operation. 

In the first case, the EEG was helpful in 


| (1) establishing diffuse abnormality and (2) 


localizing the site of maximum abnormality 
to the base of the brain. In the second case, 
the EEG was helpful in (1) establishing a 
cortical focus and (2) demonstrating Ey 
means of the deep lead that the disturbance 
had not spreed to the base of the brain. 
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‘Fig.’ 3.—Effect of overbreathing on cortical and basal EEG and upon EKG of an epileptic patient. At 
20 deep breaths, a clear-cut petit mal outburst appeared from all cortical jleads and also from the basal lead. 
There were no clinical manifestations of petit mal at this time. It is interesting to note that the con- 
figuration of the discharge from the basal leads was somewhat different} from that of the other leads. The 
alternate dart and dome (which is closest to the classical form in the motor leads) appears in quite dis- 
torted and less emphatic form in the basal lead and appears to be delayed in time of onset when compared 
to the paroxysms in the cortical leads. Fig. 3 also shows at 30 deep breaths an episode of slow-wave activity 
of 4-6 per second frequency appearing in both motor leads but not from occipital or basal leads. At 90 deep 
breaths, slow undulations at 3 per seconé were noted from the basal lead but not from cortical leads. 
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The basal lead technique opens up pos- 

sibilities in the localization of gross pa- 

N geology at the base of the brain. The sphe- 

noidal lead (S lead) would probably be best 

in the detection of abnormalities in and 

around the third ventricle, whereas leads 

placed more anteriorly, we believe, would 

be helpful in localization of subfrontal dis- 
orders. 


ARTEFACTS FROM THE BASAL LEAD 
















Even a short dxperience with EEGs from 
e basal lead cnvinces one that interpre- 
ions must of necessity be conservative 
equency of artefacts. Blink 
Mic artefact svement arte- 
Sand ress? 
; @ jasal lead. It is 

Asations from the 
_ may superimpose 
Jasal record, often 

om the base of the 
ar artefacts are easily 
‘gular period and time 
Ton še, but the wave forms 
se de that it is necessary to 

as EKGs for proper ap- 
scord. Respiratory artefacts 
factory recording impossible. 


DISCUSSION 


írt of the brain is recorded from 

ead? This depends primarily upon 
on of the lead, the distance from the 
hd the character of the conducting 
through which the electrical oscil- 
f pass. The farther away the lead is 


Tal ' 








Cn 


, 


the base of the brain, the more diffuse 
e recording. The distance of the basal 
enoid lead from the base of the brain 
ends largely on the size of the sphenoid 
hus.. By actual measurement, the distance 
Jf the basal sphenoid lead from the clinoid 
processes is about 3-4 cm., the distance of 
a spheno-ethmoidal lead from the orbital 
surface of the frontal bone is about 14-3 cm. 

As yet, we have no assurances that the 
basal sphenoid lead records from the hypo- 
thalamus. Hoagland(8) reports that the 
electrical activity of the hypothalamus as 
recorded from an electrode placed directly 


Seen 
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in the hypothalamus in dogs is very similar 
to that obteinec in man from a sphenoid 
lead. However, in the same communicaticn 
he reports that the activity from tne anterior 
hypothalamus is considerably different from 
that of the posterior hypothalamus in the 
same animal although the distance between 
the electrodes is only. a centimeter or so. The 
proximity of inferior frontal and medial 
temporal cortex to the basal lead suggests 
we may be recording from these structures 
as well as diencephalic tissue. The besal 
activity appears to us as a variable but com- 
plex composite of electrical oscillations from 
a variety of structures, each lending their 
share to the final wave picture. 

By electrical stimulation directly through 
the basal lead, Grinker(5) obzained alera- 
tion of the basal EEG together with diated 
pupils, perspiration, rise in blood pressure, 
anxiety—a syndrome suggesting involve- 
ment of centers integrating autonomic pat- 
terns. However, it is possible (as Hoagland 
has stated) that the hypothalamic centers 
were secondarily detonated by the electrical 
stimulus. We have seen similar autonomic 
discharges without electrical stimulation, 
simply by cocainization of the nasopharynx 
and instrumental manipulation about this 
area. | 

Although we are ignoran: of the precise 
structures involved in the basal recording 
or the relative rôle they play in the finally 
recorded pattern, nevertheless the basal lead 
gives important information concerning the 
activity‘ in a remote area and as such be- 
comes an important adjuncz in the examina- 
tion of the nervous system. The basal regions 
appear te respond to a variety of stimuli in 
the same general way as does the cortex. 
We have shown, however, that the magni- 
tude of the response of the two areas may 
differ ard tnat the activity of one is not de-. 
pendent on the other. 

Jasper(10) reported on one case of epi- 
lepsy with basal lead studies showing large 
slow waves from the base of the brain (but 
no cortical abnormalities) et the onset of 
an epileptic attack, when the patient felt he 
was “sliding towards a speil.” Hursh(11) 
obtained petit mal discharges from the two 
hemispheres simultanecusly despite almost 
complete section of the corpus collosum and 
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believes retit mal attacks originate in the | 


thalamus or subthalamus. Ostrow and Os- 
trow(12} postulate a predominantly sub- 
cortical disturbance in all cases of epilepsy. 
In the epileptic discharges which we ob- 
served, spontaneous or induced, the cortical 
pattern generally showed more prcnounced 
alterations than the basal pattern and in 
some instances at least the basal pattern 
lagged behind the cortical patterns. How- 
ever, relative independence of the two areas 
was also observed. In schizophrenic patients, 
Hoagland(7) found that delta surges elicited 
by emotionally charged verbal stimuli ap- 
peared first in recordings from the tase, and 
after a lag of 3-4 sigma were found in re- 
cordings from the occiput. 

To autonomic stimuli, whether sympa- 
thico-mimetic (epinephrine) or paresympa-~ 
thico-mimetic (mecholyl), the changes in 
the basal activity were much more marked 
as regards both frequency and voltage than 
in the cortex. The response to epinephrine, 
both subjectively and objectively, varied 
considerably ir. our six cases. In studies with 
the hypothalamic lead, Grinker(6) found 
that a group of schizophrenic patients were 
less responsive to a variety of stimuli includ- 
ing epinephrine, than non-schizophrenic pa- 
tients. We obtained our greatest response in 
a hostile, aggressive psychopath who gave the 
impression of being “set to explode,” and 
the least response in anxiety neurosis (1 
case) and dementia precox. A marked re- 
sponse was obtained from a manic-depres- 
sive patient recently treated with electric 
shock whose EEG was considerably altered 
by the treatment. We are inclined to be- 
lieve that electric shock treatment rendered 
the patient more reactive to epinephrine. 

The value of basal electroencephalogra- 
phic recordings is shown not only in studies 
of epileptic discharges and the changes in- 
duced by acute pharmacological stresses, but 
also in the study of gross brain pathology. 
The localization at the base of the brain 
can be somewhat refined by shifting the 
basal lead from one area to another, 
or inserting two leads in different locali- 
zations. We have obtained satisfactory re- 
cordings not only from the sub-sphenoid 
area but also from anterior and posterior 
subfrontal areas. 
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SUMMARY 


Electroencephalographic recordings from 
the base of the brain give valuable suppil@™ . 
mentary information to data obtained from 
conventional scalp recordings. Various lo- 
cations of the deep lead are possible—sub- 
sphenoid, spheno-ethmoidal or subfrontal. 

Several varieties of basal patterns are de- 
scribed and illustrated. The effect of visual 
stimulation, overbreathing, drugs, sponta- 
neous and induced electrical discharges in 
epileptics, and of gross intracranial pathology 
is described. 

In general the basal rhythm response 
various stimuli is similar to{that of the 
tical (superficial) rhythm. “Qsual sti 
tion flattens the basal rhythm a 
alpha activity. Hyperventilatio 
build-up in size of potentials an 
of rhythm, which may be grea 
than that of the cortex. Autono 
(epinephrine and mecholyl) app 
fect base more than cortex. Sodiu 
in amounts sufficient to produce int 
but not sleep, results in high volt 
waves in base as well as cortex. 

Electrical paroxysms typical of 
usually are more pronounced at the 
than at the base. 

The basal lead is a valuable adju 
localization of gross intracranial pathol 

























BIBLIOGRAPHY 


I. Dussér De Barrene, J. G., and McCull 
W. S. Some effects of laminar thermocoagul 
upon the local action-potentials of the cere 
cortex of the monkey. Am. J. Physiol., rrq: 
694, 1936. 

2. Grinker, R. R. Cisterna magna lead for el 
troencephalography. Confinia Neurol., 3: 257-2 


3. Lennox, M., and Ruch, T. C. Ventricul 
electroencephalography. J. Neurosurgery, 219-22 
May 1946. 

4. Grinker, R. R. Method for studying and influ 
encing cortico-hypothalamic relations. Science 
87 : 73-74, 1938. 

5. Grinker, R. R, and Serota, H. Studies on 
cortico-hypothalamic relations in the cat and man. 
J. Neurophysiology, 1: 573-580, 1938. 

6. Grinker, R. R. Electroencephalographic stud- 
ies of cortico-hypothalamic relations in schizo- 


‘phrenia. Am. J. Physiol., 98: 385-302, 1941. 


7. Hoagland, H., Cameron, D. E., Rubin, 
M. A., and Tegelberg, J. J. Emotions in man as 
tested by Delta Index of electroencephalogram: 
Ii. Simultaneous records from cortex and from a 


1947 | M. GREENBLATT, D. FUNKENSTEIN, D. MILLER AND M. RINKEL 757 


region near the hypothalamus. J. Gen. Psychol., 


I9 : 247-261, 1938. 
NS Hoagland, H., Himwich, H. E, Campbell, 
„ Fazekas, J. E., and Hadidian, Z. Effects of 
hypoglycemia and pentobarbital sodium on electrical 


activity of cerebral cortex and hypothalamus 


(dogs). J. Neurophysiol., 2: 276-288, 1930. 
g. Grinker, R. R. Hypothalamic functions in psy- 
chosomatic interrelations. Psychosom. Med., I: 19- 


47, 1931. 


Ma es a, 


1 


10. Jasper, H. H. Epilepsy and cerebral localiza- 
tion. Penfield and Erickson, Chap. XTV. 

11. Hurst, J. B. Origin of spike and wave pat- 
tern of petit mal epilepsy: an electroencephalo- 
graphic study. Arch. Neur. and Psychiat., 53: 274- 
282, April 1945. 

12, Ostrow, M. and Ostrow, M. Bilaterally 
synchronous paroxysmal slow activity in the elec- 
troencephalograms of non-epileptics. J. Nerv. and 
Ment. Dis., 103 : 345-359, No. 4, 1946. 


A STUDY OF THE MINNESOTA MULTIPHASIC PERSONALITY S 
INVENTORY IN CLINICAL PRACTICE 


Wira NOTES on THE CORNELL [INDEX ' 
HERBERT C. MODLIN, Carr., M.C. 


Because of its intricate subjeczivity, psy- 
chiatry has until recently been able to lean 
only restrictedly on objective laboratory aids 
long essential to clinical medicine generally. 
For this reason, those conversart with the 
intangibilities of psyche and soma have 
eagerly explored potentialities in the psycho- 
metric testing of personality components. 

Revolutionary psychiatric requirements of 
World War IT stimulated and gave marked 
impetus zo inquiry regarding this relatively 
new instrument; for the screening, evalua- 
tion, reassignment and disposition of large 
masses of men within the military organiza- 
tion could not be accomplished through the 
individual handling traditional in clinical 
practice. Numerous valuable testing meth- 
ods have been devised, and as Dr. Karl 
Menninger has stated(17), “the practice of 
psychiatry without the assistance of modern 
psychological testing is as old fashioned and 
out of date as would be the practice of ortho- 
pedics without the x-ray.” 

Amonz the most ambitious.attempts to ob- 
jectify the data of clinical psychiatry is the 
Multiphesic Personality Inventory developed 
by Hathaway and McKinley at the Univer- 
sity of Minnesota. In a series of publications 
(6, 7, 8, 13, 14, 15, 16,) they have described 
in detail the compilation and validation of the 
test using manifold clinical media and types 
of controls. The test has been widely intro- 
duced to the Armed Forces, where it has 
been experimentally utilized in a wealth of 
case material, and it is recelving mention in 
neuropsychiatric literature with increasing 
frequency. 

The izst consists of 550 statements, each 
printed separately on a small card. The pa- 
tient is requested tc read each statement, and 
then to place the card under one of three 
headings, “true,” “false,” or “ cannot say” 


1 From the neuropsychiatric section of the medical 
service, A. A. F. Regional Hospital, Keesler Field, 
Mississippi. 

758 


accordingly as the statement applies to him 
personally. Some statements are couched in 
positive terms, some negative, and some are 
of no scorable significance. The responses 
are scored ard the results r¢corded in g clini 
cal diagnostic categories; namely, hypoch 


feminine traits (Mf), paranoia , psy- 
chasthenia (Pt), schizophrenia (Sc), and 
hypomania (Ma). 

The results of each individual test are re- 
ported in 12 separate categories. There are, 
in addition to the 9 above mentioned, 3 cate- 
gories which serve as checks on the validity 
of the test. The “cannot say”? answers are 
counted and scored to form an index of in- 
decisiveness or carelessness;. 15 very ob- 
vious, straightforward statements are scored 
as “lie” responses (L score); 64 miscel- 
laneous, otherwis2 unscored statements are 
used as an index of random answers, care- 
lessness, or possible clerical errors (F score 
or validity score’. The raw scores for all 
the 12 scales are changed quantitatively to a 
standard score in which 60 is doubtful and 70 
or over is probably pathological. 

The purpose of the Minnesota Multiphasic 
Personality Inventory (hereafter M. Inven- 
tory) is to define the more important clinical 


‘phases of personality. This is accomplished 


by evaluaticn both of the symptoms and of 
the underlying personality structure. Some 
statements such as, “My mouth feels dry al- 
most all the time,’ and “Much of the time 
my head seems to hurt all over,” are strictly 
symptomatic, while others inquire into atti- 
tudes toward parents, society, sex, etc. Such 
valuable features as are characterized ‘by 
Murray’s personality delineations(19) and 
symptom catalogues of the Cornell Indices 
(24, 25) are combined in the test. 
Indications for conducting the investiga- 
tion reported here were several: First, a 
moré extensive study of the individual appli- 







at 
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cation of the M. Inventory is necessary. 
Most of the statistical material of the authors 
and others is concerned with group compari- 
sons rather than individual test results. That 
25 hypochondriacs make an average score of 
74.2 on the hypochondriasis (Hs) scale(13) 
is interesting information; but it is desirable 
to enumerate those individuals making nor- 
mal scores below the critical level of 70, those 
making significantly high scores on some of 
the remaining 8 seales, and those patients in 
other diagnostic categories also making high 
cores on the Hs scale. The clinician does 
nit see patients in pre-classified groups, and 
mit be able to interpret individually the 
resulig on each M. Inventory record. 

Second, che M. Inventory has not previ- 
ously been applied to the largest single group 
of psychiatric disorders, the anxiety neu- 
roses. There is no scale in the M. Inventory 
for anxiety, and none of the papers published 
by the authors or others have signified that 
research relative to this obvious defect has 
been undertaken. Clinical use of the test will 
be seriously limited if all patients with 
anxiety are to be ignored. The authors do 
state(8) that additional scales will be con- 
structed from time to time from the original 
550 questions, but it is doubtful that a satis- 
factory scale for measuring anxiety could be 
framed on the same basis as were the 9 now 
in use. The peculiar affective drive termed 
anxiety permeates most psychiatric reactions, 
and is particularly prominent in all the sub- 
divisions of neurosis. It is indeed possible 
that a scorable scale of characteristic state- 
ments discretely defining a pure anxiety type 
of personality could not be separated from 
the multiple symptomatological expressions 
of anxiety. 

Third, it appears expedient to validate the 
authors’ results. They state that several of 
their scales are only tentative because in- 
sufficient cases were used in forming them. 
It is advisable, if the test is to pe of protean 
application, to evaluate it under conditions 
dissimilar to those under which the authors 
judged it(9). 

Fourth, extension of the M. Inventory to 
all medical problems in which personality 
equations and functional factors figure, is de- 
sirable. Ruesch and Bowman(z6) have em- 
ployed the test for evaluating post-traumatic 
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headache ; Abramson(2, 3) has applied it to 
minor deviations in “normal” officer per- 
sonnel and to normal persons after ingesticn 
of alcohol; Michael and Buhler®18) hawe 
tried it in go difficult diagnostic problems. 
The large numbers of enuretics, epileptics, 
alcoholics, somnambulists, ‘migraine  su-- 
ferers, etc., in the series reported here sug- 
gested excellent material for attempting to 
widen the scope of usefulness of the M. 
Inventory. 

Fifth, the possibility of repeating the test 
at intervals to measure progress of a patiert 
under treatment or to aid in prognosis should 
be investigated. Whether or not such a 
retest would be valid has not been studied 
to date. 
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Fre. 1.-—Minnesota multiphasic personality inven- 
tory profile chart. 
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This profile is taken from the Minnesota Mult- - 
phasic Personality Inventory, published by the Ur- 
versity of Mirnesota Press. The production of tke 
test is now in the hands of the Psychological Cor- 
poration. 


PATIENT MATERIAL 


The M. Inventory records in this report 
were obtained from 500 United States Army 
enlisted personnel. One hundred controis 
were chosen whose age and duty assignments 
were comparable to those of the 400 patients. 
The only specifications for inclusion of a man 
in the control series were that he be per- 
forming adequately in his military assigr- 
ment and at the time be receiving no form ci 
medical treatment. Of the 400 patients 
tested, results for 84 were discarded because 
of incompleteness, a doubtful diagnosis, cr 
technical error; consequently, the findings 
are based on the scores of 316 testees. 

Entirely normal records were’ obtained 
from 78 of the 100 control subjects; 7. e., all 
9 diagnostic scores were below 70. A 
sample normal profile is shown in Fig. £< 
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Each of the remaining 22 records, contained 
at least one score of 70. Twelve had only one 
score over 69, six had two scores over 69, 
three had three scores over 69, and one had 
four scores over 69. The abnormalities pres- 
ent were not marked since 13 were border- 
line (between 70 and 73), and only 4 of-the 
22 had a score over 76. The I0 patients 
making two or more high scores were inter- 
viewed, and definite evidence of anxiety was 
found in each. Since the intentior. was not 
to discover 100 normal Minnesota records, 
but to diterentiate between I00 non-com- 
plaining scidiers and a group voicing symp- 
toms; the 22 mildly abnormal records were 
‘retained in the control group. Separate 
studies of the 78 normal and of the 22 ab- 
normal records revealed no significant quali- 
tative differences. Hysteria (Hy) and hypo- 
mania (Ma) received the highest scores in 
each group, roughly in the same percentages. 


DIAGNOSIS 


The authors state that the identifying 
diagnostic score may not be the highest of 
the g made by the testee, but that it should 
rank among the highest three or four. The 
statistics presented here will illustrate com- 
plete agreement with that observation, par- 
ticularly as applied to individual records 
rather than to group studies. Chart I, with 
the diagnostic categories comprising the 
ordinate, and the abscissa marked in percent- 
ages, graphically represents the potential 
‘value as a diagnostic aid of the four highest 
scores in an M. Inventory record. Only 20% 
of the reccrds scored highest in hypochon- 
driasis (Hs) (first column), but 190% had 
Hs as one of the four highest scores. Pd 
was the highest score on the record in only 
14% of the psychopathic deviations. Among 
the four kighest scores, however, Pd oc- 
curred in 86% of the records. 

M. Inventory results for the Ioc controls 
and 7 of the g patient categories eppear in 
Table I. Paranoia and hypomania are not 
represented in the 316 patients reported here. 
All figures are percentages. In the hysteria 
column, for example, 54% of the 15 records 
showed hysteria (Hy) the highest of the 9 
scores, 18% scored highest in depression 
(D), 18% were highest in hypochondriasis 


(Hs), and 9% were highest in psychasthenia 
(Pt). In comparison the lower half of the 
Hy column shows that 91%. of the records 
included Hy among the first four scores, and 





Highest score 
Re 
Four highest scores 


f 


CHART J.--Percentage of cases in which M. In- 
ventory diagnosis agrees with clinical diagnosis. 
Comparison of highest and four highest M. Inven- 
tory scores within each clinical category. 


TABLE I 


COMPARISON IN EACH CLINICAL DIAGNOSTIC CATE- 
GORY BETWEEN THE HIGHEST AND THE FOUR 
HIGHEST SCORES ON THE M. INVENTORY 


Clinical diagnostic categories 
AA e a a a hiv. 


Con- — areenaa, 
trols Hs D Hy Pd Mf Pt Se 
Number of 
cases... . IOO 10 31 I5 28 ro 6 17 


Hy D D Hy D Mf Pt Se 
27 60 88 54 50 40 33 28 


l Ma Hs Hy D Pd D D D 
Bor score | 25 20 6 18 I4 30 33 28 
tory a D Hy Se Hs Se Hy Hs Hy 
II 20 6 I8 īï4 20 I7 2I 

Pd .. .. Pt Hs Pt Se Pd 

G: -as ae. Qi F "200. 57 14 


Hy Hs D Hy Pd MEF Pt Sec 
73 100 97 91 86 90 100 93 


D DH D D D D D 

Four highest 59 80 71 91 72 80 84 79 
es M. \ Ma Pt Pt Hs Sc Hy Se Pt 

nventory | 57 80 58 82 57 50 57 64 


Hs Hy Sc Mf Hs Hs Hs Hs 
43 80 58 45 50 50 50 57 


All M. Inventory figures are percentages. 


91% included D among the first four. The 
clinical diagnosis of the 117 patients detailed 
in Table I was discovered among the highest 
four scores in 92% of the records. 
Depression was most successfully verified 
by the M. Inventory, inasmuch as 88% of 
31 clinically classified depressives scored 
highest on the D scale. It is not surprising 
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that a subjective tool such as the M. In- 
ventory should accurately define an exqui- 
sitely subjective experience like depression. 
The success of the test in mirroring affective 
depression is exemplified by the high D 
scoring on test results for hypochondriasis, 
hysteria, and several other categories. 

In this connection, the inadvisability of 
utilizing the M. Inventory as a substitute for 
clinical psychiatric knowledge in making 
diagnoses should be emphasized. Hathaway 
and McKinley do not state such an aim for 
their test, yet it has been criticized for failing 
to coincide with the clinical diagnosis(5, 18). 
D was the highest score attained by 161 
(51%) of the total 316 cases; however, only 
31 (10%) of the patients were clinically 
diagnosed neurotic depressives. It follows 


TABLE II 
PERCENTAGE OF PATIENTS SCORING 70 OR OVER ON 
THE APPROPRIATE M. INVENTORY SCALE. 
CoMPARISON OF 3 STUDIES 


M. Inventory 

Scale 
Investigator 3 D 
Hathaway and McKinley.......... 76 68 
Leveren- Save cierto tea seugeien es 96 ' 03 
Present study: 4 c4acccickewcatautces 100 07 


All figures are percentages. 


that of every 100 patients scoring highest on 
the D scale only 20 will be primary depres- 
sives. Similar results were observed rela- 
tive to hypochondriasis (Hs), hysteria 
(Hy), psychasthenia (Pt), and schizo- 
phrenia (Sc). Twenty-two (8%) records 
were scored highest on the Sc scale; notwith- 
standing only 17 (5%) were schizophrenic 
by clinical definition. . 

Hathaway and McKinley obtained an 
over-all correlation of 60% between clinical 
diagnosis and. M. Inventory diagnosis. The 
76% correlation in Table I can be explained 
by a lower incidence of normal records in 
this survey; that is to say, the proportion of 
the patients being studied that were subject 
to correlative scrutiny was increased. 

Table II compares results reported by 
Hathaway and McKinley(7, 13), by Lever- 
enz(12), and by this investigator. The first 
group of testees consisted of civilians, and 
the two latter groups of military personnel. 
The appreciably higher percentage of ab- 
normal records among the service men might 
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be attributable to the acute stresses of mili- 
tary environment under which the tests were 
taken. 


Anxiety NEuROSES 


The application of the M. Inventory to the 
anxiety states proved to be the most stimu- 
lating aspect of this study. Although the M. 
Inventory does not record anxiety per se, it 
implies some anxiety by measuring several 
abnormal defenses against it, such as hysterie 


TABLE HI 
ANXIETY NEUROSES 


COMPARISON IN EACH DIAGNOSTIC SUBGROUP BE- 
TWEEN THE HIGHEST AND FOUR HIGHEST 
SCORES OF THE M. INVENTORY 


Diagnostic subgroups 


a 5 
ara fel a4 
ee a 
„2 a Q ai u 
K we sa < 
Aad a Q 
6 2 ¢ OE Se 
9 E 5 #8 p Z 
Con- D © 4) a g = 
trols & OF Z © N & 
Number of 
of cases....... 100 54 28 6 Q 122 


Highest score 
M. Inventory D Hy Hy Hs Hy Hy Hy 


D 
73 90 81 83 79 79 86 


; D Hs Pt Hs Hs Hs Hs 
Four highest 59 90 70 83 68 56 86 


scores 
Ma Hy Hs Hy Hy Hy Hy 
M. Inventory 57 70 67 83 44 56 63 


Sc Sec Pt Pt Pt Pt 
43 60 53 33 33 44 5I 


All M. Inventory figeres are percentages. 


and psychasthenia. As shown in Table III, 
122 patients were classified anxiety neuroses 
and subdivided for statistical analysis under 
five headings. The 54 “free” anxiety patients 
exhibited predominantly autonomic symp- 
toms such as palpitation, dyspnea, dizziness, 
hyperhydrosis, tension and insomnia, and 
lacked more fixed somatizetion. The 28 
post-combat anxiety states suffered anxiety, 
tension, irritability and autonomic instability 
which began during combat and which per- 
sisted to a disabling degree for at least four 
months after the last combat experience. 
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The neurasthenics were carefully chosen as 
conforming to the classical picture, with 
fatigue predominant. The groups with head- 
ache and with gastrointestinal fixation ex- 
perienced sufficient anxiety and tension to 
exclude them from hysteria, early schizo- 
phrenia, or other clinically diagnosed cate- 
gories. The remaining 16 of the 122 patients 
presented pictures, one or two patients to 
each, of neurocirculatory asthenia, arthritic 
pains, enuresis, alcoholism, etc. 

This breakdown, ‘as revealed in the test 
score percentages of Table HI, disclosed a 
remarkable similarity in most of the sub- 
‘groups. D was most frequently the high 
score in all the columns, and Hs was second 
except in the neurasthenia column. Hy was 
usually third highest. Both quantitatively 
and qualitatively results for most of the sub- 
groups closely corresponded to total results 
for the anxiety group, and the M. Inventory 
‘substantiated clinical judgment which 
grouped these several symptomatic variants 
under the single heading of anxiety neuroses. 


N, P, A, AND Av Scores 


The fact that the M. Inventory record is 
‘composed of Q separate scores suggests ma- 
nipulating and combining them in various 
ways. Of the possible combinations, two 
have been found eminently practicable. 
Hathaway and McKinley noted that high 
scores on the first three of the M. Inventory 
categories, Hs, D, and Hy, are often concur- 
‘rent in tke neuroses. Ruesch and Bowman, 
in their post-traumatic studies, totaled these 
three scores to make a neurotic { N) score. 
The latter also totaled the paranoid (Pa), 
psychastkenic (Pt), and schizophrenic (Sc) 
scores to obtain a psychotic (P) score, and 
found neteworthy clinical differentiations be- 
tween groups of patients with high N and P 
scores. 

Although it might be a splitting of noso- 
logic hairs so to speak, the term neurotic 
score (N) for this total of Hs, D, and Hy 
would seem not completely applicable. Many 
-neurotics (conversion hysterias, psychas- 
thenics, and neurasthenics) do not produce 
high N scores while some schizophrenics and 
psychopaths do. This study of anxiety neu- 
rosis (Table III) identifies the highest score 
as Hs, D, or Hy in 85% of the records. 
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Although anxiety is generally accepted as 
common to all neuroses, it is an integrant of 
many other reactions such as early schizo- 
phrenia as well. It is hypothesized that com- 
positely hypochondriasis, depression and 
hysteria in the M. Inventory measure 
anxiety, and the combined score of these 
three categories will hereafter be called the 
anxiety score (A score). 

The average score of the 9 ai will be 
designated the Av score.’ Interpretation of 
the individuai M. Inventory record is not 
measurably facilitated by utilizing this mean 
since it is less selective than assays already 
discussed ; but if abnormal, t. e., 70 or above, 
it unexceptionally signifies major pathology 
spread among several scales. By computing 
the Av score alone, the M. Inventory might 
be employed as a screening questionnaire or 
psychosomatic index. Numerous such inter- 
view procedures were applied in military 
neuropsychiatric examinations during the 
war with varving reports of satisfaction. 


CoRNELL INDEX 


. Among the more successful of these psy- 
chosomatic inventories is the Cornell Index 
(24, 25). Composed of 92 questions, it can 
be administered in ten minutes and scored in 
one, and thus it is markedly time saving. 
The 92 inquiries concerning fears, inade- 
quacy, moods, psychosomatic symptoms, sen- 
sitivity and psychopathic traits are printed 
on one sheet with ““Yes—No” opposite each. 
The testee simply circles the appropriate re- 
sponse. Each question has a value of one. 
Scores of c-I2 are normal, 13-22 mildly ab- 
normal, 23 ar above moderately severe or 
severe. The aim of the test is to detect indi- 
viduals with serious personality problems, 
not to attempt a diagnosis. 

In conducting a comparative study, 126 
miscellaneous’ cases were tested by the M. 
Inventory and the Cornell Service Index 
(C.S.I.). The number of patients to each 
clinical diagnosis was as follows: 

4 Hypochondriasis 
€ Psychasthenia 
2c Depression 
& Hysteria 
54 Anxiety 4 
6 Schizophrenia __ 
2 Hypomania ` 
2 Migraine 
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Alcoholism 
Psychopathic deviate 
Enuresis 

Epilepsy 


al 
OoOAAN 


The Av score, the A score, and the num- 
ber of scores over 70 of the M. Inventory 
(7o score) were selected as results adaptable 
to a comparison with the score of the C.S.I. 
For collation with the C.S.I. divisions of 
normal, mild and severe, the Av and A 
-scores were evaluated to make below 60 
normal, 60-69 mild, and 70 or over severe. 
For parallelism in interpreting the 70 score, 
o was considered normal, 1-2 mild, and 3 or 
more severe. 

Table IV gives the percentages of agree- 


TABLE IV 


COMPARISON oF DEGREE or SEVERITY IN PERSON- 
ALITY IMPAIRMENT SHOWN BY C.S.I. AND 
M. Inventory Test RESULTS ON THE SAME 
PATIENTS (126 CASES) 


Degree of Percentage 

severity of cases 
Aeence eee sid deco satan me 
and C. S. I. Av lesser ..2i5 ccunseu%e 24.7 
70 score {70 res a be ae eta at be 
and C. S. I. TO NOSSCD cece tht oe 9.1 
Aso {A great : POEIRA E ie: 

Greater sabere seed tack : 

and C. S. I. A lesser ......cceenees 12.7 


ment and disagreement between the patients’ 
records from the two tests. The degree of 
pathology, when it differed, was greater or 
lesser by one division in all but 3 of the 126 
cases; e. g., an evaluation of mild according 
to the M. Inventory record might be accord- 
ing to the C.S.I. either normal or sevère, and 
vice versa. The three exceptions were neu- 
rotics who were adjudged severe by the 
C.S.I. but normal by the Av scoring of the 
M. Inventory. Misleadingly normal scores 
from both tests occurred in the same types of 
patients (hysteria, enuresis, migraine). 
These data indicate that the two psycho- 
metric techniques probe similar personality 
factors ; it should therefore be unnecessary to 
subject the patient to both. 

The 92 questions of the C.S.I., desirably 
frugal of time, and the 550 of the M. Inven- 
tory appear to be similarly accurate in dis- 
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covering psychopathological material. In tze 
evaluation cf a single patient, however, when 
no need exists for screening methods, tze 
Cornell score contributes negligibly to tze 
clinical history ; whereas the personality pro- 
file of the M. Inventory supplements it con- 
structively. 


CURVE PATTERNS 


The 9 diagnostic categories have -been zo 
organized chat the transference neuroses 
come first, psychoses, including rigid psy- 
chasthenia, last, and the psychopathic, homo- 
sexual and paranoid reaction types in tze 
middle group. Under this arrangement cer- 
tain characteristic patterns are formed when 
the scores of the g scales are charted and 
joined by a ccntinuous line. Some curve 
patterns thus produced did not yield note- 
worthy correlations with any clinical picture, 
and some were too few in number to allow of 
conclusions, but those illustrated in Fig. 2 
have proved useful. In analyzing the indi- 
vidual M. Invertory score sheet these curves 
supplant the N and P scores which are labo- 
rious to ccmpwute, and which are of chief 
value in statistical estimation of groups of 
patients. , 

The type 2 curve is representative of 
anxiety neurosis, neurotic depression and 
hypochondriasis. It rarely appears other- 
wise, and is associated with a high A score. 
Curve 3 also chiefly typifies neuroses, but 
this pattern characterized 6 of the 17 early 
schizophrenics too. An anxiety component 
in incipient schizophrenic reactions is not 
uncommon. Because it sensitively depicts 
anxiety, the M. Inventory’s functioning to 
distinguish early psychoses from neuroses ‘3 
limited. 

In the neuroses a type 3 curve usually de- 
notes a longer standing, more incapacitating 
reaction than a 2 curve. The secondary ele- 
vation on the schizophrenic scale was puzzl- 
ing until the questions which make up tie 
score on this scale were analyzed. It was 
ascertained that neurotics answer in a sccr- 
able direction, statements related to confi- 
sion, concentration, memory defect, worry 
and depression. The schizophrenic rise in 
these cases does not spring from questions on 
seclusiveness, withdrawal, hallucinations ov 
delusions. | 
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The type 4 curve which is of superior 
diagnostic value, unfortunately prevails in 
only a small number of cases. It is identified 
mainly in conversion hysteria, psychopathic 
deviation, homosexuality and some simple 
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Fic. 2.—M. Inventory curve types. 


depressions. It does not appear in the rec- 
ords of patients suffering primarily from 
anxiety. Turve 5, compatible with an ele- 
vated P score, is undoubtedly valuable, when 
it occurs, in indicating-a psychotic reaction ; 
but in early psychotic patients who are suf- 
ficiently in contact with reality to produce a 
valid test, anxiety or depression are so gen- 
eral that zurve 3 usually results. The type 
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6 curve is found most often in mixed cases in 
which diagnosis is difficult and controversial. 
Therefore it offers little aid in arriving at a 
definitive conclusion, but it does reflect the 
clinical problem. 


NORMAL RESPONSES 


In evaluating M. Inventory results, cer- 
tain quantitative measurements must be con- 
sidered along with the qualitative compari- 
son of relative scores of the nine diagnostic 
categories and category groups. Table V 


TABLE V 


COMPARATIVE PERCENTAGES OF NORMAL RESPONSES 
ON THE M. INVENTORY IN Eroutr CLINICAL 
DIAGNOSTIC GROUPS 


Clinical diagnostic groups 


Anxi- 
ety 
Con- neu- 
trols résis Hs D Hy Pd Mf Pt Se 
Number of 
cases ... IOO 122 IO 3I 15 28 I0 6 17 


% normal 
records . 78 6 o o 27 oO 30 0 O 


shows the percentage of normal records for 
the groups thus far discussed. In a normal 
record all sccres are under 70. Abnormal 
records, therefore, may have from only one 
to all g scores of 70 or over. For the 316 
patients, the average number of abnormal 
scores per record (70 score) was 5.66. 

A close correlation with clinical expecta- 
tions is seen in most of the categories. As 
evidence of the efficiency with which the M. 
Inventory detects depression and anxiety, no 
normal records were found in hypochon- 
driasis, depression, psychasthenia, psycho- 
pathic deviation or schizophrenia cases. 
Those illnesses in which anxiety is most 
successfully converted, hysteria and neuras- 
thenia, showed a substantial number of nor- 
mal records, 27% and 33% respectively. In 
the anxiety subgroups, in addition to neuras- 
thenia, the post-combat anxieties showed 
fewer abnormal records, probably due to the 
fact that these were not true character neu- 
roses but, rather, affective prolongations of 
situational difficulties. In assessing a single 
M. Inventory record a normal result in pa- 
tients with Hs, D, Pt, Pd, or Sc would cast 
doubt on the diagnosis. An abnormal record 
in cases of hysteria or neurasthenia would 
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strongly verify the clinical impression, while 
a normal test result would neither affirm nor 
deny the diagnosis. 

Patients who present a clinical picture of a 
definite neurosis, but who attain a normal M. 
Inventory record, may be assumed to have 
adjusted their neurosis to their environment 
with a minimal degree of residual anxiety or 
depression. Their normal scores, far from 
being misleading, are an important segment 
of the clinical whole. 


Retests—-ProGrEss AND PROGNOSIS 


An exceedingly worth while instrument 
for objectively measuring the progress of a 





Case 2 = Szprovecent 


Case 1 = regreaston 


Solid line ~ original test 
Dotted line = retest after 3 weeks 


Fig. 3.—Progress of illness—M. Inventory retest. 


patient’s illness has been realized in the M. 
Inventory: It correlates almost exactly with 
clinical calculations in this respect. In Fig. 3 
are shown two descriptive cases. The heavy 
lines represent the first M. Inventory results, 
and the dotted lines show retest results three 
weeks later. The amazing parallelism of 
original and retest curve patterns, although 
at different quantitative levels, increases con- 
fidence in the validity of the results. 

In the first case in Fig. 3 the clinical 
course was downhill with deepening depres- 
sion and restlessness; and prolonged hospi- 
talization resulted. The other portion of Fig. 


3 represents partial resolution of anxiety - 


under psychotherapy. On 17 cases thus re- 
tested, improvement or increased illness as 
shown by the M. Inventory corresponded in 
every instance with the clinical appraisal. 
The M. Inventory has also proved a use- 
ful tool in estimating prognoses of acute psy- 
chotic patients. Of six.acute psychotic re- 
action cases, too ill on admission to take the 
test, two were destructive, one was a re- 
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tarded depression, and three had regressed 
to a mute, negativistic state. All were nota- 
bly improved within two weeks, and, due to 
the manpower shortage occasioned by the 
breakthrough at Aachen, their prompt returr. 
to duty was expedient. They were tested by 
the M. Inventory, five making normal rec- 
ords and the sixth scoring 76 for Hy and 71 
for D but insisting that he felt very well. All 
returned to military duty under psychiatric 
observation for about three months while 
they completed basic training and other as- 
signments. The five whose test results were 
normal experienced no further trouble and 
maintained ecceptable duty performance ; but 
the sixth became tense after a month at duty, 
was rehospitalized in a mildly confused state, 


_and was ultimately returned to civilian life. 


BORDERLANDS 


' The application of the M. Inventory to 
various illnesses with functicnal components 
(alcoholism, migraine, post-traumatic head- 
ache, epilepsy, enuresis, somnambulism) is 
shown in Table VI. This tabulation fails to 
demonstrate a few pertinent detalis. In 
chronic alconolics, for example, there were 


two competely normal records, three frankly 


neurotic records (curve 2), one homosexual 
record (curve 4), three with a high Pd score, 
two with a high Ma score, and one with a 
mixed score. Forty-one percent of the mi- 
graine patients had non-neurotic, norma! 
records, and 579% had a high anxiety score, 
illustrating the diverse features of this 
syndrome. 

In the cases of post-traumatic headache, 
clinical and psychometric results oz other in- 
vestigators of this type of patient were sup- 
ported(1, 20, 21). Six cases with a history 
of severe injury produced two normal rec- 
ords and two with a high P score (type 5 
curve). Nine minor head injury cases, with 
no normal records, had uniformly high A 
suggesting functional disorder. 
Among the epileptics only 13% had normal 
records; a majority (66%) evidenced 
anxiety or depression by a type 2 curve; and 
42% also had a P score over 70, due chiefly 
to high scoring on the schizophrenic ques- 
tions concerning confusion, concentration 
and withdrawal. Of the habit reactions, 
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enuresis and somnambulism, 63% and 60% 
respectively showed normal records. A few 
cases wit-in this psychosomatic grouping 
were symptomatic of neuroses, and the M. 
Inventory indicated this etiology by type 2 
and 3 curves. 


TABLE vi 


M. INVENTORY RESULTS IN VARIOUS 
PSYCHOSOMATIC PROBLEMS. 


(1) COMPARISON OF HIGHEST SCORE WITH FOUR 
HIGHEST SCORES. (2) NORMAL RECORDS. 


Clinical diagnostic groups 


nn 


g g 

z = 

ES g = 

s fs 2 38 Ëg 

Con-  .% pe © 2 p E 

tros & ù <a A A ð 

Number of cases 100 I2 17 12 22 22 5 

Hy Hs D S&S D D OD 

27 58 44 17 67 37 20 

Ma D ` Hs Ma Se Hy Ma 

(1) Highest score 24 26 38 17 13 27 20 

M. Inventory D Hy Sc Pd Hy Pt Mf 

II 16 I2 I7 7 27 20 

Pd Pd D Pd Pa Pd 

9 6 I7 7 9 20 

“Hy Hs D Se D DMa 

73 100 87 83 93 91 80 

D Hy Hs Pt Hs Hs Hy 

Four highest 59 100 87 75 67 72 60 
scores 

Ma D Pt Pd Pt Hy Pt 

M. Inventory 57 86 56 58 67 72 60 

Hs Sc Hy D Se Se Pd 

43 43 50 58 46 45 40 


(2) % normal 
records 78 41 6 17-13 63 


All M, Inventory figures are percentages. 
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With respect to epilepsy particularly, M. 
Inventory records emphasized the presence 
of emotional reaction. All 22 cases had ab- 
normal EEG’s and a convincing clinical his- 
tory of organic illness; yet M. Inventory 
results revealed 87% emotionally malad- 
justed, azd the desirability of psychotherapy 
was unmistakably suggested. 


DISCUSSION 


Utilitarian aspects of psychometry became 
forcefully apparent during the war as ade- 
quate haz -dling of masses of men was immea- 
surably expedited by testing devices. The 
salvage value for civilian psychiatry of these 
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tests, however, is not proportionate. It is 
hardly to be anticipated that screening meth- 
ods which sifted out a high number of psy- 
chopathological service problems will, with- 
out alteration, suit the needs of the clinical 
psychiatrist confronted with a single nervous 
patient. 

Under some existing situations, ees 
large groups of potential or actual psychiat- 
ric cases may be advantageously surveyed in 
toto (large, understaffed. clinics, veterans’ 
hospitals, industrial plants); but personal 
and individual relationships are inherent in 
the practice of psychiatry, and psychometric 
procedures profitable to the clinician must be 
adaptable to individual application and in- 
terpretation. 

In this connection the M. Inventory excels 
most measuring tools of its type. As stated 
before, if the test is not erroneously em- 
ployed as an exact diagnostic delineator, but 
is interpreted as only one part of the psy- 
chiatric investigation, it can be a practical 
adjunct to clinical decisions. With the chief 
features of the clinical mosaic in mind, the 
psychiatrist can utilize in the M. Inventory 
the several highest scores, the curve patterns, 
the quantitative scores including normal re- 
sponses, and retest comparisons to obtain 
additional relevant data, thus broadening his 
view of the personality problem. 

The M. Inventory is a personality sched- 
ule by definition of Hathaway and Mc- 
Kinley, not a substitute for clinical diagnosis. 
In fact, the more successful the M. Inventory 
is in its avowed purpose of defining person- 
ality structure, the less utilizable it becomes 
as an absolute diagnostic tool. Its inability to 
accomplish single, accurate diagnoses in a 
high percentage of cases has evoked a cer- 
tain degree of criticism which is not surpris- 
ing, since the results are scored entirely in 
diagnostic terms, and since the authors them- 
selves in time became concerned with the 
diagnostic acumen of the test(8). 

But why dwell upon one clear-cut diag- 
nosis? No one should be more preoccupied 
than the psychiatrist with total personality 
organization and reaction. No one should 
decry more vigorously than the psychiatrist 
unimaginative attempts to catalogue sick per- 
sonalities conveniently in an arbitrary nos- 
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ology. How much more important that the 
psychiatrist recognize the anxiety element in 
early schizophrenia, the depressive affect in 
a psychopathic personality, the hypochon- 
driacal trends in psychasthenia ! 

It is precisely the M. Inventory’s faculty 
for displaying multiplex surfaces of the dis- 
turbed personality, which fosters confidence 
in its validity, and increases its effectiveness 
beyond that of a testing tool yielding a single 
result only. The M. Inventory requires in- 
terpretation, as do most separate laboratory 
procedures, in the light of the clinical picture. 
It is not a substitute for the psychiatrist; it 
is, rather, implicit in his total clinical fact 
findings; for “in the evaluation of any case 
we must go beyond the limited objective 
judgment of the test and obtain an evalua- 
tion of the total situation involved. For such 
purposes there is no substitute for the human 
mind. A test cannot think but a clinical psy- 
chologist can.” (Hunt, 10.) 

Internists and surgeons have been en- 
couraged to employ the M. Inventory for 
determining psychoneurotic and psychoso- 
matic-symptomatology in their patients(16). 
For the practitioner inexperienced in mental 
pathology to expect the M. Inventory to 
serve as an alternate for psychiatric consulta- 
tion, would constitute over-estimation of the 
test’s capacity and misunderstanding of its 
aim. Without the auxiliary knowledge of a 
qualified psychometrist or psychiatrist in in- 
terpreting the results, the uninitiated physi- 
cian would indeed be disconcerted upon dis- 
covering (Table I) that 51% of psychiatric 
patients score highest on the D scale; that 
21% of schizophrenics score highest on the 
Hy scale; or that only 14% of psychopathic 
personalities score highest on the Pd scale. 

The M. Inventory, provided that it be 
properly interpreted by an expert, might be 
considered a candidate to fulfill the urgent 
need for a reliable psychiatric evaluative 
procedure in routine use on medical and 
surgical wards. A large percentage of cur- 
rent diagnostic errors with resultant ineffec- 
tual therapeusis can be ascribed to the or- 
ganically oriented doctor’s incomprehension 
of neurotic, psychotic and psychosomatic dis- 
eases. The magnitude and ubiquity of this 
intraprofessional insularity has been exposed 
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recently by Bennett(4) who found that his 
150 frankly neurotic or psychotic patiencs 
had, prior to recognition of the true nature of 
their illness, been subjected to a total of 811 
non-psychiatric therapeutic measures (4c6 
medical, 244 surgical, 71 cultist). 

He concluded that, “Mistakes in diagnosis 
and treatment of patients with functionel. 
psychosomatic, psychoneurotic or actual psv- 
chotic disorders are so common as grave-y 
to discredit the acumen of the medical pro- 
fession. The most important problem before 
our profession is the need for greater interest 
and more accurate knowledge bout psr- 
chiatry.” One approach to this problem, ore 
step toward establishing a beneficial liaiscn 
between psychological and organiz medicire 
might well be the adoption in general hos- 
pitals of routine psychometric screening 
methods. au * 

It can conservatively be stated that a lab- 
oratory test of the M. Inventory type, 
would reveal a greater amount of significart 
and unsuspected pathology than d> standard 
tests such as the blood Kahn, which are un_- 
versal requisites of clinicians. In the likel_- 
hood that intricacies in its interpretaticn 
would controvert the feasibility of the M. 
Inventory’s widespread use in extra-psych - 
atric medicine, it should be recognized thet 
the gains which could be realized woul 
heavily outweigh a considerable bulk cf 
minor deterrents. 

Tests such as the M. Inventory have the 
strong recommendation of objectivity, and 
advantages are gained by eliminat:ng the ir- 
evitable influence of the psychiatric inter- 
viewer’s personality.- All questions are intrc- 
duced with equal force and emphasis; most 
functions of the psychobiological organism 
are examined; possible bias in selection cf 
material by the interviewer is avoided; the 
patient is not tempted to give answers aimed 
to please or to antagonize the psychiatrist; 
a true scale of subjective responses 5 
obtained. 

Unfortunately, the test lacks the construc 
tive attributes of the patient-interv-ewer cor- 
tact. All biographical data are not in the 
same ratio of significance, and eveluation cf 
the patient’s story is necessitated. Question 
and answer techniques of this type depend 
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-solely upon the subject’s own concept of his 
anamnesis and beliefs, without regard to his 
behavior performance. Only a single ex- 
pression of the testee’s behavior is recorded, 
his subjective reaction to a long series of ob- 
jective statements. 

Use of the M. Inventory encourages the 
patient ta trust that his case is being 
thoroughly investigated. The new patient 
tends to approach the psychiatrist, as he does 
his family physician, with an organic outlook, 
and is often assailed with doubt and un- 
certainty when first acquainted with the 
intangible nature of his illness. A mathema- 
tically scored test, comparably with a ther- 
mometer, a blood count, or a B.M.R., creates 
an impression of concreteness in the clinical 
procedure, and is consequently of therapeutic 
value in allaying some anxiety and reinforc- 
ing the psychiatrist’s authority. 

The M. Inventory has been disparaged as 
lengthy and unwieldy. Admittedly it does 
exact an hour’s attention from the testee and 
15-20 minutes from the tester for scoring. 
It is, on the other hand, most helpfully 
economical of the doctor’s time. In, the 
length of zhe test certain advantages are in- 
nate. The very weight of 550 statements, 
with the time required to study them, dis- 
courages dissembling, evasion, understate- 
ment, neurotic exaggeration. To maintain an 
assumed attitude through such labyrinthine 
interrogation is difficult. 

The liadility of tests such as the M. In- 
ventory to conscious and deliberate distortion 
prompted the inclusion of “lie” and “ valid- 
ity” statements in an effort to circumvent 
such misuse of the test. The 15 lie questions 
indicate whether the subject is attempting to 
place himself in an improbably acceptable 
light. Sample statements are “I do not read 
every editorial in the newspaper every day” 
and “I gossip a little at times.” Sixteen of 
the 400 patients made lie (L) scores over 70, 
and their records were discarded. Clinical 
evaluatior. of these patients substantiated for 
the most part the possibility of their malin- 
gering. All of the 100 control records con- 
tained normal L scores. 

The validity (F) score is obtained from 
responses to 64 statements not used in form- 
ing any of the nine diagnostic scales and only 
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very rarely answered scorably by normal 
control testees. Hathaway and McKinley be- 
lieve a high F score usually invalidates the 
record, but Kazan end Scheinberg(11) have 
recently taken exception to this view. This 
writer's results agree completely with the 
conclusion of the latter authors. Thirty per- 
cent (93) of the 315 patients had an F score 
above the critical level of 70. Manifestly, 
declaring 30% of the records invalid would 
nullify. the whole test. , 

Kazan and Scheinberg found also that a 
high F score is generally associated with 
multiple high scores on the diagnostic scales, 
and, rather than a negation of the M. Inven- 
tory, is a reliable indicator of major pa- 
thology. Out of a possible 9 in the diagnostic 
categories, the 93 patients mentioned above 
averaged 7.9 abnormal (over 70) scores; 
while the total 316 patients averaged only 
5.66 abnormal scores. 

The M. Inventory type of criterion, de- 
signed to disclose abnormalities of person- 
ality structure, fills a potentially vital niche in 
the rack of psychiatric armament. It is based 
on the sound psychobiological principle that 
immediate symptoms of psychic maladjust- 
ment stem from long term developmental 
aberrations in the personality. The ultimate 
in objective questionnaire techniques of this 
character is yet to be evolved; but the M. 
Inventory, which has been painstakingly 


- validated over a period of years and complies 


with psychological statistical standards of 
accuracy and deviation, seems the best ap- 
proach to date. 


' CONCLUSIONS 


1. The Minnesota Multiphasic Personality 
Inventory (M. Inventory) was evaluated by 
application tc 416 United States Army en- 
listed personnel. Results in this study pre- 
sent convincing evidence that the test is a 
valuable psychometric adjunct to clinical 
psychiatric practice. 

2. It does not establish definitive diag- 
noses; it sometimes overemphasizes certain 
personality distortions and minimizes others; 
it requires interpretation in the light of the 
total clinical picture; it is not a substitute 
for the psychiatrist. 

3. Anxiety may be satisfactorily measured 
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by averaging the scores of the first three M. 
Inventory scales, hypochondriasis (Hs), de- 
pression (D), and hysteria (Hy), to form 
an A (anxiety) score. 

4. The M. Inventory elicits significant 
data in several psychosomatic illnesses. In 
migraine, post-traumatic headache, epilepsy, 
somnambulism and enuresis it meets clinical 
expectations to a high degree. 

5. M. Inventory retests at intervals prove 
dependable in following the clinical course 
and helpful in determining the prognosis. 

6. The M. Inventory makes its most con- 
structive contribution to clinical médicine in 
illuminating the study of individual cases 
through combinations of its multiple scores 
which reveal many facets of the disturbed 
personality. 


Technical assistance was rendered by Sgt. 
Robert Stewart, Sgt. Alvin Brookman, and 
Cpl. Sidney Noble. 
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RORSCHACH’S TEST AS A DIAGNOSTIC AID IN BRAIN INJURY 
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JANE M. RUTH, B. A+ 


PROBLEM 


In many cases of head injury it is difficult 
to determine the degree to which the resul- 
tant disability is due to an organic cerebral 
lesion or to a functional psychological dis- 
turbance. Rorschach’s test, aside from its 
value as a reflector of personality structure, 
has been reported as helpful in the detection 
and evaluation of organic cerebral alteration 
(4, 5, 6, 7). Our problem for investigation 
has been the determination of value of Ror- 
schach’s test in cases of head injury. 


Case MATERIAL 


Case material has been taken from the 
wards of a neurological-neurosurgical service 
of an army general hospital. With few ex- 
ceptions the patients were tested three to six 
months after injury. They were all hospital- 
ized at the time of examination. 

Control. cases came from the same wards 
and of necessity included those with minor 
closed head injuries, psychoneuroses, idio- 
pathic headaches, and a few patients who had 
one or two convulsions of unknown etiology. 
In all cases classified in the control group, 
it was the unequivocal opinion of the neu- 
rologist (J. A. A.) that no organic cerebral 
alteration existed. Cases in which the ques- 
tion of brain injury was not conclusively 
answered were omitted from the study. The 
control cases were not told that they were 
controls. They believed that they took the 
test as part of their routine examination. 
The practical value of this study may be en- 
hanced by the fact that our controls cannot 
be considered strictly “normal.” In a hos- 
pital situation the task is not to differentiate 
between “normals” and patients with pa- 
thology, but to ditferentiate between patients 


1 The authors are indebted to Dr. Samuel J. 
Beck for reading the manuscript ard offering 
valuable suggestions and criticisms, and to Stew- 
art G. Armitage, zd Lieutenant, M. A. C., A. U. S, 
for statistical assistance. 
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with various types of disturbances. This 
practical approach has been followed in com- 
paring our brain’ injured and ‘control pa- 
tients. _ 

All cases classified as having brain injury 
were attested by surgeons’ reports, neuro- 
logical findings and pneumoencephalograms. 
These patients differ somewhat from the 
average civilian cases, in that most of them 
were struck with missiles and were exposed 
to front-line combat experiences. These 
men previously met the minimum physical 
and mental qualifications for induction into 
service and for overseas: combat duty. Nine- 
teen patients had been aphasic at one time, 
but all were clinically recovered to the extent 
that responses appeared in no way hindered. 

For purposes of careful study the brain in- 
jured patients were divided into three 
groups; severe, moderate and mild. This 
was done on the basis of loss of conscious- 
ness (immediate, delayed, duration), am- 
nesia (retrograde, anterograde, duration), 
surgeons’ notes concerning the wound, pneu- 
moencephalograms, presence of foreign 
bodies (depth, number, scatter), neurologi- 
cal signs, clinical impression of mental status, 
and reports of personality change by those 
who knew the patient many years. 


METHODS AND PROCEDURE 


In this study our attention will be pri- 
marily directed to three aspects of the Ror- 
schach testing situation: (1) an analysis of 
overt types of behavior and other “signs” dis- 
played by brain injured and control patients 
during the test administration; (2) an in- 
vestigation of the quantitative data derived 
from the test records in each group; and (3) 
a review of the interpretive material in an 
effort to find common personality factors 
among the brain injured patients. 

The brain injured group included 60 pa- 
tients and the control group, 100. Piotrow- 
ski(7) has postulated ten specific signs 
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which he has found to be of value in deter- 
mining the presence of organic cerebrai al- 
teration. Inasmuch as this study includes an 
evaluation of the diagnostic significance of 
these signs, in post-traumatic cases, it is 
pertinent to list them here: (1)R—total 
number of responses less than 15; (2) T/R 
—average response time exceeding one 
minute; (3) M—no more than one human 
movement response; (4) Cn—at least one 
occurrence of color naming; (5) F+%— 
below 70; (6) P%-—popular response per- 
centage below 25, in records with 25 or less 
responses as stated by Kelley(6); (7) Rpt 
—repetition or the occurrence of similar re- 
sponses, three times in a record, without re- 
gard for form; (8) Imp—impotence, or the 
recognition of the inadequacy of a response 
with the inability to either improve or with- 
draw it; (9) Plx—perplexity, or the sub- 
ject’s distrust of his own ability and a re- 
quest for reassurance; (10) AP—automatic 
phrases, or the use of a stereotyped phrase in 
an indiscriminate fashion in more than half 
of the cards. . 

Kelley(5, 6) has discussed the presence of 
impairment in abstract thinking which is fre- 
quently found in patients with organic cere- 
bral alteration. He has pointed out that this 
specific disability is reflected in the subjects’ 
inability to use the same figure or detail for 
more than one association, in their inability 
to give clear definitions of responses, and in 
their tendency to consider the blots as actual 
objects. Kelley suggested that the sign 
“Abs” be scored when these types of be- 
havior occur. We have found in working 
with brain injured patients that one of these 
signs is sometimes present alone. Therefore, 
if scored separately, they may be of greater 
value, These signs, in addition to six others 
which we have considered, will be named, 
described and briefly discussed. 

Inflexibity (Iflx)—This sign occurs 
when the subject, in his entire record of re- 
sponses, does not use any part of the figure 
for more than one association. As Kelley(5) 
has noted, the subject sometimes voices an 
expression that, “This cannot be———— 
(something else), because it is a -(orig- 
inal association).” This sign was not 
scored if the subject gave a detail response 
and then an unrelated whole response. If 
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the subject did this it would be clear that he 
had the ability to-use the detail in nother 
way, even though incorporated into a whole 
response. The sign, also, was not scored if 
any part of the ten ink-blots was used for 
two unrelated associations. Subjects for 
whom this sign was scored sometimes 
showed a tendency to elaborate the first im- 


pression received from a card, although often 


meagerly, rather than to drop the initial as- 
sociation from immediate consideration and 
form new and unrelated ones. This sign 
differs from “repetition” in that responses to 
individual cards are considered in determin- 
ing whether or not the sign should be scored, 
rather than similar responses to succeeding 
cards. 

Consideration of blots as actual objects 
(Act Obj).—This sign represents an ex-, 
treme form of concretization in thinking. We 
have found that many brain injured patients 
will reply in the negative when asked, after 
the test administration, if they believe that 
the blots represented actual objects. This 
occurred even though the test records gave 
evidence that the patient did think they were 
identifying actual figures. Therefore, w2 
have scored this sign when a review of the 
record revealed the use of a phrase such as, 
“This is a .” If qualifying terms such 
as “looks like” or “might be” were used, the 
sign was not scored. The occurrence of this 
sign is often followed by “perplexity.” Ths 
subject believes that he is to identify actual 
objects even though told that the figures ar2 
ink-blots. As a result of his frustration in 
being unabie to find actual representations, 
he begins to distrust his ability and seeks 
reassurance. 

Concrete responses (CR).—This sign was 
scored when, throughout the record, no re- 
sponses were given which characterized a 
quality or attribute of the figure or object 
mentioned. If a response such as “two dis- 
tinguished men” or “a Grecian urn” oc- 
curred, the sign was not scored. This sign is 
undoubtedly related to a subject’s intellectual 
level and extent of training and background, 
but it is also very likely related to abstract 
thinking ability and is shown later in the 
paper to be of value. 

Unclear Definition of Response (Def).— 
This sign does not become apparent until 
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the “inquiry.” It has been noted by Kelley 
(5, 6) that if the inquiry is conducted care- 
fully, it is possible to detect a comparative 
lack of ability, among some brain injured 
persons, tc clearly point out the specific de- 
tails of responses. The subject has a general 
impression but is impaired in his ability to 
define specifically the individual elements 
comprising. the response. This sign was 
scored if it occurred at least once in a record. 

Catastrophic reactions (Catas).—The 
name for this sign was borrowed from Gold- 
stein(3). Catastrophic reactions consist of 
overt emotional displays (expressed in 
words, by groaning, etc.) during the test 
administration. This . sign, we believe, 
springs from the frustration which the test 
situation occasionally presents. It is closely 
related to Piotrowski’s signs of “impotence” 
and “perplexity,” but it is expressed by a dif- 
ferent type of behavior. Color or shading 
“shock” is sometimes present with this sign, 
but it has been scored only when an overt 
emotional reaction has occurred. 

Edging (Edg).—~The term “edging” has 
been described and associated with schizo- 
phrenia by Beck(2). It consists of holding 
‘the card at unusual angles, peering at it from 
a side view, etc. In our Rorschach. testing 
we have noted its occurrence particularly 
among the brain injured patients. This may 
be another reaction to frustration. The pa- 
tients may be trying every possible approach 
to yield results. It has been scored if it oc- 
curred at least once in a record. 

Irrelevant comments (IC)-—This sign 
was scored when a patient made a comment 
which was not pertinent in any abservable 
way to the testing situation. It usually oc- 
curred during the short interim between the 
presentation of cards. For example, just 
after returning card V. one patient remarked, 
“What is that new doctor doing next door? 
Is he here to take the place of >” We 
believe that this type of behavior is a reflec- 
tion of the subject’s lack of attention to the 
task at hand, or the ease with which the pa- 
tient’s thinking is distracted. Goldstein(3) 
has noted’ similar behavior in his brain in- 
jured patients. 

Covers parts of cards (Cur Cds).—This 
sign was scored when a patient covered part 
. of the card while attempting to give re- 
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sponses. This type of behavior, we believe, 
is adopted as an attempt to exclude certain 
stimuli which are interfering with the sub- 
ject’s concentration on a specific detail. It 
may reflect the subject’s attempt to adjust to 
his easy distractibility by external stimuli, 
also a factor noted by Goldstein(3). 

Withdrawal and re-attack (WR)—\This 
sign occurs when a subject voluntarily re- 
moves his attention from a card, perhaps 
looking in another direction or turning the 
card over, and suddenly renews his scrutiny. 
In using this method the subject may be try- 
ing to get a new view of the situation, a dif- 
ferent mental set. Perhaps this sign springs 
from “inflexibility” and is an attempt to 
overcome it. , 

Several other types of behavior have been 
considered as possible signs of cerebral defi- 
cit. As a result of findings by Harrower- 
Erickson(4) and Strauss and Werner(8), 
we investigated the frequency of the occur- 
rence of vista responses in brain injured and 
control groups. Excessive card turning, as 
a possible reaction to the frustration of being 
unable to form adequate associations, was 
also studied. The level of organizational 
ability (Z score) was compared with the 
number of responses in each of the groups in 
order to determine whether or not this ratio 
is significant in differentiation. The fre- 
quency of rejections of specific cards was 
also investigated. 

As an additional approach, a comparative 
analysis was made of the quantitative data 
derived from the records in each group. This 
consisted of the determination of the fre- 
quency of occurrence of the various scoring 
determinants and content classifications. 

The final step was to review the records 
from the viewpoint of interpretation in an 
effort to detect types of personality distur- 
bances common to patients with brain injury. 


RESULTS AND DISCUSSION 


The first step has been to investigate the 
diagnostic value of Piotrowski’s signs in the 
detection of organic cerebral alteration. It 
must be noted that the signs to be considered 
may occur in clinical groups other than brain 
injured patients, with varying frequency. 
Many of our control cases had neurotic dis- 
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turbances and thus the task of differentiation 
was probably more difficult than if the brain 
injured patients had been compared with 
normal controls. The findings reported be- 
low are probably of increased value, because 
our procedure was designed to determine 
the effectiveness of Rorschach’s test in a 

practical situation. However, in order to 
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in differentiating the total groups. In this 
case, too, the severely injured show tke 
greatest differences. The sign is of little 
value in moderate and mild cases. Our re- 
sults suggest that Piotrowski’s critical level 
of more than 60 seconds is set too low for 
most effective differentiation. Because of the 


large standard deviations, however, the sign 


TABLE I 


DISTRIBUTION CONSTANTS, SIGNIFICANCE OF DIFFERENCES IN TERMS OF "t” VALUES, AND PERCENTAGE 
OF PATIENTS SHOWING PIOTROWSKI’S SIGNS 


N R T/R M Cn F +% P% Rpt Imp. Plx A.F 
Controls 100 
Means 28.06 | 59.73”| 1.92 6.07 
%'s 73.00 3.0 74.48 | 33.1 | IIO 9.0 75.0 [2c 
S. D. 15.084] 28.804] 2.087 2.251 
Brain Injured 60 
Means 24.03 | 75.42”| 1.73 4.88 
%’s 66.67 | I1.7 68.83 | 39.40 | 21.7 41.6 45.0 26.7 
S. D 20.664 | 39.917 | 2.032 2.443 
a 0.613| 2.84 | 0.555 3.098 
Severe II 
Means 15.9 93.7” 0.45 3.50 
%'s 36.36 | 9.09 | 63.03 | 25.09 | 18.18 | 72.73 | 63.64 | 36.36 
S. D 8.306 | 52.676} 0.656 1.373 
i 2.620} 3.329] 2.311 3.692 
Moderate 21 , 
Means 24.71 | 76.00”| 1.76 5.00 
Ws 76.19 | 4.76 | 65.13 | 33.99 | 19.05 | 47.62 | 47.62 | 23.81 
S. D 19.265; 38.065, 1.630 2.309 
mee n. sS. 2.215] n.s. 1.948 
Mild 28 ' 
‘Means 26.71 | 68.9” | 2.21 i 5-32 
W's 44 | 18.0 | 70.83 | 30.21 | 25.0 | 25.0 | 35.6 | 25.0 
S. D. 24.003 | 32.608] 2.411 2.673 
at n. s. 1.429} n.s. 1.476 





present conclusive findings, the brain injured 
patients should be compared eventually with 
other specific clinical groups. Such a method 
would give further information necessary for 
adequate differential diagnosis. | 

Table I presents the distribution constants, 
significance of differences in terms of “t” 
values, and the percentage of patients in each 
group showing the various signs. 

R, or total number of responses less than 
I5, is not of particular value except among 
patients with severe injuries. The brain in- 
jured sub-groups have means which are 
below that for the controls, but these differ- 
ences are not large enough to be of signifi- 
cance. 

The average response time is more helpful 


is probably not of great value in individual 
diagnosis, regardless of where the critical 
level is located. 

The mean number of M respcnses is nat 
significantly different in comparing the brain 
injured patients with the controls. However, 
in both groups a considerable number cf 
patients had no M responses. Because of the 
difficulty in evaluating zeros in calculating an 
average, the distribution constants may not 
adequately compare the groups. We have 
also computed the percentage of patients 
having at least one M response. These fig- 
ures indicate that only the severely injured 
show a difference in this respect which is of 
practical significance, 

Color naming, a sign Piotrowski found to 
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be of value, occurs more frequently among 
the brain injured patients than among the 
controls. However, our results suggest that 
this sign is found relatively infrequently 
among post-traumatic cases, and its value is 
thus restricted. Color naming occurs most 
often in our mild brain injured group. This 
may indicate a greater value of the sign in 
that it is most effective in the group which 
presents the greatest difficulty in differential 
diagnosis, 

The F+-%' does not show a great differ- 
ence between the groups. Although the per- 
. centage for the total brain injured group is 
68.83, the percentage for the controls is only 
74.48. The difference between the percent- 
ages in the two groups is not sufficient to be 
of value in individual diagnosis. This finding 
is of value because it indicates that post- 
traumatic brain injured men retain, to a fair 
degree, their sense of reality. 

The popular response percentage, in rec- 
ords with 25 or less responses, is not of 
great significance. The mean number of 
popular responses is slightly higher for the 
controls, but the mean number of total re- 
sponses is also higher, and the percentage is 


approximately the same in each group. The - 


means are of greater differentiating value 
than the percentages. In comparing the total 
groups a statistically significant difference is 
found. Tke mean for the severely injured 
is also significantly different. However, the 
practical significance of this finding is negli- 
gible because the actual difference between 


the means is not great enough to be of help — 


in individual diagnosis. 

Repetitian is shown to be of some value, 
even though this sign does not occur in the 
majority of cases in either group. This sign 
seems to be of greatest importance in identi- 
fying patients with mild brain injuries. 

The results of this study indicate that im- 
potence is one of the most important signs 
that Piotrowski has postulated. As shown 
in table I, 41.6% of the brain injured pa- 
tients and only 9% of the controls pave evi- 
dence of this sign. It will be noted, however, 
that as the severity of the injury decreases, 
impotence occurs less frequently. Our ex- 
perience suggests that the extent to which 
the sign is present in an individual record is 
positively related to the degree of intellectual 
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impairment and personality changes. This 
sign, therefore, is valuable not only as an in- 


_dicator of brain injury, but also as a sug- 


gestion of the extent of the resultant dis- 
turbances, 

Perplexity ranks approximately with im- 
potence in the degree to which it indicates 
the presence of brain injury and its after- 
effects. The results suggest that it is of 
somewhat greater value than impotence in 
diagnosis of persons with mild brain injuries. 
However, perplexity occurs slightly more 
frequently than impotence among our 
controls. | 

Automatic phrases closely approximates 
repetition in importance. Our results indi- 
cate, however, that the presence of automatic 
phrases is more frequently associated with 
severe damage, although it also is present in 
about 25%' of the patients with moderate and 
mild injuries. 

Table II presents the percentage of pa- 
tients in our brain injured and control 
groups who gave evidence of the additional 
signs which were mentioned in the previous 
section. 

Inflexibility occurs more frequently among 
the controls than do any of Piotrowski’s 
signs. However, it occurs over twice as 
often among the brain injured as among the 
controls, and is thus of definite value. Al- 
though the frequency of the occurrence of 
this sign decreases as the severity of the in- 
jury decreases, it does “hold up” fairly well. 
In our mildly injured group, 57 percent of | 
the patients showed the presence of this sign. 

Consideration of blots as actual objects is 
found in 25%' of our control patients. It was 
present in 70% of the brain injured cases. 

The results indicate that this sign is par- 
ticularly helpful in identifying patients with 
mild and moderate organic cerebral altera- 
tions. This feature of the sign increases its 
value, because patients with less severe in- 
juries generally give fewer indications. | 

Concrete responses is a sign which is pres- 
ent to a considerable degree in each group. 
Because of this, its presence must be inter- 
preted cautiously. Its frequency is definitely 
greater in our brain injured group than in 
our controls, however, and this indicates that 
it is of some value. This sign occurred in 
100% of our severely injured patients and 
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less frequently in our moderate and mild 
sub-groups. 

Unclear definition of responses is one of 
the most helpful signs to be discussed. Tt 
was present in 70% of the brain injured 
patients and 15% of the controls. As noted 
earlier, a carefully conducted inquiry is 
necessary to detect the presence of this sign. 
The frequency with which this sign occurs 
drops off rapidly as the severity of the in- 
jury decreases. Nevertheless, 53.6% of the 
mildly injured group showed the sign. 
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of the time. Irrelevant comments is mainly 
associated with serious damage. 

Covers parts of cards is a sign which rarks 
approximately with repetition and automatic 
phrases. It occurs a little less frequenz-ly 
(18.3%), but it is also present in fewer cf 
the controls. This type of behavior is used 
more frequently by patients with moderate 
and mild injuries than by those with severe ~ 
injury. If the patient shows ths ability to 
use this method to overcome his distracti- 
bility by external stimuli, an indication may 





TABLE II 
PERCENTAGE OF PATIENTS SHOWING ADDITIONAL SIGNS ProroseD By Tars STUDY 
Iflx. Act. Obj. CR Def. Catas. Edg. Ic Cov. Cds.| WE 

Controls 

N's 28.0 25.0 48.0 15.0 1.0 17.0 4.0 6.0 30 
Brain Injured 

y's 61.7 70.0 86.7 70.0 31.7 41.6 21.7 18.3. 83 
Severe 

%'s 72.73 63.64 | 100. 100. 72.73 | 63.64 | 45.45 9.09 | 27.2 
Moderate 

%'s 66.67 76.19 90.48 76.19 23.81 33.33 23.81 23.81 oo 
Mild 

%’s 57.1 68.0 78.6 53.6 21.4 39.0 10.7 18.0 71 





Catastrophic reaction is another valuable 
sign. It does not occur frequently in either 
group, but when it is present it is almost de- 
finitely pathognomic. Only 1% of our con- 
trols and 31.7% of our brain injured cases 
gave evidence of the sign. The sign occurs 
most frequently in the severely injured, al- 
though over 20% of each of the moderate 
and mild sub-groups also demonstrated it. 

Our results show that “edging” is an im- 
portant sign, ranking slightly below per- 
plexity. It occurs in 41.6% of the brain in- 
jured patients and 17% of the controls. 
Edging “holds up” fairly well in the mild 
cases. In these it is probably more valuable 
than any of Piotrowski’s signs. 

Irrelevant comments is not present fre- 
quently in either group. The primary value 
of this sign is that it occurs in only 4% of the 
controls. Thus, being present in 21.7% of 
the brain injured patients, its occurrence 
may be considered a valuable indication of 
organic cerebral alteration. However, in 
mild cases, this sign is present only 10.7% 


be present that the impairment is rot 
extreme. 

Withdrawal and re-attack is valuable in 
cases of severe brain injury. It rarely occers 
among controls (3%), and Table II shows 
that it is of little help in distinguishing pa- 
tients with mild and moderate injury. 

In addition to the above, several possible 
signs of brain injury were investigated which 
did not prove to be of great value. The mean 
number of vista responses does not differ- 
entiate between our brain injured groups 
and the controls, except for the severely m- 
jured. The percentage of cases with vista re- 
sponses is of greater value than the means. 
Our results indicate that patients with, severe 
and moderate cerebral injuries have at leest 
one vista response in only 20 to 25% of their 
records, and 46% of the controls have at 
least one of these responses. Excessive card 
turning was not found to be of help in detect- 
ing brain injury. The level of organizatioral . 
ability (Z score) in relation to the number 
of responses is also of little valu2. It is in- - 
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teresting to note that the mean Z score ap- 
proximately equalled the mean number of re- 
sponses in each of our groups. 

An investigation was made of the fre- 
quency of rejection of specific cards and the 
percentage of patients who rejected at least 


values, and percentage of the records con- 
taining the various scoring determinants. In 
some cases the means were so small the sig- 
nificance of difference would have little prac- 
tical value. In these instances they were not 
calculated. | 


TABLE HI 
PERCENTAGE OF REJECTIONS 











Grours N Card card n Soig Pi cad oon Card ca cag AD rejecting 
Severe la| 9/ 1} of of 27| 27] 9! 9| 45} of s 
Moderate at} s| 9| 1} 101 5| 4| 10| of ul u 37 
Mild æ) 4l 4| 7| 7| at ml 7| 4| wl 36 
Total Brain Injured 6o T aa a arte ur F Tp 13 40 
Controls ‘roo! 2! 5) 7| 6| 2] 14] 3 9 33 
TABLE IV 


DISTRIBUTION CONSTANTS, SIGNIFICANCE OF DIFFERENCES IN TERMS OF “t”? VALUES, AND PERCENTAGE 
OF RECORDS CONTAINING THE VARIOUS SCORING DETERMINANTS 




















N| R w [Dow] D Expe Z F+ |F- 
Controls I00 
Means 28.06 | 7.44 | -I5 | 17.68 2.75 | W!D(Dd) | 1.92:3.80 | 29.70 |-I1.91 | 4.08 
. D. 15.084; 6.136 9.617 23.466 | 5.852) 3.375 
%o 51.67 
Brain Injured | 60 
Means 24.03 | 5.72 | .12 | 15.60 2.62 | WID(Dd) | 1.73:4.24 | 22.21 9.37 | 4.48 
: 20.664 | 4.564 14.245 16.629 | 7.880 | 4.345 
ae 0.613 | 1.857 | n. s. | 1.045] n.s. 2.141 | 2.299/ n.s. 
% 62.00 
c CF FC VF FV Y YF FY S A% 
Controls : 
Means 1.01 1.35 |- 1.86 07 1.03 0.11 0.36 3.32 3.08 
% 43.00 | 56.00 | 68.00 5.00 | 43.00 9.00 | 18.00 | 84.00 | 76.00 | 44.98 
Brain Injured | 
Means 0.G5 0.87 1.88 0.03 1.43 0.15 0.22 2.20 3.00 
Be de n, S. n. s. n. s. 
% 40.C0 | 48.33 | 71.67 1.67 | 36.67 | 10.00 | 13.33 | 61.67 | 68.83 | 44.94 





one card. The results are shown in Table III. 
In comparing the rejections of the brain 
injured with the controls, it is apparent that 
cards 5, 6, and 9 show the largest differences. 
These findings may be of some assistance as 
substantiating evidence if other indications 
of organic cerebral alteration are present. 
The quantitative data derived from the 
psychograms were also studied. Table IV 
presents the distribution constants, the sig- 
nificance of differences in terms of “t” 


The number of responses, already dis- 
cussed, does not significantly differentiate the 
groups. The number of W, D, and Dd re- 
sponses also is not helpful in this respect. 
The average approach for each group has 
been calculated following Beck’s suggestion 
(1) that the normal approach reflects a W, 
D, Dd distribution of 6, 20, 4. We find in 
our cases that W is weighted in using this 
formula, This cannot be construed as a dis- 
agreement with Beck’s figures, because our 
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control group consisted of hospitalized pa- 
tients and cannot be considered strictly 
normal. 

The experience balance is similar in each 
group. The mean Z scores, though lower for 
the brain injured group, are not significantly 
different. The mean number of F+ re- 
sponses in each group shows a difference 
which is significant at the 1% level. Al- 
though this does differentiate between the 
groups, it is of liftle assistance in identifying 
individuals with brain injury. The mean 
number of F— responses was not found to 
be of value. 

Because many of the records had none of 


the scoring determinants that remain to be. 


discussed, the mean number will be given 
little emphasis. It is clear that the means 
offer little help in an individual situation. A 
comparison of the percentage of records in 
each group having at least one of the remain- 
ing scoring determinants is of slightly 
greater value. ` 

In general, a greater percentage of the 
controls gave responses which made use of 
each of the scoring determinants. The con- 
trols gave CF responses slightly more often 
than did the brain injured patients, but the 
C and FC responses show insignificant dif- 
ferences. The vista responses also are of 
little help as earlier mentioned, although FV 
responses are slightly more frequent among 
the controls. Except for FY, the Y re- 
sponses are of little value. FY responses, 
however, occur in 84% of the controls and 
only 61.67% of the brain injured patients. 
The absence of FY, therefore, may be a cor- 
roborating factor if other indications point 
toward organic cerebral alteration. Included 
among the responses scored FY were texture 
and surface shading. White space (S) re- 
sponses are slightly more frequent among the 
controls but are of no practical significance. 

It can hardly be expected that a single 
quantitative factor will adequately differen- 
tiate the brain injured and control groups. 
Interpretation of the individual record may 
yield more promising results. Interpretation, 
of course, necessitates a consideration of the 
influences of one factor upon another, and 
results in an integtated reflection of the per- 
sonality structure. 

The frequency of occurrence of responses 
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falling into the various content classifications 
was also investigated. The results show in- 
significant differences between the groups. 
The mean number of H, Hd, A, and Ad re- 
sponses, particularly, are nearly equivalent 


. in the brain injured and control groups. 


The records in each sub-group of the brain 
injured patients and those in the control 
group were examined in an effort to find 
common factors in interpretation. We have 
no “normal” base line from which to make 
a comparative analysis, because many of our 
controls gave indications of neurotic distur- 
bances. Nevertheless, certain types of dis- 
orders, aside from intellectual impairment, 
are consistently present in the brain injured 
patients. It will be of value to point these 
out, primarily to stimulate further investiga- 
tions in which individuals with organic cere- 
bral alterations can be compared with cases 
which fall more closely into the “normal” 
range than do our controls. 

The patients with severe injury, without 
exception, gave indications of the presence of 
anxiety. The anxiety states renged from 
mild to severe disturbances. A high per- 
centage of these records also suggested the 
presence of depression and hypcchondriasis 
in varying’ degrees. Relatively poor emo- 
tional control and adjustment were presert, 
although this was not found as frequently 
as the above factors. In the case of one pa- 
tient with fairly normal adjustments prior 
to injury the test results closely resembled 
those common to schizophrenia. In each of 
the cases in this group signs of cerebral 
deficit were unmistakably present. 

In the group with moderate cerebral in- 
juries a few records reflected normal per- 
sonality adjustments, but indications of 
anxiety and depression were frequently pres- 
ent. Suggestions of hypochondriasis oc- 
curred somewhat less frequently. Several of 
the test results gave indications of schizo- 
phrenic-like disturbances. 

Anxiety indications were consistently 
present in the mildly injured group. Feel- 
ings of inferiority were also found often in 
these records. This may be a result of the 
patients’ comparatively greater ability to 
understand the possible future effects of their 
injuries. Some of the cases evidenced trends 
of mild depression and hypochondriasis. A 
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few in this group also showed the presence 
of schizophrenic-like disturbances. 

Each of the types of disturbances men- 
tioned above was present more often among 
our brain injured patients than among the 
controls, even though many of the controls 
had at least mild neurotic disturbances. 
These common interpretive factors cannot 


differentiate between persons with and with- 


out organic cerebral alterations, but they do 
indicate personality maladjustments that are 
frequently among the after-effects of brain 
injury. 

In a following study we shall consider the 
influence of intelligence upon the occurrence 
of the Rorschach signs of brain injury that 
have been discussed. It is immediately ap- 
parent that the intelligence of the subject is 
of significance in determining the presence 
or absence of at least some of the signs. 
Therefore, it is of value to know the extent 
to which the signs must be present, in the 
various intelligence levels, before the pos- 
sibility of brain injury can be indicated. 


CoNCLUSIONS 


The findings in this study suggest that im- 
potence and perplexity are the most impor- 
tant of Piotrowski’s signs in identifying per- 
sons with post-traumatic cerebral injury. 
Automatic phrases and repetition are also of 
definite value. Color naming occurs less fre- 
quently in both brain injured and control 
patients than those mentioned above. How- 
ever, it occurs so rarely among controls that 
it is also of diagnostic value. The results 
suggest that color naming is most helpful in 
cases with mild injuries. The number of M 
responses, average response time, and total 
number of responses are not of significant 
value except among patients with severe 
cerebral injuries. The F+% is generally 
lower among brain injured patients than 
among the controls, but this difference is 
not sufficient to be helpful in individual diag- 
nosis. The popular response percentage, in 
. records of 25 or less responses, was’ not 
found to be of value. The mean number of 
popular responses may be of assistance in 
identifying patients with severe injuries, al- 
though its importance is negligible in the 
‘moderate and mild cases. 
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Of the nine additional signs which we have 
named and evaluated, unclear definition of 
responses is probably the most important. 
This sign was present in 70o% of the brain 
injured patients and only 15% of the con- 
trols. Consideration of blots as actual ob- 
jects is also of definite assistance. It “holds 
up” very well in patients with mild cerebral 
injuries. Catastrophic reaction occurs in 
only 31.7% of the brain injured patients. 
However, its occurrence strongly suggests 
the presence of organic cerebral alteration 
because it is found in only 1% of the con- 
trol patients. Inflexibility is also of definite 
value, being present in 61.7% of the brain 
injured and 28% of the control cases. This 
sign is of definite help in identifying patients 
with mild cerebral injuries. Irrelevant com- 
ments is usually found only in patients with 
moderate or severe injuries although it is 
probably also of some value in diagnosing 
mild brain injuries. Edging is present fre- 
quently among brain injured cases and is 
of help in differentiating these patients from 
our controls, This sign is slightly less impor- 
tant than perplexity. Concrete responses 
occurs in 4890 of the controls and thus must 
be interpreted with caution. Its presence in 
86.7% of the brain injured patients justifies 
including it among possible indicators of 
cerebral damage. Covers parts of cards is 
valuable primarily in identifying patients 
with mild and moderate injuries. It is of 
little help in cases with severe cerebral al- 
terations. Withdrawal and re-attack, con- 
versely, is associated almost exclusively with 
severe injury. 

An analysis of the quantitative data de- 
rived from the test records gave little infor- 
mation which can be used in differentiating 
post-traumatic brain injured patients and 
controls. : 

Certain common factors in interpretation 
are present in the records of brain injured 
patients. Anxiety was consistently reflected 
in each of the brain injured sub-groups. 
Feelings of depression were also regularly 
present in each subgroup, though not as fre- 
quently among the patients with mild in- 
juries. Hypcochondriasis was found most fre- 
quently among the severely injured, but was 
also often reflected in the records of the re- 
maining patients with cerebral damage. 
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Occasional schizophrenic-like records occur- 
red in each of the brain injured sub-groups. 
Impaired emotional control was significantly 
present only among patients with severe 
injuries. 


SUMMARY 


The Rorschach test records of 60 post- 
traumatic, brain injured patients have been 
compared with those of 100 control patients 
in an effort to find factors characteristic of 
organic cerebral alterations. Piotrowski’s ten 
signs of cerebral disturbance have been 
evaluated. The results indicate that impo- 
tence, perplexity, automatic phrases, repeti- 
tion, and color naming are of value in identi- 
fying brain injured patients. Nine additional 
signs, which are found to be helpful in diag- 
nosis, are named and discussed. A review of 
the test records from an interpretive view- 
point indicates that anxiety, depression and 
hypochondriasis were frequently present and 
schizophrenic-like disturbances were occa- 
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sionally present among the brain injured 
patients. i 
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SITUATIONAL AND ATTITUDINAL INFLUENCES ON 
RORSCHACH RESPONSES 


ABRAHAM S. LUCHINS, Ps. D.t New York, N. Y. 


THE SUBJECTS 


The Rorschach test has been wicely, em- 
ployed as a clinical tool in army installations. 
Recently there was a discussion of Rorschach 
data obtained from duty personnel in an 
army installation(8). This paper deals with 
data obtained in a number of army hospitals 
by various clinicians. 

The writer was given access to the Ror- 
schach records of all the patients who in the 
past 13 months had been referred for consul- 
tation to the neuropsychiatric service of a 
large military hospital.” Since we were in- 
terested in normal individuals’ responses to 
the Rorschach, we selected the data of those 
patients (henceforth to be called the C- 
group) whcse clinical records, case histories, 
and scores on all tests administered by the 
neuropsychiatric service, other than the Ror- 
schach, were negative.* Aside from the fact 
that the 351 soldiers in the C-group had been 
sent to the neuropsychiatric service, usually 
because the medical service thought that 
their complaints were out of proportion to 
the findings of the physical examinations, 
they could be considered as psychiatrically 
“normal.” “All their Rorschach protocols had 
been analyzed in accordance with the direc- 
tions given by Beck(2). 

An analysis was also made of data from 
256 Rorschach examinations administered 
and scored by the writer or one of his col- 
leagues at three other military hospitals. The 
soldiers in this group (henceforth to be 
‘known as the L-group) include 80 who were 
duty personnel, e. g., nurses or occupational 
therapists, and 176 who had been referred 


1 Assistant Professor of Psychology and Director 
of the Guidance Bureau, Yeshiva University, New 
York, New York. 

2 This was accomplished through the courtesy of 
Jessie H. Craft who had administered and scored 
the Rorschach examinations. 

3 It would have been best to use as subjects 
soldiers who were not hospitalized for amy reason, 
but not a sufficiently large number of protocols was 
available to the writer under this restriction. 
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for consultation to the neuropsychiatric ser- 
vices of the hospitals, but whose clinical 
records, etc., were negative. All the proto- 
cols of the L-group had been analyzed in 
accordance with: the directions given by 
Klopfer and Kelley(7). 

The C-group consisted of white male 
soldiers, 18 percent of whom were officers. 
Their ages ranged from 19-59, with 68 per- 
cent between 21-26 years. Bellevue-Wechs- 
ler scores placed.g, 24, 39, II, 7 and I0 per- 
cent, respectively, in the borderline, dull nor- 
mal, average, bright average, superior and 
very superior categories of adult intelligence. 
Only 8 percent had had less than six years 
of elementary school, 15 percent were public 
school graduates, 26 percent had attended 
but not graduated from high school, 23 per- 
cent were high school graduates, 13 percent 
had attended but not graduated from college, 
and 15 percent had college degrees ranging 
from the Bachelors to the Ph. D., D.D.S. 
and M.D. About 65 percent of the group 
came from rural communities of the southern 
and southwestern states. 

It was mentioned above that the L-group 
consisted of both patients and non-patients 
(31 percent). About 4 percent were females, 
IZ percent were officers, and 14 percent were 
colored soldiers. Most of its members came 
from southeastern rural communities. On 
the whole, the L-group was of somewhat 
lower educational and intellectual status than 
the C-group. 


PRESENTATION OF RESULTS 


In discussing the various types of re- 
sponses to the Rorschach plates, some au- 
thors, e. g., Bochner and Halpern(3), Brus- 
sel and Hitch(4), Klopfer and Kelley(7), 
and Rorschach(12), give results made by 
“normal” civilians. Although these numbers 
are not presented as standardized norms, 
they are indicated, by implication in some in- 
stances, as reference points for analysis of 
protocols: Since these manuals havé been 
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used in the army, and one of them(4) was 
designed for military usage, it may be worth- 
while to compare these normal reference 
points with the responses made by the C- 
group and L-group. Comparison is made dif- 
ficult because most manuals-do not state (a) 
on how many subjects’ responses the results 
are based, (b) whether the results embrace 
the entire range of obtained responses, are 
the interquartile range, or perhaps a range of 
averages, and (c) whether a quoted average 
is a median or mode, etc. Moreover, 
little or no information is furnished concern- 
ing the subjects’ I.Q.’s, socio-economic 
levels, educational and cultural backgrounds, 
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included non-patients, although they differed 
in composition in some otxer respects, and 
even though their protocols were scored in 
accordance with the directions of different 
manuals, show similar results in most cate- 
gories. Our data differ, ir. some categories 
rather strikingly, from those given by some 
or all of the other authors. Note the smaller 
lower limit for our groups’ total number of 
responses (R)—and this would have bean 
even lower if subjects who zave less than 10 
responses had been included-—the decrease in 
average W, d and Dd, M and O reactions, 
and the increase in average F, A and D re- 
actions. 


TABLE I 
Normal 
Bochner Brussel Klopfer Range Mean + S.D. 
an ani aT > 

Halpern Hitch Kelley Rorschach C-group L-group C-greup L-group 
TR se ace EEE E 25-50 20-40 15-30 10-OI 10-51 21.2 + 10.9 20.1 + 7.9 
WU aa wea ees 25-30 25-30 40; “Sse O-91 0-93 16.8 xt 3.1 14.2 1.8 
D éaucwicies 65-70 40-60 dats dese 0-95 0-07 79.2 = 9.2 73.6 1 3.7 
d and Dd%.. 10 Io 5-15 ce ee 0-93 0-93 0.7 + 2.6 1.6 + 2.8 
| eee 20-50 50-55 50° seeec 44-100 56-100 60.4 +Œ 26:3 87.2 £ 9.7 
AJo senses 35-50 25-50 resse 30-55 0-93 0—91 62.5 £3.6 64.3 £ 4.6 
Pop.% ...... 20 20-30. kee waksi 0-67 0-60 15.4 + 2.9 13.6 = 2.6 
O% 10-20 15-20... 0-20 $ 0-6 4 0.5 + 1.9 
I TE mentee I-3 2-5 1-3. 2-4 0-8 0-6 i= ta 1.0 + 1.2 


* Beck's method of analysis does not include O responses. 


and the circumstances of the test situation. 
Nonetheless, it may prove of interest to com- 
pare these normal reference points with our 
data. 

Table I contains for the various categories 
of responses the figures presented for normal 
individuals by these authors,* and the entire 
range as well as the mean together with its 
standard deviation for the C- and L-groups. 
The table does not include the protocols of 
those of our subjects whc gave a total of less 
than ro responses, because such a protocol 
was considered to contain insufficient data 
for analysis. Thus, 20 subjects of the C- 
group and 28 subjects of the L-group were 
omitted. . 

An examination of tabie J reveals that the 
various authors differ somewhat among 
themselves in their normal reference points. 
The C- and L-groups, although one con- 
sisted exclusively of patients and the other 


4 The figures are taken from the table given by 
: Linn -(8, page 23). 


Linn(8) also noted discr2pancies between 
his results, based on normal soldiers, end 
those given by these manuals. Some of the 
discrepancies he found follow the same trend 
that we observed, e. g., the ncrease in F and 
A and the decrease in M, but in a number of 
categories his data differ sharply from ours 
(cf. 8, page 23). He puts forth the following 
hypothesis in an attempt tc explain why his 
soldiers showed norms whch differed from 
those based on civilian populations. 


Adaptation to military Hfe involves drastic and 
deep-seated changes in the bekavior and thinking 
of the individual. The life' of the soldier is regi- 
mented and ritualized..... -n making this ad- 
justment the individual regresæs to a less mature 
level of performance. He becomes constricted in 
his interests, ambitions and ene-gy output If 
this vast transformation in the thinking and be- 
havior of the draftee did not manifest itself in a 
new set of “normals” in the Rorschach test, it 
would be truly remarkable.. ... Actually the 
Rorschach results reflect these changes very well. 
In the test situation the indiv:dual does no more 
than he has to. The result is a great diminution in 
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the number and quality of the responses .... high 
reliance on popular responses and “cheap” responses 
involving poor form and demanding a minimum of 
intellectual effort. .... Stereotypy of thinking is 
evident in the limited content of the responses, and 
the high F and A percentages. Poverty of inner life 
and emotional immaturity is evidenced by the amaz- 
ing lack of haman movement (8, pages 21-22). 


This explanation does not seem to be 
wholly satisfactory for the subjects of this 
study. For some of them, who had come 
from circumscribed homes or communities, 
army life represented freedom rather than 
regimentation and ritualization. Army life in 
some cases brought about an increase in the 
number of interests and avenues of self- 
expression, a widening of the behavioral and 
geographical worlds. Moreover, discussions 
with the subjects and analysis of other test 
data revealed that many of the soldiers did 
not appear to have as much “poverty of inner 
life and emotional immaturity” as the Ror- 
schach protocols would seem to indicate. 


READMINISTRATION OF THE RORSCHACH 
PLATES 


In an attempt to understand the nature of 
their responses, the writer used the following 
procedure in the case of 103 subjects in the 
L-group whom he tested. After completing 
the inquiry part ot the examination, the ex- 
aminer said to the soldier, in effect, if his re- 
sponses had been limited in content: “Some 
people see different kinds of things in these 
cards. They see animals, plants, human 
beings, or parts of these objects. Here is 
the first card again. Let us see whether you 
too can find a part of or a whole animal, 
plant, or human being.” If he failed to give 
new resporses, he was told to look for spe- 
cific objects which he had not mentioned dur- 
ing the free association part of the test. To 
subjects who still did not respond, the ex- 
aminer said, for example, “See, here is a 
face,” and “Here is a flower,” and outlined 
the figures with his finger. The subject was 
asked whether he could now see the objects 
and was asked to trace them, Card II was 
presented without comment. After one min- 
ute, if the individual gave no new responses, 
the procedure used in the first card was fol- 
lowed. In this manner, all the plates were 
again presented. i 
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Where no M response, for example, had 
been made, the above described method was 
modified to fit the determinant or location 
feature in question. 

In many cases, as we went from card to 
card, subjects spontaneously gave new re- 
sponses. Each subject was asked, after the 
last card was represented, why he previously 
had or had not given certain responses, or 
why he still failed to name certain objects. 
This led to a discussion of their responses. 
A. summary of their comments during this 
discussion is presented below. 


SUMMARY OF SUBJECTS COMMENTS 


1. Disinterested attitude: Did not exert 
himself because (a) it was only inkblots, 
child’s play, foolishness; (b) he had been 
given many tests in the army which usually 
meant nothing; (c) he saw no connection 
between the test and his physical ailments; 
(d) he resented being tested, was tired of 
being pushed around from doctor to doctor; 
(e) he was preoccupied with problems and 
worries and not in the mood for flights of 
imagination. 

2. Fearful of test or tester: He was afraid 
that what he said would be used against him, 
would seem silly or “psycho.” He was on 
guard against the officer who tested him. 

3. Misunderstanding of instructions: Did 
not know what he had to find; not sure what 
was considered a correct answer; thought 
there was some definite figure hidden in the 
design which he must find; that he had to 
give only one response to each card; that he 
had to give only W responses (cf. the high 
upper limit of W responses) ; that what he 
found must contain all the features of the 
object named, must be perfect in all details, 
or else it would be considered incorrect, 
cheating, or “psycho.” He thought that the 
time he took to answer was important, hur- 
ried, and became confused (for the effect 
of speed on thinking, see 9, pages 53-56). A 
few said that they had seen some sort of 
design but had had no name for it and there- 
fore did not mention it. 

4. Effects of present or past experiences: 
Some event in civilian life, sometimes related 
to his profession, or in the army, here or 
overseas, was brought to mind by the ink- 
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blots. He saw animals because of his farm 
life, hunting or fishing hobbies (cf. the high 
average of A responses with the fact that 
most subjects came from rural communities). 

5. Literal minded: If he found one object, 
he could not recombine its features so that 
they would form something else—one cannot 
see two objects in the same place. He looked 
for shapes and not for movement because 
there is nothing moving on a card (note the 
small average of. M responses). 

6. Unsuccessful attempt: He really tried 
to see something in the inkblots but often 
could not succeed. (This comment was made 
by a number of the subjects.) 


CONCLUSIONS FROM SUBJECTS COMMENTS 


From these comments it seems that it may 
be of importance for proper interpretation of 
the Rorschach protocols to determine why 
certain responses were or were not made. 
The responses may have been influenced by 
the subject’s attitude toward the test, toward 
the examiner, and by assumptions about the 
test and his task. The protocols may thus 
reflect temporary adjustments or reactions 
and specific attitudes which are related to 
the test situation, rather than reflect basic 
personality patterns. Educational, occupa- 
tional and cultural background may also 
have influenced the responses to the extent 
that these are more a reflection of this back- 
ground than of the dynamics of the per- 
sonality. 

In view of the lack of emphasis on this 
matter in some of the manuals, it might not 
be out of place to reiterate what has become 
common knowledge in contemporary psy- 
chology. One’s perceptions are influenced, 
especially in ambiguous situations, by cul- 
tural and social factors (1, 6, I0, II, 13) 
and by mental sets (11, 14, 15). The Ror- 
schach plates are ambiguous perceptual situ- 
- ations. How an individual structurizes them 
may lead to insight into his personality, but 
the structurization is not derived indepen- 
- dently of social, educational and situational 
factors. A proper evaluation of the person- 
ality can be made only after these influencing 
factors are known and taken into account. 

Research is needed (a) to determine the 
relation between various types of back- 
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grounds and attitudes, and the different cate- 
gories of responses; and (b) to develop 
methods of preparing the subject fcr the 
Rorschach examination so that he will face 
it with the proper mental set, of precluding 
misunderstandings of instructions and false 
assumptions concerning the test and the task. 
Also, it is the writer’s impression that some 
individuals lack the ability tc react to ambig- 
uous perceptual situations (<f. comment €). 
Perhaps it would be of value to devise meth- 
ods of determining this in advance, and of 
deciding whether the subject in question is 
more amenable to other, e. ç., manipulatory, 
auditory or verbal test material. 


SUMMARY AND CONCLUSIONS 


Many of the manuals or the Rorschach 
present data for “normal” subjects which 
explicitly or implicitly are ziven as normal 
reference points. These reference  oints 
differ somewhat from marual to manual. 
They differ a good deal from the Rorschach 
data obtained from two army populations 


examined by the writer and his colleagues. 


Linn(8) also found discrepancies betwe2n 
the responses made by his scldiers and “nor- 
mals” based on civilian populations. His 
explanation of the cause of the discrepancies 
does not seem to suffice for our groups. 

An attempt to throw light on the nature of 


their responses led to a detailed study, in 


the case of some of our subjects, of each card. 
This involved readministration of all the 
plates and was followed by a discussion with 
the subjects of their reactions. Their com- 
ments during this discussion helped to ex- 
plain why they initially responded to the 
Rorschach plates as they had. These com- 
ments showed that the responses had been 
influenced by the operation of specific atti- 
tudes toward the test and the tester, by pre- 
vious experiences, and by the educational, 
occupational and cultural background. They 
suggest the importance (a) of knowing this 
background, (b) of knowing the subject’s 
assumptions about and attitudes toward the 
test and the examiner, (c) >f preparing the 
subject for the test so that he will face it with 
the proper mental set and without false as- 
sumptions, and (d) of segregating those in- 
dividuals who do not react adequately to 
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ambiguous perceptual objects but who might 
give richer responses to tonal, manipulatory 
or verbal materials. 

A partial explanation of the differences in 
the various normal reference points for the 
Rorschach examination may be that the 
populations on whom the norms were based 
differed in backgrounds and attitudes. 

Perhaps the discrepancies in the “nor- 
mals” is one indication of the difficulties in- 
volved when the Rorschach test, which was 
designed and extensively used for the diag- 
nosis of psychiatric disorders, is applied to 
normal individuals. That which is an ‘ex- 
cellent tool for categorizing individuals into 
various disease entities, may require reevalu- 
ation before it is used for normal individuals. 
What may be needed is a thorough study of 
normal subjects’ protocols without the use of 
present clirical concepts, percentages and 
ratios. This may lead to reconsideration of 
the significance of various categories and 
ratios of responses when made by normal 
individuals, and to the discovery of more 
adequate methods of studying normal per- 
sonalities. 
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AND 
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PROBLEM 


A brief test of intellectual level, recently 
developed by the authors, will be reported 
here. The.test has been named the Pre- 
liminary Test of Intelligence (abbreviated 
to P. T. I.). It has been designed primarily 
to meet the needs of the psychiatric examiner, 
but it may also be useful to other clinical ex- 
aminers who find it important to make a 
tentative and rapid appraisal of .the intel- 
lectual capacity of the patient. 

Every psychiatric examiner necessarily 
makes some estimate of his patient’s intel- 
ligence. Referral to a clinical psychologist 
for a more precise determination is often 
not feasible because of limitations of time 
or because such services are not available. 
‘As a result most psychiatrists are forced to 
resort to a variety of procedures which are 
without standardization and highly unre- 
liable. Many examiners estimate intellectual 
level by asking a few questions on current 
events and a few problems in arithmetic. 
They depend for their comparative ratings 
on “subjective norms,” which they have ac- 
quired through years of experience. An- 
other method frequently employed consists 
in the selection of various easily administered 
items from widely used standardized tests 
of intelligence such as the Revised Binet or 
the Wechsler-Bellevue Intelligence Scale. 
This procedure is unsatisfactory not only 
because> the results of an incomplete test 
are of doubtful value, but because the ‘ad- 
ministration of isolated items may invali- 
date the future use of the complete test. 

The test to be described here can provide 
a more reliable estimate of intelligence level 
than the procedures now employed by most 


1From the Department of Psychiatry (School 
of Medicine) and Department of Psychology, Yale 
University. 


examiners who have had no training in 
clinical psychology. The tes: has been star.d- 
ardized on adolescents and zdults, It can be 
administered and scored ir from 5 to 15 
minutes.’ It is not offered as a substitute 
for the more precise instruments for measur- 
ing intelligence, which necessarily require 
more time end special psychometric trzining. 
What it does provide is a mcre adequate way 
of performing the intellectue_ appraisal which 
the psychiatrist himself must often under- 
take, within the limits of tme that he can 
afford to devote to it. 


CONSTRUCTION OF THE PRELIMINARY 
TEST OF INTELLISENCE 


The P. T. I. in its final torm as resorted 
here consists of four brief sections, with the 
following numbers of items: 


Vocabulary: 4 items. 
Comprehension: 2 items. 

Similarities and differenc2s: 2 items. 
Arithmetic: 3 items. 


As some items can often be omitted, the 
test is even shorter than this list would 
suggest. The manner in which items may 
be omitted will be indicated when irstruc- 
tions for administering the test are presented. 

The first step in the corstruction of the 
test was a decision as to the types of sub- 
tests to be included. It was considered de- 
sirable to kave a variety of sub-tests, sirce 
the performance of a psrchiatric patient 
often varies markedly from one type cf item 
to another and the use of any single type 
might give a highly distorted estimate of 
his general intellectual leve, 

Five suk-tests were originally se-ected, 
through the following conziderations. Vo- 
cabulary items were included because of the 
wide evidence that for chidren and. young 
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adults they orovide the most nearly adequate 
single measure of intelligence. Comprehen- 
sion items were included in an effort to get 
some indicztion of what might be called 
“judgment” or “common sense.” The ability 
to detect similarities and differences is pre- 
sumably related in some way to the capacity 
for conceptual and absiract thinking. Arith- 
metic and on-verbal items were added be- 
cause performance with this type of material 
is most frequently affected by organic brain 
disease. 

The non-verbal sub-test, which was similar 
to the paper-cutting items on the Binet test, 
was by far the most lengthy portion of the 
test. The results of the standardization 
showed that the non-verbal section added 
very little to the efficiency of the other four 
sub-tests in predicting Wechsler-Bellevue 
scores. It was, therefore, omitted from the 
final form of the test. In the course of the 
standardization it became clear that the four 
remaining sub-tests would provide a satis- 
factory battery for our purposes, and they 
were all retained. 

For most of the sub-tests, items were de- 
vised by the authors. The vocabulary items 
were selected at varying levels of difficulty 
from the vocabulary list published by Atwell 
and Wells(z). For each sub-test, more items 
were devised at first than were expected 
to be included in the final form. 


STANDARDIZATION PROCEDURE 


The purgoses of the procedures used in 
standardization of the test were as follows: 

I. To permit the selection of the most 
suitable set of items out of those included 
in the preliminary form of the test. 

2. To establish standards for sccring re- 
‘sponses to the items which are retained in 
the test. 

3. To determine the relationship between 
performance on this test and on the 
Wechsler-Bellevue. 

An initial step toward selection of items 
was made by giving this test alone to a group 


of about 42 hospital patients and students. 


The test was still left with more items than 
were. eventually desired, however, and 
further reduction was left until evidence 
could be oktained from the main standard- 
ization. 
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The main standardization involved the 
administration of the P. T. I. to 150 per- 
sons for whom scores were also available 
on the Wechsler-Bellevue. This standard- 
ization group was diverse. The largest 
single group (92) was made up of patients 
in the psychiatric in-patient and out-patient 
clinics of the Yale University School of 
Medicine. Fourteen were bed patients on 
the general wards of the New Haven Hos- 
pital, 16 were counselees of the Vocational 
Counseling Service of New Haven, 14 were 
inmates of the Southbury State Training 
School for the Feeble-Minded and 14 were 
students, employees, etc. The standardiza- 
tion group was considerably more varied. in 


‘ TABLE I 
AGE DISTRIBUTION OF 150 SUBJECTS USED IN 
STANDARDIZATION 
No of 
Age subjects 
OOs ies sek baka es noes seas I2 
a e i, a E TEE P A E E E 13 
nE ls PENER TIE E eeeeseins I5 
EET a AAA T E T 20 
BERG PEENE AE AE A ET 58 
LEE a PEE EEEE EE E eaen 26 
a A E ne O TEET 6 


intelligence than in the general population ; 
for ‘this reason, certain corrections will be 
made in some of the statistical results to be 
reported later. The ages also varied greatly, 
as indicated in Table 1. 

The tests were administered by several 
examiners in addition to the authors.” About 
half the subjects took the Wechsler-Belle- 
vue test before taking the P. T. I., and about 
half took the P. T. I. first. The feeble- 
minded subjects at the state training school 
had taken the Wechsler-Bellevue about six 
months before, on the average. All other 
subjects were given the two tests at the same 
session or within a very few days of each 
other. 


2 We are greatly indebted to the following per- 
sons for their generous cooperation in administer- 
ing the present test, or in supplying Wechsler- 
Bellevue scores: Marion Brody, Roderic Gorney, 
Ann Horton, R. W. McClure, Jr, Angela Quadfa- 
sel, Esther K. Sarason and Seymour Sarason. The 
cooperation of the New Haven Hospital, the South- 
bury State Training School and the Vocational 
Counseling Service of New Haven is greatly 
appreciated. 
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In the following paragraphs, the proce- 
dure and results will be discussed in con- 
nection with each of the three purposes of 
the standardization. 

Selection of Items—On the basis of re- 
sults obtained during the standardization, 
certain items were eliminated and others 
retained. The criteria used in selecting the 
items to be retained were: 


1. Ease and objectivity of scoring. 

2. Differentiatior in average Wechsler-Bellevue 
score between persons passing and failing the item. 

3. Lack of ambiguity. 

4. Range of difficulty within each sub-test. 


By application of these criteria the items 
were reduced to the numbers specified above. 
The particular items used will be presented 
below in connection with instructions for 
administering the test. 

Scoring Standards.—A fter a preliminary 
discussion of scoring standards, each re- 
sponse was scored independently by two 
of the authors. They then conferred about 
all the responses on which they disagreed 
or which either of them had marked as 
questionable. For each item in the final 
form of the test, standards were formulated 
which expressed the criteria to which the 
scoring conformed and which could be fol- 
lowed by another person. These standards, 
together with examples, are presented in the 
section on scoring. The same standards, 
which, of course are chosen arbitrarily, must 
be used in the scoring since the interpreta- 
tions are based upon them. 

Relation to Wechsler-Belleoue Scores — 
For the 150 subjects used in the standardi- 
zation, the correlation between the score on 
the P. T. I. and the total weighted score on 
the Wechsler-Bellevue test was +0.90. The 
magnitude of this coefficient would be mis- 
leading, however, if it were taken as repre- 
sentative of the general population, because 
our 150 cases were selected to have a dis- 
proportionate number of extreme cases, and 
this fact of course tends to inflate the cor- 
relation coefficient.” Two devices were used 
to estimate the correlation between the two 
tests for the general poptlation. 

I, The variability (standard deviation) 
of Wechsler-Bellevue total weighted scores 


8¥For clarification of this point see, e.g. Peters 
and VanVoorhis, pp. 208 ff.(5). 
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for a sample of the total population, selected 
according to age in the same proportions 
as our sample, was estimatəd at 22.54 We 
then determined the numbe- of cases which 
must be removed from each of the more 
extreme score intervals in order to yield an 
approximately normal distribution with a 
standard deviation of 22.5. The appro- 
priate number of cases wes then removed 
at random from each score interval. There 
remained a sample of 104 cases. The cor- 
relation coefficient expressing the relation 
between the two tests was then computed 
directly for this sample and was found to 
be +0.74. 

2. From our observed data and an esti- 
mate of 22.5 as the standard deviation of 
Wechsler-Bellevue scores for the general 
population, the correlation coefficient was 
estimated for the population by a conven- 
tional statistical formula;* the estimate so 
obtained was +0.79. 

The value of this brief test for predicting 
Wechsier-Bellevue scores is, then, - rather 
high. Our estimated correlation (between 
0.74 and 0.79) compares quite favorably 
with values found in other published reports 
of the use cf short tests to predict Wechsler- 
Bellevue scores. Lewinski(3) compared 
scores in the Kent Oral Emergency Test and 
the verbal battery of the Wechsler-Bellevze, 
for 290 “psychopathic and subnormal” naval 
recruits, and found a correlation of 0.73. 
In another study of 100 naval recruits, 
Lewinski(4) reports a correlation of 0.65 
between Group A of the H2rring Binet and 
the Wechsler-Bellevue Verbal Scale. Gold- 
farb, as cited by Wechsler(8, p. 134), ex- 
amined 10& male adults and 60 female adults 
with the Otis Self-Administering (20 minute 
limit) and the Wechsler-Belevue Full Sczle, 
and ccrrelations of 0.73 end 0.53 resp2c- 
tively, were found for these data. The exact 
values of these various correlation coeffi- 
cients cannot meaningfully be compared, 
however, because of the probably dicfering 
variabilities of the samples studied.® 


4 This estimate was based on the data appearing 
in Table 14, p. 118, of Wechsler’s manual(8). 

5 See Peters and VanVoorhts, formula 131, p. 
210(5). 

6 Correlations from 0.76 to 0.97 have b2en re- 
ported(2, 6, 7) between selected combinations of 
subtests of the Wechsler-Bellevue and the entire 
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Correlations of this general magnitude 
mean that the prediction can be only very 
rough. .We do not believe it wise to use 
this or any other short test as a basis for 
making a quantitative statement predicting 
an exact score on the Wechsler-Bellevue. 
The designation of broad categories is all 
that seems appropriate. Our recommenda- 
tions abou: how this should be done will be 
presented in the section on the use of the 
test. 


THE PRELIMINARY TEST OF INTELLIGENCE 
AND ITS ADMINISTRATION 


The test should be administered in a sit- 
uation which is as free as possible from 
distraction—preferably in a room alone with 
the subjec:. An examiner should at first 
record the responses verbatim, as it will be 
necessary to compare the responses later 
with the scoring standards in order to score 
them accurately. Recording should be as 
unobtrusive as possible and never in a sit- 
uation where the subject may see what the 
examiner is writing. Later, when the ex- 
aminer is experienced with the scoring stand- 
ards, he may be able to score as the test 
progresses, without recording the responses. 
It may still be desirable to record certain 
responses because of an interest in their 
qualitative nature as well as their quanti- 
tative score. 

Test questions may be repeated where 
requested by the subject; but the wording 
of the question should in no case be altered 
except as suggested in the detailed instruc- 
tions below. Where the subject’s response 
is ambigucus or when the examiner for some 
reason believes the subject capable of a bet- 
ter answer, the examiner may say, “Please 
explain further,’ or “Tell me more,” etc. 
Such pror-pting should be given only once 
on any one test item. 

Phrases have been suggested at the be- 
ginning of each test as transitions; if the 
examiner finds them awkward or unnatural, 
other such phrases may be substituted, but 
the test questions themselves should always 





test in an effort to devise a “brief Wechsler.” 
These correlations are irrelevant to our -present 
purpose, which is the tentative prediction of Wech- 
sler-Bellevue scores without necessitating the “using 
up” of-any items on that test. 
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be asked as they are printed here. Encour- 
agement and praise should be given when it 
seems advisable. In general, the examiner 
should not indicate to the subject whether 
or not his responses are correct. Extraneous 
conversation should be limited as much as 
possible during the test administration. 


VOCABULARY 


“Now first I’m going to ask you the meaning of 
some words. Waat does... . mean?” or “What 
1S O66 6 ?” Tf any response is ambiguous, say, 
“Please explain,’ “How do you mean?”, etc., but 
give no further help. If two successive items are 
clearly failed, remaining vocabulary items may be 
omitted.” , 

I. Saucer. 2. Temperature. 3. Immune. 4. In- 
fallible. 

{x point is allowed for each correct answer; the 
maximum score is 4. For scoring standards, see 
below.) 


ARITHMETIC 


“Now Ild like to ask you some arithmetic prob- 
lems.” If item 1 or 2 is failed, the remaining arith- 
metic items may be omitted.® 

1. “How much is 3 apples and 4 apples?” 

2. “If a man drives his automobile r60 miles in 
4 hours, what is his average rate of speed?” 

3. “A man receives $20 interest from a savings 
account in the bank. If the rate of interest is 2%, 
how much mone does he have in the account?” 

(2 points are allowed for each correct answer; 
the maximum score is 6.) 


CoMPREHENSION 


“Now tell me...’ If the response to the 
second item is ambigtous, say, “Please explain,” 
“How do you mean?,” etc, but give no further 
help. The seccné comprehension question should be 
asked even if the first one is clearly failed. 

1. “Why do we wear clothes?” 

2. “Where is the sun in the middle of the night?” 

(Each item is given either 0, 1, or 2 points. The 
maximum score is 4. For scoring standards, see 
below.) 


SIMILARITIES AND DIFFERENCES 


“I am going to name two things and I want you 
to tell me first kow they are alike (or the same) 
and then how they are different.” If on any item, 
the subject omits either the similarity or the dif- 
ference, say, “dnd how are they the same (or 
different)?” If the subject cannot state a good 


7 Of the 150 persons in the standardization group, 
not one passed a later vocabulary item after having 
failed two of them. 

8 Of the 150 persons in the standardization group, 
not one passed a later arithmetic item after having 
failed an earlier one. f 
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similarity for the first item, say, “Well, when 
asked how they are alike you might say that a 
chair and a table are both used for eating, or that 
theyre both made of wood, or that theyre beth 
pieces of furniture.” Give no. further illustrations. 
The second item in this subtest should be asked 
even if the first one is clearly tailed. 

I. Chair and table. 

2. Pity and sympathy. 

(On each item, correct statement of a similarity 
receives I point, and correct statement of difference 
receives I point. Credit is to de given for correct 
statement of similarity even if statement of dif- 
ference is wrong, arid vice versa. The maximum 
score is 4, For scoring standards, see below.) 


INSTRUCTIONS FOR SCORING THE TEST 
VOCABULARY ITEMS 


Each item is scored either I or o. 

1. Saucer—-Any response is accepted which 
either defines or gives a use af a saucer. 

Examples of answers from the standardization 
group which were scored right: A dish. A plate. 
Thing that goes under a cup, Something to catch 
the coffee in. You drink something out of it. Part 
of a tea cup. You put salt in. 

2. Temperature-—The answer must contain at 
least one of the following ideas: (1) degrees of 
heat (even if expressed so simply as “how hot it 
is’); (2) difference between hot and cold; (3) 
heat as a property of an object. Failure to men- 
tion one of these, or mention along with clear con- 
fusion with “thermometer” is scored as wrong. 

Examples of right answers: Degrees of heat, 
different points of heat. How hot something is. 
When you are hot or cold, What we use to record 
heat, it is relative, hot or cold. The heat of some- 
thing. 

Examples of wrong answers: Warm, heat. De- 
grees. You see if it’s cold, you have it outside the 
window in the winter time, see how cold it is. Heat 
temperature, body temperature, something up or 
down. Pertaining to heat. Is to do with your fever, 
how high or low it is; in sickness take your tem- 
perature and determine how ill you are. Two; for 
the weather and people take; have fever; weather ; 
when it is cold or warm; means what people take 
for colds. 

3. Immune-—-To be scored as right, the answer 
must contain the idea of protection, safety or lack 
of susceptibility rather than mere absence of dis- 
ease, etc. 

Examples of right answers: Free from, not able 
to catch. To be protected from. Safe from con- 
tagion. Not susceptible to. If immune from any- 
thing, means you wouldn’t ger it. A person that 
can’t catch a disease. 

Examples cf wrong answers: Don’t get sickness 
or disease. Free from. Impossible to acquire. 
Nothing bothers you. Have nc feeling for what is 
bothering you. 

4. Infallible-—The answer must contain the idea 
of being incapable of erring or failing. The ex- 
amples will indicate what a variety of specific ways 
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of expressing this idea are acceptable. Tke ex- 
aminer must particularly watch for a confusion b2- 
tween infallible and true, faultless, free from sin, 
or perfect. i 

Examples of right answers: Incapable of being 
wrong.’ Unerring. Doesnt fail. Something that 
is infallible is true, quality of it can’t be denied; 
a test that’s infallible is honest cr known to work 
all the time. Person can’t make < mistake. 

Examples of wrong answers: Without =2rror; 
not false. Can’t be questioned. A certain tested 
doctrine or law that is proven valid. Practically 
perfect. Without fail, Person who seldom nakəs 
mistakes is infallible. 


ARITHMETIC ITEMS 


No credit is given on the arichmetic itens for 
any response other than the ccrrect answ2rs of 
7 apples, 40 miles per hour and $1000. Correct 
answers receive 2 points apiece, 


COMPREHENSION IT IMS 


Each of these items is given a score of either 
O, I, or 2 points. 

1. “Why do we wear clothes?” One pcint is 
given for statement of any acceptable reason. Two 
points are given if two or more kinds of r2asons 
are given, out of the three kind= listed belaw. If 
two or more of the reasons are given and th2y aze 
all of a single kind, only one pcint is allowed. 

Kinds of right answers, with examples: 

(1) For protection: Use therm against tke els- 
ments of nature. To keep warm. To protect you 
from the sun. Keep dust and germs off. 

(2) For modesty, or because demanded b7 cus- 
tom: To cover our nakedness. Tc protect nuceness. 
We are ashamed. Demanded by the mores. 
Wouldn’t be nice if you went around outstie ell 
naked. 

(3) For adornment: Looks. To get dressed up. 

Examples of answers scored zero: Somebody 
will see what we look like. Because of laws of 
nature; (?) because everyone 2lse does; if wa 
didn’t we would go against law; of nature. Just 
tradition that started and we kæp wearing them. 
Because it’s the civilized way; <lso have to wear 
clothes; (?) because couldn’t go without; its just 
a.... [can’t explain. To cover up ourselves. It’s 
human nature te wear clothes; it’s the thing <o do; 
(?) thing we have been doing <ll our lives. Bə- 
cause we don’t want to be naked and we don’: want 
to die from hunger and thirst. t Spoiled) 

2. “Where is the sun in the miadle of the n'ght?” 
An answer is scored 2 points f it includes the 
idea that the sun remains in the same place (even 
if it also includes the erroneous :tatement that the 
earth revolves around the sun in 24 hours). Lack- 
ing this idea, an answer is scored I point if i indi- 
cates clear understanding that tke sun is srinirg 
on the opposite side of the earth (or some specific 
place there). 

Examples of answers scored 2: On the othe- 
side of world; always in one spoz; seems to move. 
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Just where it is during the day time. We say it 
has travelec into shadow of earth, other side, earth 
goes around sun, actually sun is in same place; 
earth in 24 hours turns around so when we see sun 
merely means we have turned so much. 

Examples of answers scored 1: On the opposite 
side of world. Sun is directly below our zenith. 
About righ: down under and half way round the 
world. China. 

Examples of answers scored 0: Some other part 
of the earth I guess. I haven’t found out; some- 
where beyond the horizon; on the other side of the 
earth. Must be down. Sun goes down and moon 
comes up; C?) beneath earth. Oh, might be over in 
China; it doesn’t stay in one place; stays here in 
day and over in China in night time. Sun revolves 
and goes dcwn in west and up in east in morning ; 
revolving around earth. 


SIMILARITIES AND DIFFERENCES 


Each similarity and each difference is scored 
either 1 or 0, so that the maximum score is 4. 

1. Chair and table. 

a. Similecrity: Any general or concrete state- 
ment of a respect in which a chair and table are 
similar (e.g. form, purpose, material, classifica- 
tion) is sczred correct, even if only approximately 
accurate. 

Examples of right answers: Both needed for 
eating dinner. Both have legs. Both made of wood. 
Both furniture. 

Examples of wrong answers: Legs might be 
alike. Belong to each other. Both members of a 
set. Not alike. Alike in that they are both usable. 
Could be same color or style of furniture. 

b. Difference: 1 point is given for any general 
or concrete statement of a respect in which chair 
and table are different (e. g., purpose, form), ex- 
cept qualitetively inferior or false contrasts such 
as are listed below as examples of wrong answers. 

Examples of right answers: Chair, sit on; table 
don’t. Eat off table; sit on chair. Different because 
one is used to sit personal self on, other is used to 
sit dishes, etc. on. One’s to sit in and the other is 
to put ornaments on. 

Examples of wrong answers: Chair vou sit on to 
be near table. One higher than the other, table 
higher, Table much bigger than chair. Have a 
different shape. One has a back, one has a top. 
One has a back and legs, other just a top and legs. 
Difference is a chair’s a chair, a table’s a table. 

2. Pity and sympathy. 

a. Similarity: Any explicit generalization that 
is at all reasonable is scored as correct. 

Examples of right answers: Both emotions, sen- 
timents, directed by one individual toward ancther. 
Both mean to be sorry. Feeling for someone, any 
feeling. Both emotions of one toward a sufferer. 
Have kincély feelings, both excite feeling of kind- 
ness and interest in assisting. Alike in a feeling 
way. Bestowed upon another’s welfare or mis- 
fortune. Both taking an interest in someone else. 

Examples of wrong answers: Means of com- 
forting. They’re different. Naturally we have sym- 


pathy; one follows another. When you have pity for 
anybody, you sympathize with them; if they did 
something that wasn’t right you would pity them; 
if they did something to somebody else you would 
sympathize. 

b. Difference: Any of three points are accepted 
as correct in making this differentiation: (1) Pity 
involves contempt or feeling of superiority, etc. 
(2) Sympathy involves more empathy or greater 
participation with another person. (3) Sympathy 
may be in response to the pleasure as well as the 
pain of another person. 

Examples of right answers: Pity stronger than 
sympathy; you can be in synipathy with a person 
even if it’s a pleasure; in pity, some misfortune has 
occurred. Pity connected with contempt; whereas 
sympathy may imply respect. To pity someone is 
to be sorry for them, to sympathize with someone 
is to be sorry with them. Pity is an emotion di- 
rected at a person; sympathy is an emotion shared 
with a person. Different in that in one we have 
compassion, understand his feelings; pity we feel 
sorry for, superior to, with compassion. 

Examples of wrong answers: Pity is really not 
personal; sympathy is more personal. Sympathy is 
sincere interest in other’s welfare; pity, you thank 


God it’s not you. When you pity a person, you 


have some kind of disgust in it; sympathy is some- 
thing on a higher plane. 

When answers to various test items are not 
clearly “right” or “wrong” by these scoring stand- 
ards, the examiner must use his judgement. 


INTERPRETATION AND CLINICAL 
APPLICATION 


The proper use of any rapid method of 
determining intellectual status, as we have 
already indicated, is confined to assigning 
a patient to one of several broad categories 
We have chosen four categories: above aver- 
age, average, below average, and markedly 
below average. The user of the test should, 
in his own mind, prefix “probably” to each 
of these labels, for with a brief test it is of 
course impossible to attain the degree of 
certainty that may be possible with a long 
test. 

In order to assign a patient to one of these 
four categories on the basis of the P. T. I., 
the norms given in Table II should be used. 
In consulting these norms the patient’s age 
and his total score on the brief test are all 
the information needed. The table then gives 
the interpretation. In the age range from 
17 to 29 years, for example, a score of II 
would indicate average performance and a 
score of 4 would indicate markedly below 
average performance. 
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It will be noted that, because of changes 
with age in test performance, the interpre- 
tation of any given score may vary accord- 
ing to the age of the patient. For example, 
a score of 7 is interpreted as below average 
if achieved by a person in the 17-29 or 30- 
39 age groups, but is interpreted as average 
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Bellevue I. Q.'s, we have exnibited the rela- 
tionship, for our 150 cases, in Table III. 
Considering the general faiibility of pre- 
dictions based on very brie= tests, we be- 
lieve these results are highly satisfactory. 

There are obvious limitations to the use cI 
any brief test of intelligence. It wouid te 


TABLE II 


_ TENTATIVE NORMS FOR THE INTERPRETATION OF SCORES ON THE 
PRELIMINARY TEST OF INTELLIGENCE 


Age 17-29 30-39 40-49 50-59 60-69 
Above average .......... . Igorabove 13 or above t30rabove I2zorabove i2orabove 
ÅVErage wc ccceccreess sere 9-12 8-12 7-12 6-11 5-II 
Below average .......... es 7-8 6-7 ` 4-6 3-5 2-4 
Markedly below average *.. 0-6 0-5 0-3 0-2 0-1 


* The interpretation of scores in this category will vary according ’to other information avaiable about the sut- 


ject. Scores this low might be due to feeblemindedness, psychological deficit, inability or refusal => cooperate, etc. 


TABLE III 


DISTRIBUTION oF WECHSLER IQ Razincs WITHIN 
EACH CLASSIFICATION CF SCORES ON 


THE P.T.L 
Markedly 
Above Below below 
I. Q. average Average average average 

135~139..... 2 ei > a 
130-134..... 3 a we a 
125-120..... 9 ; a is 
120-124..... 6 3 A 
HIS-IIQ..... It 3 T 
IIO-II4..... 8 5 I : 
105-109..... 4 II 
100-104..... 3 13 

95-00 «.... I0 o 

90-94 ..... ” 2 

85-89 ..... 2 3 a 

80-84 ..... 4 2 2 

TEO seis 3 2 

TO-A cere ; 4 I 

65-69 ..... ; 2 4 

60-64 ..... A I 6 

55-50 ..... 3 

50-54 sse.. : I 

45-49 ..... : 2 


in the older age groups. Similarly, a score 
of 12 is interpreted as average for persons 
of 49 years or younger, but as above average 
for those of 50 years or older. 

These norms are referred to as “tentative” 
because as more data becomes available, 
they may be slightly changed. We believe 
them to be the most satisfactory norms pos- 
sible on the evidence obtained from the 150 
cases in the standardization group. In order 
to show how well the interpretation of scores 
on the P. T. I. corresponds with Wechsler- 


unjustified, for example, to make a clinical 
diagnosis of feeblemindedne3s on the basis 
of this test alone. Becausz of its highly 
verbal content, it will not be useful with in- 
dividuals with aphasic or other language 
difficulties. The test will also not be useful 
in situations where fine discriminations of 
differences in ability are required or where 
interest is centered in mild disturbances of 
intellectual function. In meny cases, how- 
ever, the psychiatrist is not interested m 
whether his patient has an I. Q. of 100 or 
110. He may merely wish tc know whether 
or not his patient’s intelligence is signif- 
cantly above or below averag=. In such cases 
this test offers a more reliable index than 
the usual nen-standardized methods. 

The test may also prove useful as a 
screening device for selecting those patienzs 
who should be referred to a clinical psy- 
chologist for a more thorouga examination.® 


8 It is interesting in this connection that one item 
of the test seems unusually successful in screening 
out subjects who are not below average in intelli- 
gence. Accorzing to these result=, any subject who 
can successfrily differentiate between pity and 
sympathy (aczording to the standards of scoring 
which have been described) is almost certainly n3t 
below average in intelligence and is probably above 
average. Of the 17 people in or? group who suz- 
ceeded with this item, none had “WVechsler-Bellevue 
I. Qs below 211. Ten of the 17 had I. Qs above 
120. Failure to succeed with tris item does nat 
mean, of course, that the indivic1al is in any way 
deficient in intelligence; among our subjects wiii 
I. Qs of 111 or higher, there we-e 33 who did feil 
on this item. 
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If the results of the brief test indicate 
that the patient’s intelligence is probably 
average, there may be no need for referral 
for a more complete examination unless the 
test results are at variance with the psychi- 
atrist’s clinical impression. Patients who re- 
ceive scores which are below average might 
` be routinely referred to a clinical psychol- 
ogist. Deterioration of intellectual function, 
of course, cannot be reliably determined by 
this test. Any marked discrepancy between 
ratings on this test and capacity indicated 
by the patient’s occupational and educational 
history and by other aspects of his behavior, 
should probably be considered cause for 
referral for a more thorough check on the 
possible presence of deterioration. 

Qualitative analysis of the subject’s re- 
sponse is often useful-in psychiatric evalu- 
ation. Such analysis may be made of the 
responses to these questions just as well 
as of the responses to unstandardized ques- 
tions. During the administration of the test 
it may be possible, for example, for the ex- 
perienced clinician to make observations on 
attention-defect, preoccupation, lack of con- 
fidence, selfi-deprecatory trends, etc. 

The test should prove useful to examiners 
for whom psychological service is not avail- 
able. In this situation, it should be supple- 
mented with other information which may 
be indicative of intellectual level, namely: 


school record, educational level achieved and . 


occupational status. 


SUMMARY 


A brief test of adult intelligence designed 
for psychiatric examiners is reported. The 
test (Preliminary Test of Intelligence) con- 
sists of vocabulary, comprehension, simi- 
larities and differences, and arithmetic items 
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and can be administered and scored in 5 
to 15 minutes. Preliminary standardization 
data on 150 subjects ranging in age from II 
to 70 years show satisfactorily high corre- 
lations with the Wechsler-Bellevue Intelli- 
gence Scale. The test, together with com- 
plete instructions for administration, scoring 
and interpretation is included in the text. 
Tentative norms permit the classification of 
intelligence level in one of four categories: 
above average, average, below average and 
markedly below average. The I. Q. range 
within each category for the standardization 
group is reported. 
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AN EXPERIMENTAL STUDY: OF MENTAL PATIENTS THROUGH 
THE AUTOKINETIC PHENOMENON 


ALBERT C. VOTH, Pu. D., Torea, Kans. 


Markedly wide differences among persons 
have been found in the autokinetic phenome- 
non. In previous reports(15, 16) the writer 
has offered the suggestion of using this phe- 
nomenon as a projective measure of dif- 
ferences in personality structure. In this 
paper the application of this method in per- 
sonality testing is presented to show some 
diagnostic and prognostic possibilities in 
mental cases.” 

The phenomenon is visual in character and 
can be observed readily by looking at a 
stationary pin-point light from a short dis- 
tance, and for a period of time, in an other- 
wise totally dark room. It manifests itself 
by multi-directional movement of the small 
light, varying in course, extent and speed. 
Maximumly, the movement may appear so 
extensive that its recording by the subject 
on a large graph board may extend from 
border to border. Some individuals see only 
limited movement, while same see none. The 
extent and pattern of movement is fairly 
constant for a given person. Retests of 25 
or more normal subjects have shown a rank 
difference correlation of +0.96 as measured 
by indices later to be described. Although 
mention of the autokinetic phenomenon is 
seldom found in current text books on psy- 
chology and related subjects, scientific in- 
vestigation of it as an interesting psychologi- 
cal reaction dates back a considerable num- 
ber of years. Charpentier(6), Exner(7), 
Aubert(2), and others were among the 
earlier investigators. More recently Carr(5), 
Adams(1), Hovland(g), Guilford and Dal- 
lenbach(8), Schilder(14), Sherif(12, 13), 
Haggard and Rose (10), Kleint(r1) and 
others have given it attention. Theories re- 
garding the illusion have varied rather 
widely, ranging from explanations centering 


1 Psychologist, Topeka State Hospital, Topeka, 
Kansas. 

2 Some preliminary summary accounts of the 
present investigation have been given in the biennial 


reports of the Topeka State Hospital of 1940, ’42, 


and ’44. 


around local eye functions to those empha- 
sizing extensive body tensions and body 
tonus, with central functions predominating. 
Kleint believes to have foctnd autokinesis, 
not only in the visual sense but also in the 
auditory and tactual fields. Thus far causal 
explanations have not progressed beyor.d the 
theoretical stage, and remain so in our in- 
vestigation. The theories of local eye func- 
tions have, however, been gererally discarded 
for those emphasizing centra mechanisms. 

In using autokinetic movement as a means 
of studying personality traits the theoretical 
assumption is made that through this suz- 
jectively induced mode of pe-ception charac- 
teristic personal differences can be revealed 
in respect to the form in which reality ori- 
entations occur in the general cognitive az- 
tivities of the individual. Unlike some prs- 
jective tests, content is not expressed through 
autokinetic movement. This it would seem, 
serves the useful purpose cf arriving at a 
relatively pure or simple form of perception 
without the modifying effects of extraneous 
material. Applying this technique to mentzl 
patients the assumption is made that, inas- 
much as syndrome differences are known +o 
be related to personality differences, various 
forms of autokinetic reactions can be ex- 
pected to furnish useful diagnostic pointers, 
and supplement and further verify the find- 
ings of diagnostic tests already in use. 


EXPERIMENTAL PROCEDURE 


Tests were given to 845 pacients. Of these, 
13 were patients at the State Epileptic Hoz- 
pital at Parsons, Kansas, and gt were resi- 
dent patients at the Menninger Clinic. The 
data obtained in the Topeka State Hospitel 
have come mainly from new-y arrived acute 
patients who were tested as soon as fezsible. 


3 The writer is greatly indebted to Dr. Keri 
Menninger and Dr. W. C. Meaninger and their 
staff for their helpfulness in making possible some 
of the earlier portions of this study at the Menn- 
inger Clinic. 
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Chronic patients were used whenever neces- 
sary to expand evidence in some particular 
class of disease. The ages of subjects ranged 
from 14 to about 70 years. The investigation 
covers approximately the past seven years, 
though some of the preliminary work at the 
Menninger Clinic dates to several years ear- 
lier. This coverage in time has afforded the 
‘opportunity to gain longitudinal as well as 
cross-sectional views of the courses the dis- 
eases of tested patients have taken. Fifty- 
four patients were retested to determine the 
reliability of the test, and roo patients re- 
ceiving metrazol shock treatments were re- 
tested periodically io determine whether 
changes in autokinetic perception occur under 
shock therapy. 


APPARATUS AND TEST PROCEDURE 


The equipment consists of a small light- 
tight box, approximately 7” x9” x7”, con- 
taining a bulb of low wattage suitable for 110 
volt current. There is a small pin-point aper- 
ture, I mm. or less, at one end of the box 
which can be covered with some red tissue to 
reduce the intensity of the light. For re- 
cording purpose a large graph board is sup- 
plied, 22” x28” in size. Any clear sheet of 
paper the size of the board serves as a re- 
cording sheet. The paper is held in place 
by small nails protruding from the rim of 
the board over.which is placed a wooden 
protective frame about 14” in width, and in 
` all the same size as the graph board. A 
shield is placed in front of the stand on which 
the light box is mounted to conceal. its 
construction. 

During the ten minute test period, the 
patient sits at a small table provided for 
the graph board, and about ten or twelve 
feet from the light, and directly facing it 
He is told that the test will be ten minutes 
in length, that the room will be dark but the 
door not locked, and that the person giving 
the ‘test will stand outside to keep time. He 
is told to hold his pencil in readiness at the 
center oz the board, to keep his eyes con- 
stantly on the light during the test period, 
and to hold his head as steady as is com- 
fortable. He is further instructed that if the 
light begins to move he is to move his pencil 
around on the board in the directions and at 
the same speed the light goes, ard to con- 
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tinue as long as the light moves. Each time 
movement stops a heavy dot is to be re- 
corded and then movement continued from 
there when it occurs again. Intentional re- 
turns to center are to be made only when 
movement happens to lead out of bounds 
against the frame at the edge of the board. 
Such returns are to be made by raising the 
pencil back to a guessed center. The patient 
is clearly instructed not to move his pencil 
as long as he sees the light in a stationary 
position straight ahead. For best results it 
must be emphasized that the test room be 
totally dark to avoid visibility of anything 
which might serve as an orientation pattern 
with the light. Keyholes, doors and windows 
must be completely checked for possible light 
infiltration. With psychotic patients the 
exact manner of giving instructions must 
necessarily vary a little, depending on the 
individual. With some it becomes necessary 
to be very specific as to direction on the 
charting board—“up,” “down,” “to the left,” 
etc., and to insist that stops, if they occur, 
be recorded by a heavy dot, and not merely 
by a pressure of the pencil. Obviously, dis- 
turbed or very confused or deteriorated pa- 
tients cannot be tested. None of our pa- 
tients has become violent or destructive 
during the test performance. With some 
patients receiving shock treatments and who 
were non-cooperative at first, good test re- 
sults were obtained after the first few shocks 
had been given. After each test it has been 
the practice to question the patient briefly 
to verify that he had understood and per- 
formed the test correctly. Fear of the dark 
room is much less frequent than might be 
expected—only a very few have expressed 
such fear. 


GRAPH PATTERNS AND MEASUREMENTS 


Autokinetic movement assumes a great 
variety of patterns. Where only small 
amounts of movement occur the action may 
be for only a brief interval of time, or it 
may be sporadic, frequently interrupted by 
stops. Some movement can be described as 
erratic, showing many reversals of direction ; 
very irregular distribution of stops; unex- 
pected sudden runs possibly interrupted, 


then, by unusually long stops; repeated run- 


ning out of bounds; and pendular-like hor- 
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izontal swings, with stops usually occurring 
at the extremities of the movement. In cases 
where such horizontal swings occur it has 
not infrequently been found, both among 
normal subjects and patients, that there is 
a left hand dominance or a history of handed- 
ness reversal. Also more frequently associ- 
ated with such swinging movement patterns 
is stammering, active at the time, or a his- 
tory of such speech difficulty. Where ex- 
tensive movement is seen stops as a rule 
become less frequent and the path of move- 
ment often assumes long sweeps with less 
directional changes. Individuals capable of 
experiencing extensive movement also often 
have the ability to voluntarily control its 
direction. Such ability becomes less frequent 
among those limited te less extensive 
movement. 

In an earlier paper(16) a more detailed 
account and rationale of the method of graph 
measurements was given. The essentials are 
here summarized: An index figure is cal- 
culated for each. test record to provide a 
simple convenient basis for comparing in- 
dividual differences. In comparing autoki- 
netic records in our preliminary studies with 
established personality tests, mainly Ror- 
schach, the best differentiations of personal 
differences could be obtained, not only 
through the measurement of the length of 
the path of movement, but also by taking into 
consideration the maximum expanse of the 
graph; the maximum deviation from center ; 
and the number of stops occurring in the 
course of the movement. The formula used 
for calculating the index of a graph is: 


Fe 

(S+1) 

in which L=the total length of path of 
movement: DC=maximum distance attained 
from center; ME=maximum expanse of 
the graph, that is, the distance between the 
two points farthest apart in the graph, and 
S =the number of stops. All linear measures 
are in centimeters. 
viewed as a psychological reciprocal of move- 
ment their number (S) was used as the 
denominator in the formula with the integer 
1 added to insure a denominator. (As a 
practical mathematical procedure, where a 
metric rule is not available, linear measure- 


C. VOTH 


Since stops may be _ 


793 
ments can be done in inches and then the 
final index figure, as obtained by the above 
formula, multiplied by 4 to equate witn 


indices arrived at through metric measure- 
ments, ) 


EXPERIMENTAL FINDINGS 
DIAGNOSTIC ASPECT 


Reference to Table 1 will show autokmetic 
indices listed in a two column arrangement, 
according to greater and lesser movement, 
as they relate to various psychiatric syn- 
dromes. For the more common psychoses 
and neuroses, where fairly sutficient numbers 
of cases were tested, histograms, Figs. 1 to 
3, and 5 to &, are presented to show detailed 
distribution of indices. Fig. 4 shows distri- 
bution of indices in ‘the normal population. 
Since indices are arranged in the histograms 
in steps of five an asterisk has been used m 
the first column to distinguish the number 
of zero indices (no movement) from those 
indicating the small extent of movement 
recorded in the first step. Theindex figure I9, 
used in Table 1 to differenticte greater from 
lesser movement was empirscally chosen as 
approximating the most cons-stent and regu- 
lar point of demarcation between the auto- 
kinetic performance of manic-depressive pa- 
tients and the various types of schizophrenics, 
as also between the conversion hysterias cn 
the one hand and those with other forms of 
neuroses (psychasthenia, neutrasthenia, mixed 
neuroses, and anxiety neuroses). 

Distinct group differences in autokinetic 
reactions are evident from the distribution 
histograms and from the figures in Table 1. 
The manic-depressive groug has a notably 
larger percentage of no-mo~ement reaction 
than schizophrenics, and patients with con- 
version hysteria give, on the average, dis- 
tinctly different reactions from those ound 
in other listed forms of neiroses. Among 
those exhibiting tendencies toward lesser or 
no movement are also to b2 found the in- 
volutional psychoses, the psychoses due żo 
cerebral arteriosclerosis, pazetics and alc3- 
holics. In contrast, epileptics trend markedly 
in the direction of movement. It is of special 
interest that the paranoid schizophrenias 
represent the only clinical group in which 
a 50-50 distribution is found. 

Chi? computation of the differences be- 


z 
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tween all manic-depressives and all schizo- 
phrenics in Table 1 shows Chi?(d.f.=1) 
= 69.8, with a significance of << <1%. 
A similar Chi? comparison between conver- 
sion hysterias as one group and the other 
neuroses of Table 1 gives Chi?(df.=1) 
= 21, with a significance of < <1%.* 
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One of them showed pronounced change in 
reduction of movement, the others remained 
approximately the same. 


“ATYPICAL CASES 


The method used to gain some added in- 
formation on cases exhibiting atypical auto- 


TABLE I 
DISTRIBUTION OF AUTOKINETIC INDICES AS TO CLINICAL TYPES 





Diagnosis by staff 





Manic-depressive, manic*............ 0.0 cece ceca 
Manic-depressive, depressed*.................005. 
Manic-depressive, mixed type*................2... 
Involutional melancholia.............. TEE A 
Involutional paranoia, ..44.060ssecae nist eeeeveces 
Catatonic schizophrenia®.-........0 0.000 cece eee 
Hebephrenic schizophrenia®...............000000e 
Paranoid schizophrenia* APEE IO ORTEN EE PEE 


Number and percentage of cases 





Totals 
Indices o to Ic Indices above to 

errr. 88 74 %]| 3r 26 % | II9 
eae 107 72.8% | 40 27.2% | 147 
Serer 9 82 % 2 18 % II 
TATT 19 82.6% 4 17.4% 23 
ie es Ries 5 83 % I 17 % 6 
OPETE 34 29.3% | 82 70.7% | 116 
TOENA 14 37 %| 24 63 % 38 





Troe paranoid s eee a i dete a a E CeO See we 3 r00 % O 3 
Paranoid condition esere resres ereinen Sas OS EES esi 3 60 % 2 40 % 5 
Simple schizophrenia. vss resri sured ta niea A i RE 3 30 % 7 70 % I0 
Unclassified and mixed schizophrenia..................05- 6 54.5% 5 45.5% II 
EDUCDSY cu. ccc stance snare cee ka E EEA 3 14.3% | 18 85.7% 21 
Peres 2) .cad sas ca sys Pea toa eee oe cae ee oor Sea ne 27 62.8% | 16 37.2% 43 
Psychosis with cerebral arteriosclerosis......... Sere 17 100 %G o o 17 
Conversion hysteria*®. 00.0.0... ccc cece ccc eccecnececacee 35 77.7% | 10 22.3% 45 
PSYCHASENCHIA ; 3 con oc What cau eum Svan aera Sek e-Ok 5 23.8% | 16 76.2% 2I 
Neurasthenia iacci ul iaoa seas cae e a OAA 2 20 YG 8 80 % 10 
Anxiety Neros airar ea a Sten EEE E RS EREE ats 3 37.5% 5 62.5% 8 
Mixed neurosis". ac corns ue Sieben eeneseseaGaua FEET 3 43 % 4 5 % 7 
Psychopathic persona irrar aa O a aa rei 10 58.8% 7 41.2% I7 
Alcohols eerte So St ee okt a a R a E ease 32 61.5% | 20 38.5% 52 
Psychosis with mental deficiency.......... 6... er eeeeeeees ri 77.7% 2 22.3% 9 
Psychosis due to metabolic, endocrine, etc., disturbances. . 9 75 % 3 25 % 12 
Essential hypertension... .....ssesssorererasarrsresesssas 5 83.3% I 16.7% 6 
Unclassified psychosis...........0cccueeeeeccetecncanvete 2I 61.7% | 13 38.3% 34 

POMS E EE E A E E E S 497 348 845 


* Please see histograms, Figs. 1 to 8, for complete details of indices distribution. 


TEST RELIABILITY 


Retests of 54 patients chosen at random 
and compared with original indices by the 
rank difference method produced a correla- 
tion + 0.92. (See Fig. 9.) These retests 
were given without intervening shock treat- 
ment, and some of them as much as a year 
or more after the first test. Under shock 
administration radical changes sometimes oc- 
cur in autokinetic movement. This will be 
discussed later. Among normal subjects a 
few test records have been obtained in retests 
as much as 8 to Io years after the first tests. 

4A percentage significance of r or <1 means that 
there is only one, or less than one, chance in a 


hundred that the obtained experimental difference 
could have arisen by chance. 


kinetic characteristics in a given clinical clas- 
sification was to study the detailed diagnostic 
opinions of individual staff members. It was 
found, first, that when only cases were con- 
sidered in which unanimous diagnostic agree- 
ment existed in the staff autokinetic indica- 
tions became more typical for a given clinical 
category. To cite a few instances; instead 
of the 74% for manics in Table 1, an 81% 
was obtained. Percentages in depressions 
and involutional melancholias were similarly 
increased. Catatonics increased from the 
70% in the table to 83%—hebephrenics 
similarly ; conversicn hysterias, 78% to 94%, 
etc. In general such increases ranged from 
5% to approximately 15% in favor of the 
typical trend of the test findings. Grossly, 
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Showing Distribution of Autokinetic Indices in Variou 
z é : a jubjectB.s ; 
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Figi l. Peychasthenia, Neurasthenia, Anxiety neurosis, 
and Mixed neurosis = 46cases. 
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Fig.3s Conversion hysteria = 45 
CABEB. 
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Fig.4. Normal subjects - 423 cases. 
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Fig.5. Paranoid schizophrenia = 54 cases. 
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Hige 6. Catatonic schizophrenia - 116 cases. ICASE, 38 













So 75 /00 125 450 1715 200 225 . 250 275 300 
Fig. 7. Hebephrenic schizophrenia = 28 cases.» 
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25 g 7S ioo 125 ISO ‘78 200 225 250 27 KOO BS 350 375 
Fige 8. Manicedepressive =- 277 caseBe 


Number of cases indicated on the ordinates; autokinetic indices on abscissas, 
# Incices listed above the asterisks are zero (0). 
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diagnostic unanimity of the staff, as a rule, 
progressively increased as the typical (typical 
in autokinetic reactions) end of the distribu- 
tion curve for a given clinical category was 


approached. Thus, e. g., in Figs. 3 and 8,. 


for hysteria and manic-depressives, there was 
greater unanimity of opinion at the positive 
or zero end of the curve than where indices 
were higher. In Figs. 5 and 6, for paranoid 
and catatonic schizophrenia, this was re- 
versed. 

In addition to comparing distributions of 
indices wizh unanimous diagnostic expres- 
sions of staff members it was found fruitful 
to consider dissenting or minority opinions 
as well. It was discovered that among those 
paranoid schizophrenics who saw little or 
no autokinetic movement (indices 0 to Io), 
but, who, as schizophrenics might have been 
expected to register movement, 29% were 
designated as manic-depressives by minority 
staff opinion. In contrast to this only 8% 
of the paranoid schizophrenics seeing more 
extensive movement (above index r0) were 
thus desigrated as manic-depressives. A sim- 
ilar condition prevailed for catatonics—39% 
with indices d to ro were voted manic- 


depressives by a staff minority, while only 


10% with higher movement indices were so 
designated. There was a similar, though not 
so pronounced, minority expression for he- 
bephrenics. When manic-depressives were 
examined from the point of view of minority 
judgments the relatively few who exhibited 
movement above index 10 received a some- 
what greater diagnostic designation of some 
form of schizophrenia—notably catatonia— 
than did those showing low indices. Also 
such terms as “schizoid personality,” ‘“un- 
classified,” “tnclassified schizophrenia,” 
“mixed manic-depressive’ and “psychas- 
thenia” were more frequently used by some 
in the staff to describe manic-depressives 
exhibiting movement. 

Suicide attempts are more prevalent 
among manic-depressives with zero indices, 
and such attempts are nearly always of a 
forthright nature. The few who have suc- 
ceeded in their attempts while in the hos- 
pital, and from whom tests had been ob- 
tained, all had shown zero indices. This 
pertains tc the involutional melancholias as 
well, The impression has been gained that 
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among the depressives registering movement 
suicidal attempts are more often half-hearted 
and indirect, or more talked about than done. 


PROGNOSTIC INDICATIONS 


Early in the course of this study it became 
apparent that recoverability of patients 
seemed to have some categorical relationship 
to autokinetic propensities. A longitudinal 
view, extending over the past seven years 
or more, has shown that patients exhibiting 
only limited autokinetic movement present, 
in the aggregate, the best remission records, 
with even some disregard of the forms of 
psychoses involved. The delineation of this 
favorable group seems best expressed 
through indices 1 to approx. 50. The criteria 
for judging recoverability were paroles and 
restorations. Upon sufficient recovery pa- 
tients at the Topeka State Hospital are at 
first paroled and then, after a lapse of a few 
months to a year or more are granted a 
restoration if their mental conditions warrant 
it. A “restoration” represents the more rig- 
orous criterion of recovery. Table II shows 
some major clinical groupings in relation to 
conditions of recovery and autokinetic in- 
dices. (Under “paroled” are listed all pa- 
tients who have at some time during this 
investigation merited a release from the 
hospital.” ) , 

The general trend of Table II, with a few 
exceptions, demonstrates the more favorable 
prognostic weight that may be attached to 
a moderate showing of autokinesis. Either 
extreme—extensive movement or no move- 
ment whatever—seems to presage, on the 
average, a less favorable outlook for the pa- 
tient. Of the two extreme reactions the 
latter presents the better record of recovery. 
In Table III Chi? computations for some of 
the numerically larger groups of Table II 
show the following: 

Although neurotic patients as a whole 
have a slightly better restoration rate in the 
highest movement bracket, Chi? gives the 
figures for this group a relatively low sta- 


5 Table II gives the account of patients at the 
Topeka State Hospital only. The terms here used 
as criteria of recovery were not clearly applicable 
to the release procedures at the Menninger Clinic; 
therefore the cases from that institution have not 
been included in this section. 
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SHOWING RELEASES AND RESTORATIONS OF PATIENTS WITH VARIOUS AUTOKINETIC CHARACTERISTICS 














* Total number of patients tested in the given category. 
t Total number of patients paroled or restored in the given category. 
Note-—-Only metrazol was used for shock treatments. 


TABLE III 


DIFFERENTIAL SIGNIFICANCE OF DISTRIBUTION OF CASES DERIVED FROM TABLE IT 




















(Paroles) | (Restorations) 

Autokinetic indices I to 50 Above 50 0 I <0 50 Above 50 

Clinical categories +|/%17/% le! @1 el % le] % 
All cases tested. Pe r ae 176 68.7 353 Pr oe aa I 32.4 

Manic-depressive, shock treatment. a E mg 4 Pe E oy E s 4 57. 
E OR ve. no shock. oa E my oa P 193 | E re oa Pe 
All schizophrenics, shock treatment. ales! E "e E 63.2 32 sr E =e E 32.6 
All schizophrenics, no shock. E NE 23 pg E 44.1 37 ga oa ey 34 17.6 
Catatonic schizophrenia, shock. Er 24 ree 35 Py a ey E Pa E raid 

Catatonic schizophrenia, no shock. E r 38 Pane 20 me 6 er E re - 20 I5. 
Paranoid schizophrenia, shock. E E T 6 P 6 aes E P 6 aaa 
Paranoid schizophrenia, no shozk. ee E m E Tal E a o£ ya Oz Pa 
Hebephrenic schizophrenia, shock. Ea 8 me 6 pe 4 es E sn 6 = 
Hebephrenic schizophrenia, no shock. Eo 6 ae 3 mi 8 7E E on ia P5 
Paresis. aal ag. [22l se, | 19 ao ral gal 1] ea 21 20, 
Conversion hysteria. D 96.2 4 py 8 ae E = 4 ra 4 ee 
Pershosthenis, oourasthoni,anzity, tal 85.7] 13] 0. | thoo. | 34| 35.7] 1S} 46.6 
» Alcoholics. 10. | roo. ag 8.1 70, | 4 50. 





Groups compared 


Chi? (d. f. = 2° 





Paroled : Not paroled (all cases tested)........ 0... cece eee ee eee eee 
Restored : Not restored (all cases tested)... 0.0... eee ee eee IÅ. 
Restored : Not restored (all manic-depresstves)...........0..0.000 cee: 
Restored : Not restored (all schizophrenics).........0.0 20.00.00 ce eee eee 
Restored : Not restored (all neurotics)....... 0.0.0.0 ee cece eee 
Paroled : Not paroled (paretics).................-. IEE Ree Ae eee ee 


Indices, (0) : (r to 50) : (above 59) 


Significance 
< 1% 

< 1% 
2— 5% 
1% 
30 — 50% 
5—10% 
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tistical significance. Paretics elicit some spe- 
cial interest in that, despite the organic in- 
volvements, patients with autokinetic pro- 
pensities of any degree apparently weathered 
the disease better than those displaying no 
movement whatever. This has been shown 
in a higher percentage of paroles of the 
former group and also in the fact that patients 
with zero indices had, as a rule, much longer 
histories of hospital residence. This is not to 
say that there were also such group differ- 
ences in the serological findings—only psy- 
chological symptoms necessitating hospitali- 
zation are here considered. 

An appraisal of the degree of chronicity 
of tested patients remaining in the hospital 
and those who have returned has shown 
that again those with medium indices pre- 
sent a better picture. More such patients 
than any others have been able to do some 
useful work on the wards or on the grounds, 
and participate in entertainments, whereas, 
the highest percentage of severe chronicity 
with accompanying deterioration and inability 
to perform any integrated activity was found 
among patients at one time showing extensive 
autokinetic movement. 

Further prognostic inferences can be di- 
rectly drawn from the patterns of autokine- 

tic graphs, although their detailed signifi- 
= cance cannot as yet be stated. It kas already 
been mentioned that some patterns are more 
erratic than others, and these have been 
described in the section on graph patterns 
and measurements. In the major psychoses 
a comparison between restored patients and 
those remaining in the hospital or on pro- 
tracted parole revealed that the restored 
group had a definitely smaller percentage of 
patients originally exhibiting erratic move- 
ments of various kinds. A similar compari- 
son in the schizophrenic groups alone, where 
only the number of directional changes of 
movement were considered, showed an aver- 
_ age of 11.3 changes for the restored group 
as against an average of 18.6 changes for the 
unrestored patients. The critical ratio for 
this difference was 2.65, indicating a fairly 
reliable difference. (A change of direction 
in movement was counted where the angle 
was approx. go degrees or less). It is worth 
noting, incidentally, that epileptics ranked 
highest in all psychotic groups in the number 
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of directional changes of movement—average 
30.6. The limited number of epileptics tested, 
however, did not warrant critical compari- 


.sons with other groups. 


AGE AND SEX DIFFERENCES 


In the normal population age seems not to — 
be of great importance in respect to the 
amount of movement a person sees. This 
was clearly shown when approximately 275, 
indices, obtained from the general popula- 
tion representing all ages, were later added 
to the distribution histogram of 149 indices 
obtained from predominantly young people 
of college age. The addition showed pro- 
nouncedly uniform increases in practically 
every step of the original distribution curve. 
In patients the age differences occurred some- 
what according to diagnostic groups. There 
was, €. g., a higher age level in manic-de- 
pressives than in schizophrenics, especially 
among first admissions, as could be expected 
from psychiatric knowledge. Within a par- 
ticular group, however, age differences 
seemed not to be of great importance in the 
distributions of indices. In the aggregate 
women are prone to see less movement than 
men. Table IV illustrates this. 


THE EFFECT OF SHOCK THERAPY 


When patients who ordinarily perceive 
movement are given a series of shock treat- 
ments they not infrequently show very dis- 
tinct reduction in movement upon retest, 
sometimes to the zero point. The number 
of shocks necessary to effect such reduction 
varies with individuals. As a rule a patient 
who does not see movement before shock, - 
still records no ‘movement after shock ad- 
ministrations. Retests were usually done a 
day or so after shock was given to avoid as 
much as possible residuals of mental confu- 
sion that might linger after shock. The cases 
here reported all received metrazol. Recently 
we have had the opportunity to observe pa- 
tients treated by electroshock, and believe 
to find similar reductions of movement taking 
place under such form of treatment. 

Fig. g shows test and retest indices of a 
control group of 54 patients chosen at ran- 
dom but not receiving shock. The r00 pa- 
tients whose indices are recorded in Fig. rọ 
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received shock treatments, varying in num- 
bers. The tendency for movement to reduce 
upon shock is readily seen from a compari- 
son of A and B in Fig. 10. No such pro- 
nounced reduction is noticeable in Fig. 9. 
In Fig. 10, B, a thinning out of indices after 
shock is noticeable in the area found, in our 
previous discussions on prognostic indica- 
tions, to be the most unfavorable for recov- 
ery, namely the area of higa indices. Against 
this, indices clustered more, after shock, in 
the more favorable areas of lower indices. 
For a given patient the relationship between 
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exploited experimentally, but which merit 
further brief discussion. 

There is evidence that through autokine- 
tic reactions something akin to extrov2rsion 
—introversion is being manicested. This can 
be substantiated partly by observing the 
general behavior of subjects taking the test, 
and is supported further by the way syn- 
dromes in patients ranged themselves in re- 
lation to the test results. The perceptual 
realism which permits no se2n movement of 
the experimental light is interpreted more 
easily as derived from extratensive, symtoric 


TABLE IV 


SHOWING DISTRIBUTION AND DIFFERENTIAL SIGNIFICANCE OF DISTRIBUT_ON 
or AUTOKINETIC INDICES OF MALES AND FEMALES 





Normal subjects Patients 
Autokinetic Males Females Males Females 
indices 
Number Number Number Number 
of cases 7 of cases % of cases % of cases % 
o 23 3.3 3I 20.8 175 37.0 209 56 
I to 50 123 45.0 72 48.3 156 33.0 104 27.8 
Above 50 128 45:7 46 30.9 I4I 30.0 60 16.2 
Chi? (d. f£. = 2) = 17.66, Chi? (d. f. = 2° = 35, 
Significance = < 1% Significance = << 1% 





recovery and reduction of movement tends 
to be a direct and positive one. Furthermore, 
movement patterns sometimes undergo con- 
siderable modification, even when reduction 
is not so pronounced, so that where in the 
first instance movement may appear erratic, 
retests after treatments sometimes reveal a 
smoothing out of the path of movement. The 
tendency for reduction to take place would 
seem, theoretically, to be in the desired di- 
. rection, and is in keeping with introspective 
reports received from patients as to the ex- 
troverting effects shock produces. As to the 
question whether reductions in movement 
remain so, a number of petients have been 
retested on the occasion of a return to the 
hospital on a recommitment, or possibly only 
a visit, and these have nearly all shown a 
gradual return to greater movement, ap- 
proximating in some instances their original 
indices. 


COMMENTS 


Some impressions have been gained dur- 
ing the investigation which have not been 
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traits of the individual. It is in pezsors 
with such traits that the manic-depressive 
psychoses and conversion hysterias are more 
apt to occur, and possibly also the involu- 
tional psychoses. In contrast. the subjective 
nature of autokinetic movement suggests 
that it is more commensurate with introver- 
sion, and hence also more readily tə be 
found in schizophrenics. By analogy, at least, 
it would seem that the projective proczsses 
and the bizarreness in this form of illness. 
the inability to meet adequately the demands 
of reality, and the shifting >f attenticn to 
subjective impressions with their autistic, 
unanchored proclivities all might find more 
fertile ground in autokinesis -or their d=vel- 
opment. Periodically, subjects, both normal. 
and psycnotic, who were able to see extensive 
movement, have remarked spontanecushy 
that they recognized in the pettern of move- 
ment their “way of doing things,” or “the 
way Iam.” It sometimes has been observed 
that persons capable of seeing extensive 
movemert find the experierce a pleesant 
preoccupation. Such preoccupations szem, 
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as a rule, not so much concerned with any 
specific content of thought as with a general 
feeling tone, though sometimes content does 
come into the experience. Occasionally sub- 
jects state that they are able to synchro- 






THE AUTOKINETIC PHENOMENON IN MENTAL PATIENTS 


[May 


seem to have more such ability than patients 

with similar indices. - Subjects who see no 

movement give somewhat different reports. 

They frequently notice changes of bright- 

ness, intensity; and hue, changes of shape of 
| 


H 
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nize some specific thought trend with the 
course of movement. Such synchrony seems 
facilitated whenever there is the added ability 
of voluntary directional control of the move- 
ment. The capacity to control movement 
direction may be a fortifying feature in one 
who is given to extensive autokinesis. Nor- 
mal subjects with high autokinetic indices 
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Fig. 9. Showing retest comparison of indices distribu- 
tion of 54 patients receiving no shock treatment. 
A = first test, B= second teste 
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Fige 10. Showing retest comparison of indices distribu- 
tion of 100 patients receiving metrazol shock 
treatment. A = tests before treatment was begun; 
B,after tredment series! were completed. 
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the light, emanating rays, rotations, halo ef- 
fects, recessions and approaches of the light, 
etc., but seldom speak of having a pleasant 
feeling. In fact, their remarks after the test 
often convey' the impression that they con- 
sidered the test an uneventful, prosaic affair. 
A few manics have expressed elation over 


the constant changes they claimed to have 
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seen taking place in the light itself. If there 
is any differential feature in the test situation 
to distinguish manics from depressed patients 
it is that the manics are more inclined to 
notice such focal changes. 

The question of why patients with medium 
autokinetic characteristics have shown better 
recovery rates is of special interest. In ex- 
periments with normal subjects those with 
medium indices often had greater ability to 
inhibit movement’ by voluntary effort, and 
within limits also to facilitate its extent, 
though not necessarily its direction. Some 
- sampling among patients has shown similar 
traits. Furthermore, when normal subjects 
were tested in groups and then their reac- 
tions compared with those obtained through 
individual tests the greatest changes in index 
readings, apparently brought about by group 
influence, occurred in the area of medium 
indices. All this seems to point to a certain 
adaptability or flexibility of persons with 
such indices and may help to account for 
the better recovery records of patients with 
such movement traits. An attempt to specify 
how such patients differ symptomatically 
from patients with other movement patterns 
at times may be difficult on first sight. Closer 
observation reveals some, fairly well defined 
tendencies. There is frequently a more pro- 
nounced symptom mixture which makes for 


a greater initial uncertainty in diagnosis. 


Excitement may often be very intense, with 
hallucinations and delusions prominent, but 
through all this, lucid moments sometimes 
come impressively to the fore, though pos- 
sibly only for a few minutes at a time. There 
is usually more spontaneity in remission, 
shock therapy produces a more rapid recov- 
ery, and process schizophrenia and genuine 
blocking are found much less frequently than 
in patients with higher movement indices. 

In comparing normal subjects with pa- 
tients in Table IV a larger percentage of 
patients register no movement than do nor- 
mals. It is not known whether this means 
that with the onset of illness a certain num- 
ber of individuals reduce movement to zero, 
or whether more patients come from that 
group in the general population which is 
naturally prone to see no movement. From 
the fact that, with the exception where shock 
is an influence, patients do not radically 
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change their autokinetic tencencies, the lat- 
ter seems the more plausible. Thus far zhere 


‘are only 2 cases in which th= test was per- 


formed before and after iness occurred. 
In both cases several years intervened be- 
tween the fizst test and the illness, ard in 
both instances the test during illness agreed 
with the first test as well as with the gen- 
eral diagnostic findings in tks study. 

How graph patterns are re-ated to various 
types of psychoses remains at present 2 
matter of appraisal of averazes and trends 
rather than one of statistical certainty. When 
only movement above index Io is considered 
manic-depressives show, on the average, a 
larger number of stops in the course aË 
movement, and also lower indices than schiz- 
ophrenics. Of all schizophrenics, hebephre- 
nics show the greatest numk=r of stops, the 
lowest indices and more erratic movement 
patterns. Catatonic and pararoid schizophre- 
nics are nearest ‘alike in their movement. 
However, paranoid schizophrenics represen: 
the only diagnostic group in Table I in 
which an equal distribution between move- 
ment and non-movement iz found. This 
raises the question whether his may b2 ex- 


' plained partly by the greater universality 


of paranoid symptoms anc. a consequent 
greater chance scatter in diagnosis. ` 
Coupled with the finding taat under ord:- 
nary circumstances autokinetic reactions 
have proven fairly constant in indivicuals, 
their use in personality test:ag may be en- 
hanced by the discovery tha: under certain 
conditions modifications in <utokinetic per- 
ception do take place. The effect of- shock 
has already been mentioned. Sherif(12) 
and Shezif and Cantril(13) kave shown ther 
socially conditioned attitudes have -an im- 
portant bearing on bringing about chaages, 
even in such relatively unstructured per- 
ceptual fields as afforded by the autokmetic 
test—more so for some individuals than fcr 
others. Haggard and Rose(1io0) found simi- 
lar modifications taking place and attributed 
them to the active participatioa of the subject 
in the conditioning process. This all agrees 
with our findings in group tests and test 
trials under facilitating and inhibitory atti- 
tudes(16):. The possibility fcr modifications. 
in patterns end extent of atrcokinetic move- 
ment offers a wide range for test refinements, 
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and indicates the direction for more accurate 
diagnostic and prognostic evaluations, and 
possibly also for eventual therapeutic appli- 
cation. 

There are several fields of investigation in 
which the autokinetic phenomenon might be 
used profitably to extend research in psycho- 
pathology, and to clarify the nature of auto- 
kinesis itself, 

Since hallucinosis and autokinesis are 
more prominent in schizophrenia than in 
other severe functional psychoses, and both 
show projective characteristics, a relationship 
between the two suggests itself. The dis- 
covery by Kleint that autokinetic reactions 
are found in other sensory fields adds weight 
to this suggestion. 

If, as it appears, autokinetic oerception 
operates through central mechanisms, and 
shows some variations when the subject 
changes from a state of passivity or quies- 
cence to intentional mental activity, then it 
would seem possible to establish some rela- 
tionship between it and electro-encephalo- 
graphic readings. 

Speech involvements (stuttering) and 
blocking were found nearly always associ- 
ated with considerable movement. The side 
to side movement so often found in stut- 
terers, and in persons whose hemisphere 
dominance had been interfered with through 
handedness reversals in childhood, points 
to the theory of central origins of autoki- 
nesis. The suggestions by some investigators 
that stuttering, and the closely related phe- 
nomenon of blocking, may be due to a gen- 
eral neuro-muscular conditioning favoring 
such dysfunctions merits attention in the 
light of the opinion expressed by Adams, 
Kleint, Guilford and Dallenbach, and others, 
that autokinesis is always accompanied by 
body tensions concomitant with the direction 
of movement. 

Disturbances of body image have been 
observed to be more bizarre and pronounced 
in schizophrenia than, e. g., in the manic- 
depressive psychoses. It, therefore, seems 
logical that such labile perception as some 
persons snow in autokinetic movement would 
provide a likely basis for investigating body 
image distortions. Pertinent to this is the 
idea of Benedek and Angyal(3) that a con- 
nection exists between the persorality type 
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and body schema disturbances, and that psy- 
chotic symptoms, especially in schizophrenia 
and in intoxications, can often be traced back 
to an analysis of body image disturbances. 
Nearly every person from whom a history 
of migraine was obtained showed extensive 
movement. This gains added importance for 
further study in the light of the reactions 
of epileptics in the autokinetic test. 
Complaints about the inability to fall asleep 
easily, and to sleep soundly, come more nu- 
merously from persons who experience little 
or no autokinesis. Among patients, manic- 
depressives are noted for their insomnia, 
There is evidence from questioning and ob- 
serving subjects, both normal and psychotic, 
that those who experience more extensive 
autokinesis are inclined to be less pervious 
to all kinds of external stimuli, and can, 
under some conditions, intentionally exclude 
peripheral sensory distractions from con- 
sciousness. It seems this might have a 
direct bearing on the problems of sleep 
mechanisms, The question of hypnotizability 
enters in this connection. A number of nor- 
mal subjects who saw extensive movement 
have remarked that they were aware of an 
hypnotic-like feeling during the test. This, 
coupled with the amenability of such persons 
to self-imposed suggestion of movement di- 
rection would make them seem, on first 
thought, good subjects for hypnosis. How- 
ever, this does not agree with the classical 
findings in hypnosis and hysteria inasmuch 
as hysterical subjects are prone to see no 
autokinetic movement. It is, therefore, con- 
ceivable that such fixity of perception as 
sometimes seen in the autokinetic test would 
lend itself more easily to giving an outside 
command attention, whereas, the autism pro- 
jected into seen movement might not be so 
compatible with the will of external authority. 
Finally, the question has been raised fre- 
quently regarding the genesis of autokinesis 
in the development of personality. There is 
some evidence that it has some fairly early 
beginnings in life. A few children have been 
tested as early as age 5 to 9, with indications 
of seeing movement. A few were tested at 
age I0 to 12 and then followed for as much 
as ten years through occasional tests. They 
showed the same constancy found in adults. 
The tenacity of the trait was demonstrated 
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in shock patients in that it gradually as- 
sumed its original form after shock was dis- 
continued. A few families have been tested. 
The father and mother were usually oppo- 
sites in autokinesis, and the siblings showed 
variations ranging from zero to high indices. 
Three pairs of twins, however, showed the 
members of a pair to be alike—one pair 
registered zero, two pairs gave more exten- 
sive movement but similar patterns. Of ap- 
proximately 60 ‘normal married couples 
three-fourths of them were opposites. Only 
two couples showed both man and wife to 
have zero indices. In 69 couples, where 
either the husband or the wife was a mental 
patient, there were 12 instances where both 
the man and his wife had zero indices, and 
4 more where movement was very restricted 
on both sides. The whole distribution com- 
plex of indices of the couples in which pa- 
tients were represented was noticeably dif- 
ferent from that of normal couples. These 
incomplete findings require further study, 
but they lead to speculation about the bio- 
logical concomitants of autokinesis and its 
psychological dynamics. 


SuMMARY 


The autokinetic phenomenon is the visual 
experience of apparent movement of a sta- 
tionary object, and can be observed most 
effectively by looking at a fixed pin-point 
light in a totally dark room. 

The phenomenon is offered here as a pro- 
jective measure of personality structure, and 
in this sense is used as a diagnostic indicator 
in mental illness, The test has a proven high 
reliability. An index figure into which va- 
rious aspects of the movement pattern is 
calculated is used for each subject. The 
movement is more pronounced in schizophre- 
nia, epilepsy, psychasthenia, neurasthenia 
and anxiety states. In the manic-depressive 
and involutional psychoses, and in conversion 
hysteria, movement is, as a rule, either absent 
or much less extensive. 

Atypical test results are discussed in the 
light of more detailed diagnostic opinions 
of the staff of the hospital in which the 
tests were given. Prognostic indications 
are found in the extent and patterns of move- 
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ment. Limited or medium amount of move- 
ment may be considered prognostically more 
favorable than extensive or no movement. 
Fairly accurate limits, expressed in irrlices, 
have been established in this connection. 
Erratic movement patterns presage, on the 
average, a ‘ess favorable ccurse of illness. 


Sex differences are shown in that more 


men than women observe at-tokinetic move- 
ment. 

Under ccmments some implications and 
analogies are presented to show relatiorships 
between autokinesis and menzal disturbances, 
and some suggestions are offered for further ` 
investigation. 
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BRIEF PSYCHOTHERAPEUTIC INTERVIEWS IN THE TREATMENT 
OF EPILEPSY * 


OSKAR DIETHELM, M.D. New York, N. Y. 


It is important that all psychotherapy be 
adjusted to the needs which are indicated by 
the psychopathological findings of the pa- 
tient. This concept takes into consideration 
the psychodynamic factors as well as all 
other psychopathological symptoms. The 
_ brevity or infrequency of interviews can and 
must be-a part of intensive psychotherapy ; 
1.€., a psychotherapy which is intensive con- 
sidering the particular problem to be attacked 
and corrected. 

The indications for the type of therapy 
to’ be used in an epileptic patiert should 
depend on the psychopathological findings, 
the dynamic factors involved, and the gen- 
eral personality setting. Those psychopath- 
ological findings which will influence psy- 
chotherapy greatly are thinking difficulties, 
emotional interferences, and the degree of 
deterioration. Psychotherapy uses language 
as a main tool. In order to utilize this tool 
most efficiently, the physician must recognize 
any difficulties which will interfere with the 
patient’s ability to express himself through 
words and to understand fully the therapeu- 
tic procedure and the physician’s language. 
Various degrees of disturbance of the intellec- 
tual functions are to be considered in most 
epileptic patients. For example, there is 
frequently a vagueness in the use of con- 
cepts and a tendency to digress from the 
topic under discussion. These tendencies 
necessitate active guidance by the physician 
as well as the use of concise expressions. 
The attention may be limited. In those pa- 


tients who are usually treated in ambulatory 


practice, and whose psychopathological hand- 
icaps are frequently not recognized, a dy- 
namic analysis of far-reaching degree is not 
possible. The physician must actively pull 
together the material which comes out in 
analysis ; passive analysis must be considered 


1 Read at the 1o2nd annual meeting of The 
American Psychiatric Association, Chicago, IIl, 
May 27-30, 1946. l 

From The New York Hospital and Tie Depart- 
ment of Psychiatry, Cornell University Medical 
College, New York. 
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contraindicated. Another important finding 
is the pathological persistence of emotions, 
often of unusual intensity. This fact pre- 
vents a satisfactory catharsis of more than 
transient value. There is a teadiness to react 
with the same emotional pattern to relatively 
minor situations. It may be that even after 
far-reaching and repeated discharge of emo- 
tions a remnant exists and that this feature 
may be of essential psychopathological signifi- 
cance in some of the epileptic disorders. 
These emotional reactions may express hos- 
tile rejection or sentimental dependence and 
may be related to repressed material as well 
as being a direct response to actual situations. 
The latter reaction frequently seems to be a 
repetition of earlier childhood patterns. Be- 
sides an inability to forget unpleasant experi- 
ences and an urge to dwell on them, epileptic 
patients show frequently a tendency to shut 
out other experiences as well as to repress 
them readily. Treatment may utilize these 
tendencies constructively. In early deteri- 
orative changes, and more so in advanced 
stages, perseveration of thinking and emo- 
tions, when recognized, can be used construc- 
tively in brief interviews whereas they lead 
readily to a waste of time and the destruc- 
tive strengthening of undesirable emotions in 
in sessions of an hour’s duration. One dis- 
turbing early symptom is difficulty in dif- 
ferentiating between the essential and the 
non-essential which leads to an apparent 
evasiveness, to circumstantiality and repe- 
tition. 

In evaluating the dynamic factors, so- 
matic (especially neurophysiologic), psycho- 
dynamic, and socio-economic factors must 
be considered. In the long-term treatment 
of an epileptic disorder one must be aware 
of the constant changes which take place in 
the patient. They may be marked or mild, 
sudden or insidious, and with these changes 
the relative or the absolute significance of 
various of these factors assumes a different 
meaning. Treatment must take cognizance of 
the constellation present, but must also be 
based on a long-term plan which is plastic 
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but consistent, fitting the individual epileptic ~ 


patient. In this setting, symptomatic treat- 
ment is essential as it helps to ameliorate 
personal and social difficulties and offers 
better possibilities for a constructive attack 
on the larger problem of permanent adjust- 
ment. In the use of anticonvulsive medication 
one should guard against the suppression of 
neurogenic symptoms without noting their 
psychological effect on intellectual and emo- 
tional functions. The desired result of treat- 
ment should not be the absolute control 
of a group of symptoms but the optimal con- 
trol in relation to all the symptoms present. 
Whether the older clinician’s statement is 
correct that the release of pent-up personality 
reactions through occasional convulsions is 
desirable and whether one might actually 
evoke them judiciously is a therapeutic prob- 
lem which should receive critical considera- 
tion. A psychodynamic analysis, based on 
the modern genetic-dynemic approach, is 
important in every patient. On the other 
hand, the still little understood epileptic 
psychopathology is inviting to speculation 
which may result in an unrecognized symp- 
tomatic treatment. Erotic sentimentality, 
sexual symbolism, and not infrequently overt 
sexual psychopathology force the therapeutic 
attention to the possibility of a far-reaching 
analysis, or at least to the use of modern 
psychopathological knowledge in interpreting 
difficulties to the patient in a way befitting 
his needs. Very often, especially in patients 
with other psychopathological involvements 
which are not very obvious, an analysis of 
the sexual factors may become exclusive and 
therefore symptomatic. Such treatment be- 
comes especially destructive in deteriorating 
epileptics because of their perseverating emo- 
tional features and their inability for spon- 
taneous synthesis. One should also consider 
that anxiety and resentment, stirred up in 
dynamic analysis, may affect epileptic psy- 
chopathology adversely. These emotional re- 
actions, which are valuable tools in the anal- 
sis of other conditions, should be used here 
sparsely and in a restricted way. The bene- 
ficial results which were obtained by Hen- 
drick can be supported by the author’s 
personal therapeutic experience. A critical 
reading of the publications of therapeutic 
enthusiasts of 20 years ago will reveal the 
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unfortunate results of injudicious sexual 
analysis. Among the patients treated dy the 
author were several who had received symp- 
tomatic sexual analysis by other psychia- 
trists. In every epileptic, an understanding of 
the family relationships and the development 
of the individual from infancy are important. 
Frequently, however, in the immature epi- 
leptic the physician may become fascinated 
by the possibility of finding the main thera- 
peutic solution in the analyss of the psycko- 
dynamic syndrome of the parental and sib- 
ling relationships and apply knowledge gained 
from the broad field of psychopathology 
uncritically to the special aspects cf the 
epileptic disorder. The dyramic aspects of 
the patient-physician relationship have in the 
past received unsatisfactory attention in the ` 
treatment of epileptic patients. It is, for 
example, unclear whether special psycho- 
pathological factors precluce a therapeutic 
use of a transference neurozis. Transænt or 
permanent transference relationships 2f va- 
rious degrees have been used successfully, 
but the physician has to depend cn his 
personal experience with .epileptic patients 
as literature offers little. The successful 
manipulation of socio-economic factors mey 
be hindered by difficulties in planning an 
education suitable to the psychopatho_ogical 
findings, by poor adjustment to living in 
crowded cities and towns, and by leck of 
acceptable work in the mechanized anc com- 
plex competitive labor concitions of today. 
Whenever the epileptic process has advanced 
to the degree of marked, alttough not wholly 
incapacitating, deterioration or where it oc- 
‘curs in the setting of oligophrenic conditions, 
treatment in and out of hospctals may become 
a most difficult task. 

The personality setting th which an epi- 
leptic disorder occurs is inportant thera- 
peutically. Some personality features mey 
be constitutional but in tresting the patient 
one must remember that ore deals with an 
individual whose growth in life has been 
influenced by many, and some of them 300rly 
understood, factors. Modification anc limi- 
tation of treatment are necessitated by the 
psychopathology of the immature, the de- 
pendent, and the psychopzthic personality. 
To this latter group belong the losely 
organized and ill-controlled as well as the 
set, unbending personalities. 
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The technical procedure of brief psycho- 
therapeutic interviews must be based on 
general dynamic principles which, whenever 
possible, should be supported by the dynamic 
study of the individual patient. The knowl- 
edge of dynamic psychopathology permits 
the physician to recognize uncleer factors 
and deal with them instead of having the 
patient mzke an attempt at analysis of all 
repressed factors. The result is an active 
guiding of the patient by means of constant 
evaluation of the changing psychopathology 
as well as the underlying psychodynamic 
factors. For general guidance concerning the 
pace of the treatment, one should be directed 
by the patients success in dynamic ad- 
justment, by his symptomatic improvement, 
and by warning signals which demand a 
decrease of psychotherapeutic pressure or a 
new orientation in the therapeutic plan. 
Such warring signals are the increased fre- 
quency or severity of convulsions and petit 
mal attacks and especially increased anxiety 
leading to thinking disorders and epileptic 
equivalents, including depressive reactions. 
In the patient’s acting out, it mav be diffi- 
cult to recognize what is due ta epilepsy 
and what to underlying general personality 
disorder, e.g., an unwillingness to assume 
responsibility. The therapeutic difficulty be- 
comes especially marked when a patient is 
capable of using convulsions or other epileptic 
symptoms for acting out. Resentment may 
assume the form of paranoid reactions. 


Further warning can be recognized in the 


non-constructive use of knowledge gained 
from analysis and in the coloring of the 
convulsive attacks through sexual stirrings. 

At the beginning of treatment, discussions 
of one hour’s duration are indicated, even 
in patients with marked psychopathology, 
until one kas obtained a good understanding 
of the psychopathology, of the life develop- 
ment, of interpersonal relationships, of pres- 
-ent life adjustment, and of obvious diffi- 
culties. During this phase a positive patient- 


physician relationship will become estab- , 


lished. The subsequent interviews, once a 
week to once a month, may last from 15 
minutes to an hour. It is possible to shorten 
the interviews because one has become in- 
timately acquainted with the life pattern, 
the persoralities in it, and the repetitious 
emotional involvements. The progressive 
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treatment usually leads to a marked de- 
pendence on the physician, who should utilize 
this relationship to make the patient carry an 
increasing amount of responsibility. 

The goal of treatment should be a new ori- 
entation to the problems related to the ill- 
ness and to interpersonal relations. Increas- 
ing self-reliance should go together with 
better socialization. The modification of 
rigid standards will permit a better dealing 
with the problems of reality. A more’ de- 
tached and tolerant attitude to body appear- 
ance and somatic functions should be striven 
for. Planned re-education must be pursued 
to modify and, if possible, change the pa- 
tient’s undue attention to detail, his indeci- 
sion, egocentricity and indulgence in phan- 
tasy life. 

There are several therapeutic problems 
which occur in a large number of epileptic 
patients and therefore deserve a more de- 
tailed discussion, Resentment is a destruc- 
tive emotion which interferes a great deal 
with a healthy life adjustment. The release 
of these pent-up emotions is helpful in the 
beginning of treatment. Soon it will become 
obvious that mere rediscussion will keep the 
resentment alive. One has to try to make the 
patient recognize the factors involved and 
to develop tolerance. It is usually unwise to 
dwell too lengthily or too frequently on such 
discussions and one should guard against 
letting the analysis of these emotional reac- 
tions become symptomatic therapy. Aggres- 
sive resentment is readily recognized while 
resentment in shy and withdrawn patients, ` 
suppressed and often not noticed by them, 
may escape therapeutic attention. Treatment 
must take into consideration the reactions 
of resentment to special situations as well 
as the underlying capacity to experience 
readily intense resentment. A tendency to 
projection is part of intense resentment. 
These projections, which may assume the 
form of paranoid symptoms, are usually 
transient and do not disorganize the patient’s 
personal life nor do they lead to systema- 
tization. They should be distinguished from 
the essentially paranoid epileptic reactions. 
Dynamic analvsis of resentment becomes im- ` 
possible when this emotion is accompanied 
by marked anxiety which leads to disorders 
of attention and concentration. The physi- 
cian must be aware of his reaction to the 
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resentment and guard against thwarting its 
release or dissolution by argument or by 
domineering aggression. He should suggest 
possible errors in the patient’s judgment or 
point out other possible interpretations or 
situations in the form of questions. This 
aspect of treatment corresponds to that of 
paranoic reactions. One should also remem- 
ber that persons usually react with an in- 
crease of the emotion if they are told that 
they are hostile or resentful. A less disturb- 
ing reaction occurs if one remarks to the 
patient that he appears irritable or annoyed. 
It is possible that, as some authors claim, the 
epileptic patient has a pathological degree 
of self-satisfying and self-magnifying needs 
and therefore reacts with resentment to being 
thwarted in their fulfilment. 

In analyzing the patient’s emotional reac- 
tions one has to determine how much intense 
emotional participation the patient can en- 
dure. Emotional discharge and the accom- 
panying insight must take place gradually. 
Sometimes the physician may have the im- 


„pression that the patient is experiencing full 
emotional abreaction while he is working 


through the dynamic factors, whereas in 
reality the patient is only obtaining the repe- 
titive satisfaction in expressing resentment. 
Discussions at well-spaced intervals with 
psychotherapeutic readjustment over a long 
period of time may be necessary to prepare 
the patient emotionally for the insight which 
he otherwise could not tolerate. The physician 
will gain the psychodynamic understanding 
of resentment before the patient is able to 
accept it. In some patients, siblings or 
parents may have similar personality traits. 
In such cases a temporary separation while 
undergoing psychotherapy may lead to an 
improvement which will permit him to deal 
with these personalities more constructively 
than previously. In other patients, psycho- 
therapy reveals frustrated aggression as a 
fundamental factor in producing resentment. 
It may be possible to solve the problem with- 
out the patient’s analysis of the dynamic 


` factors. 


The pathological emotional reactions of 
anxiety and depression frequently need ther- 
apeutic attention. It is usually satisfactory 
to analyze these reactions with regard to 
immediate life situations, with attention to 
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‘previous similar reactions and their relaticn 


to fundamental dynamic aspects. It seems 
hazardous, however, to make the analysis of 
these emotional reactions the center of an 
intensive therapeutic analys:s on the theory 
that the dread of losing consciousness is 
linked up with the fundamental dynamic 
factors of the epileptic disorder. One should 
avoid producing fears and dangerous inse- 
curity by the unwise analysis of anxiety and 
defense reaction. 

Stubborn self-assertion, expressed in ag- 
gressive attacks or in weak but persistent 
resistance, usually has to be modified on the 
basis of the physician’s, but rarely the pa- 
tient’s, understanding of the dynamic fac- 
tors. A formulation of relatively obvious 
factors can be made the working basis for 
a modification of the patient’s attitude to 
certain personalities and situations. Infre- 
quent brief interviews are helpful in this 
planned re-education whereas daily inter- 
views, with the unavoidable stirring up of 
anxiety or resentment, may increase the pa- 
tient’s regressive and procrastinating ten- 
dencies, 

Insufficient emancipation from one cf 
their parents with frequent or persistent 
unconscious attempts at unsuccessful inde- 
pendence are present in many patients. 
Through a positive patient-physician rela- 
tionship the physician will be in a pcsition 
to offer emotional security and sympathetic 
affection which will permit the patient's 
healthy seli-assertion based on increased 
self-reliance. It is not necessary, and fre- 
quently inadvisable, to make the patient 
aware of the true nature of his relationship 
to his parents. Support and guidance through 
the emotionally strong trensference rela- 
tionship must be offered for years in some 
of these patients. It is obvious that a phy- 
sician must understand his own reactions 
to the patient and have a progressive plan 
of treatment if he wants to remain active ` 
psychotherapeutically and make each inter- 
view a therapeutic worthwhile task. The pz- 
tient’s frequent sentimental attachment is a 
thin veneer for the underlying sexual in- 
volvement of which he shculd usually not 
be made aware. The analysis of sexual 
factors is important but should be carried 
only as far as the patient can handle.. The 
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principal tnerapeutic task may be a healthy 
sexual hygiene which the patient is able to 
follow by eccepting his physician’s advice. 

The epileptic patient has a characteristic 
attitude to his body—a need for physical 
perfection and anxiety to somatic malfunc- 
tioning. There is a constant need to rely 
on his physician’s reassurances and a me- 
ticulous attention to physical hygiene. 
Whether this body attitude is the expres- 
sion of deep-seated narcissism or related to 
a marked anal-erotic orientation are specu- 
lations which cannot be proved with our 
- present knowledge. The marked insecurity 
is therapeatically important. Recognizing 
the painful emotion of anxiety, a physician 
will always be ready to seek means of al- 
leviating it. Only if he thinks of this reac- 
tion as hypochondriasis with its connotation 
of unjustified overconcern will he become 
bored with these patients. With each return 
of the expression of body insecurity he is 
forced to lcok for factors which have brought 
about an increase of anxiety. In patients who 
are capable of understanding the influence of 
emotions on physiologic functions, brief in- 
terviews will reveal the dynamic factors of 
the immediate situation. This treatment im- 
plies the need to check carefully on each 
new symptom before its psychogenic nature 
is accepted. If this is done promptly and 
judiciously even re-examination will not 
disturb the security which has been built up 
previously. In addition, the patient must 
learn to correct his habit of being aware of 
minor body sensations and become tolerant 
of somatic inadequacies. 

Difficulties in relationship to other persons, 
aggravated by the patient’s self-centered sen- 
sitiveness and his ability to form intense 
and lasting antipathies and attachments, need 
separate analysis and constant therapeutic 
attention. In this respect, as well as in all 
brief psychotherapy, the danger is ever pres- 
ent that one tries to obtain too many facts 
to prove the suspected dynamic factors and 
that one atfers too much dynamic interpre- 
tation or at too early a phase of treatment. 
One of the goals of treatment should always 
be to broaden the patient’s interests and to 
permit him to share with others. Frequeritly 
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one may have to be satisfied with a group 
adjustment which is based on helping others 
in order to satisfy self-centered glorification. 


SUMMARY 


Brief psychotherapeutic interviews try to 
utilize the dynamic knowledge of the indi- 
vidual patient’s past life and to apply it to a 
satisfactory adjustment to the present. His 
hopes and plans for the future are constantly 
taken into. consideration. Difficulties which 
precipitate maladjustments are reviewed 
from the same point of view. The treatment 
considers impaired functions, such as dis- 
orders of attention, concentration and think- 
ing, in the technique of the interview. Re- 
current resentment and anxiety may be 
relieved through a necessarily very limited 
analysis and their intensity reduced. The 
persistence of these destructive emotions as 
well as the presence of other psychopatho- 
logical symptoms may limit or prevent an 
analysis which would give the patient an 
understanding of the dynamic factors. In 
order to proceed one must correct the fac- 
tors which lead to therapeutic obstructions 
or attempt the dynamic analysis when the 
patient becomes ready for it. This type of 
psychotherapy must use a plan of treatment 
which covers a long period of time and 
which is reccnsidered and modified whenever 
psychopathological changes or psychody- 
namic, somatic or environmental factors 
make it necessary. The results of the patient’s 
adjustment of, and to, his life problems are 
encouraging enough to justify his physi- 
cian’s active therapy and guidance during the 
long period of the epileptic disorder, 


BIBLIOGRAPHY 


Alexander, F., and French, T. M. Psychoanalytic 
Therapy. New York, Ronald Press, 1946. 

Diethelm, O. The value of brief psychotherapeu- 
tic interviews in a rehabilitation service. Trans. 
Am. Neurol. Assoc., 1944, p. 30. 

Diethelm, O. Differential diagnosis of epilepsy, 
to be published. (Read before the American Psy- 
chopathological Association meeting May Io, 1946.) 

Hendrick, I. Psychoanalytic observations on 
the aurae of two cases with convulsions. Psychosom. 
Med., 2: 43, 1940. 
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l R. L. DIXON - 
Medical Superintendent, Caro (Michigan) State Hospital for Epiieptics 


In 1929, a survey was conducted in Mich- 
igan, through the State Superintendent of 
Public Instruction, to determine the approxi- 
mate number of educable epileptic children 
who were being deprived of an opportunity 
to attend school.because of their convulsive 
manifestations. This revealed an actual total 
of 386, and there was no doubt that there 
were others who were not reached by the 
study. It included Wayne County with the 
city of Detroit to a very slight degree. 

In 1934, a survey was made in Detroit, 
which revealed that 514 epileptics were 
known to the Board of Education, of which 
many had been excluded from, or were 
having difficulty staying in, school because of 
their seizures. Thereupon, in June of that 
year, the Detroit School Board established 
the first public school for epileptics in the 
United States, now known as the White 
Special School. Children were collected from 
all parts of the city by bus and medical care 
was included in the program. 

In 1944, we made a survey of the states 


to determine how many provide schools for _ 


epileptic children. There are in this country 
only I1 state institutions solely for epileptics 
and, of these, 8 have some sort of school 
facilities; 6 have regular school buildings 
constructed for that special purpose, one util- 
izes its chapel, and another has school rooms 
in its residence buildings. There are many 
children with convulsive disorders in insti- 
tutions for the mentally deficient who have 
educational opportunities, but the needs of 
those of normal intelligence are not ade- 
quately met in this manner. 

‘The school unit at the Caro State Hospital 
was opened in the summer of 1940 with a 
capacity of 150, The school building and 
three residences, each housing 50 children, 
comprise the present unit, but the master 
plan calls for eight such cottages. Foresight 
was,.exercised in the construction of the 
school: building, in that it can be added to in 


1 Read at the ro2znd annual meeting of The 
American Psychiatric Association, Chicago, IIL, 
May 27-30, 1946. 


proportion to the: increase in bed capacity 
without impairing the architectural or func- 
tional value of the building. It is a one- 
story, sixteen room structure, planned and 
equipped for the special needs and safety 
of the epileptic child. Each classroom has 
its own lavatory and seizure recovery room 
where children may be cared for by a nurse, 
summoned by a buzzer, during and imme- 
diately following a seizure. This rocm has 
large windows between it and the classroom 
so that if a child merely needs to sleep after 
recovery from the attack proper, he zan be 
under observation of the teacher. There are 
seven rooms for academic work, which are 
twenty feet square, and five larger roams 
for kindergarten, music, and shops. The 
other four are: the principal’s office, the at- 
tendant nurse’s waiting room and office, the 
library, and combination auditorium end 
gymnasium complete with a stage and motion 
picture apparatus. 

The normal personnel of the school is 
made up of the principel, five academic 
teachers, frve special teachers, an attendant 
nurse and a caretaker. The academic re-. 
quirements for our teachers are determined 
by the State Department cf Public Instruc- 
tion and are as follows: 120 semester hours 
of Teacher’s College training, of wich 30 
hours shall have been in the field of spe- 


cial education. However, this qualifies the 


teacher for only a five-year provisioral cer- 
tificate, and he must have acquired 10 semes- 
ter hours at the graduate level before the 
expiration of this period, in order to obtain 
a permanent certificate. The salary scale for 
the princigal is $250 to $290 per month for 
twelve months, and for the teachers $200 
to $240 for ten months, with the exception of 
the physical education instructors. These 
two, a man and a woman, are emplcyed on 
a yearly basis, as a recreational program is 
continued through the summer montus. 
During the first five years of the schaol’s 
existence, 301 children have been enrolled; 
374 percent of these are still attending. 
Those who are still in residence, buf not in 
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school, comprise 323 percent, and their ex- 
clusion was due to such factors as maximum 
age, inability to profit by further training, 
extreme conduct disorders, and physical ~ 
handicaps. Of the total group, 20 percent are 
on parole, 5 percent have been discharged 
and 5 percent have died. The ratic of boys 
to girls, due to housing facilities, is 60 percent 
to 40 percent respectively, and there is no 
noteworthy difference in the mental status 
of the two sexes. The largest age group, 
both on admission and in attendance, is 11 
to I5 years. 

Academic work through the eighth paie 
is offered and those capable of carrying more , 
advanced subjects are given individual help. 
The curriculum also includes music, physi- 
cal education, sewing, shop, and manual and 
fine arts. . 

The basic aims of the school are not de- 
fined in terms of academic progress. While 
we undertake to guide and encourage the 
children in the development of essential 
skills consistent with their ability, we also 
try to plan their curricula in such a way as 
to assure their happiness and personal satis- 
faction in their school work: The greatest 
emphasis is placed on social adjustment, for 
we believe that if this is accomplished, school 
achievement follows naturally. In a large 
percentage of cases it is the convulsions plus 
unacceptable conduct and personal relation- 
ships that have brought these children to us. 
Therefore, the development of social pat- 
terns of behavior, the recognition and ac- 
ceptance of their own situations and limita- 
tions and the broadening of their experience 
through formal teaching, all of which At the 
child for more useful, happy living, are the 
real aims of our educational program. Our 
ideal is the return of the child to his home 
and public school, but we are limited in its 
achievement by such factors as inadequate 
parents, unsatisfactory living conditions, and 
other mental and physical handicaps not 
amenable to treatment. 

The school department cannot function 
efficiently as a discrete unit, but must have 
a working relationship with the services and 
facilitiés of the entire institution, Herein 
lies our advantage over the public school 
which must combat destructive influences 
that are at play on the child during the 
nonschool hours. 
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At the time of commitment the court 
papers on children of school age are referred 
to the social service department for review 
and further investigation to determine their 
eligibility for ‘school enrollment. A per- 
sonal contact with the family is thus estab- 
lished early, which is further strengthened 
by the admission interview and maintained 
through corresponcence, office interviews 
and a social worker’s visit to the home. 
Vacation plans are effected through this de- 
partment, and all children whose homes are 
satisfactory and parents adequate to their 
supervision are permitted to leave during the 
school holidays. Nct infrequently, the par- 
ents are very much in need of help in relation 
to attitudes, discipline and personal emo- 
tional problems. Parole plans and supervi- 
sion during the parcle period are also social 
service responsibilities. 

The psychologicel department has an 
active relationship to the school, as all chil- 
dren are studied thoroughly on admission 
from the standpoint of intelligence, perform- 
ance ability, and educational ability. Refer- 
rals to the school are made through this de- 
partment, which reports detailed results of 
the studies to the principal. Routine retests 
are also made, and special cases may be re- 
ferred by the teachers for study and advice. 

The physical and neurological examina- 
tions are regular parts of the admission pro- 
cedure, together wich complete X-ray and 
laboratory studies. The teachers have ac- 
cess to the records which are, of course, 
valuable particularly in relation to visual and 
hearing disabiltties and various types: of pa- 
ralysis. The physician immediately under- 
takes to control the attacks by the use of all 
known anti-convulsants, used singly and in 
various combinations. A doctor is always 
immediately accessible in case of emergency 
and the children are regularly observed by 
their cottage physician in relation to their 
general health. 

The child’s home during hours out of 
school is an attractive one-story building 
housing 50 children within a normal family 
range of ages. The parent person is a woman 
for the girls and little boys, and a man for 
the older boys. However, there are both male 
and female attendants in the boys’ buildings. 
The children participate in the housekeeping 
and care of their grounds and each has 
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some little duty or responsibility. The super- 


visor handles all minor disciplinary problems 


but must have the approval of the cottage 
physician for anything indicating extended 
withdrawal of privileges. No corporal pun- 
ishment is permitted and the only accepted 
method is restriction of activities and plea- 
sures. The child is held up to the same 
standard of behavior at school and at the 
cottage, with close cooperation among all in 
authority. This consistency of discipline and 
unity of control are in themselves stabilizing 
factors. While kindness is practically a 
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motto with us, there is very little of the 
emotionalism involved whick governs parents 
in their demands on an affi cted child. The 
proper relationship between the institution 
parent and the true one is at times difficult 
to achieve, as many of the children transzer 
their affections a little toa readily for the 
mother’s comfort. Nevertheless, the intel- 
ligent and unselfish parent is generally grati- 
fied to know that his child is happy and 
at last finding the security and comradeship 
that the home and communtty failed to give 
him. 


THE USE OF RESIDENCE IN PSYCHIATRIC TREATMENT 
WITH CHILDREN + 


J. FRANKLIN ROBINSON, M.D., Wixes-Barre, Pa. 


Resident psychiatric treatment as de- 
veloped at the Children’s Service Center of 
Wyoming Valley has been a practical appli- 
cation in residence of practice and principles 
evolved in the child- guidance clinic. Basic 
to clinic practice is the recognition that both 
child and parent have had a part in the 
creation of the difficulty for which help is 
sought, and that both will have a part in the 
solution. The child is seen as an immature 
individual who cannot be approached as an 
isolated entity but must be considered in re- 
lation to a complementary parental force. 

Before psychiatric treatment is undertaken 
it is necessary that domestic responsibility 
for the child be clearly defined. I= custody 
for a child is not actively assumed his pri- 
mary need is a foster one and, indeed, such 
an unmet personal need may contribute to 
emotional disturbance and the development 
of symptoms. We believe that if a domes- 
tically isolated child can form a tie it should 
be with a parental force which can continue 
to have meaning for him. Hence such a 
sustaining association should be with parent 
or foster agency and should not be with the 
therapeutic agent which must bear to him a 
temporary relation. 

For many children it is probably not pos- 
sible to become really engaged in psychiatric 
treatment until they have been able to estab- 
lish a strengthened association with parent 
or foster agency. There is in any event a 
high correlation between the ultimate prog- 
nosis and the degree to which connection 
with the parental force has been enriched. 

Admission to residence for treatment must 
then be utilized to emphasize the inter-rela- 
tedness of child and parent rather than be 
allowed to create complete separation. Cir- 
cumstances which hold child and parental 
force together are that the parent or foster 
worker has chosen this type of help for his 
child, that he maintains a relationship with 


1 Read at the round table on child psychiatry, at 
the 1o2nd annual meeting of The American Psy- 
chiatric Association, Chicago, IIL, May 27-30, 1946. 
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him while he is in residence and that he 
will be responsible for the continuing plan 
when the child leaves residence. This rela- 
tionship to the child in residence is main- 
tained through visits with the child and also 
with the social case worker at the center. The ` 
child derives his security in residence less 
from the understanding and acceptance of 
him by those with whom he lives than from 
his active and sustaining relation to parent 
or foster agency. 

At the onset, it is important to go beyond 
the symptoms to some preliminary under- 
standing of the psychological dynamics of 
the difficulty so that the child has a beginning 
awareness of his emotional need and of his 
part in the problem. If the reason for his ad- 
mission to residence is the prevention or al- 
teration of a circumscribed kind of behavior, - 
the resident center takes over the same diffi- 
culty with which the parent or foster werker 
has been entangled with the child, and the 
child may simply transfer his struggle to the 
residence. As attention. centers on his emo- 


‘tional turmoil rather than his overt behavior 


a basis is provided for the child’s use of psy- 
chotherapy and takes the process out of the 
area of training or discipline as is implied in 
a school setting or correctional institution or 
“Home.” His use of a treatment relation- 
ship is the sole purpose of the child’s being 
in residence. 

In arranging admission we are now not 
primarily concerned with the symptom pic- 
ture but are more interested in ascertaining 
that there is a sound basis for beginning 
work. It is the parents’ or foster agency’s 
interest and concern which motivates the 
process and the child becomes an active 
participant only after a plan has been for- 
mulated to make this type of help available 
for him. A preliminary visit (occasionally 


‘several visits) is arranged prior to the child’s 


actual entry into residence. This provides an 
opportunity to establish the rôles which 
parent and child will play and to ascertain 
that the child has some capacity to relate. 
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‘When the child does come into residence 
the coordinated work of the whole profes- 
sional group is necessary in order to enable 
him to utilize effectively his treatment re- 
lationship. He is going to present difficulties 
in living according to the nature of his atti- 
tudes, abilities and way of relating to others. 
As in setting up the treatment plan in appli- 
cation, it is important now that attention 
does not become centered and fixed on a few 
. practical issues’ rather than in treatment 
itself, -There is some danger that the child 
may invest his interest and drive in a vica- 
rious achievement as, for example, in school 
or in outside group activities. There is more 
hazard that issues may arise analogous to 
those which occasioned the parent’s decision 
to seek help and that efforts to alter the 
behavior are so intensified that treatment 
becomes a secondary experience for the child. 
Troublesome behavior must be accepted as 
an expression of the child’s difficulty and of 
what he is able to be at the time. The major 
concern is the manner in which he is becom- 
- ing engaged in therapy. 

This does not imply that resident profes- 
sional staff permit full license in behavior. 
That would be artificial and would deny the 
real meaning of what the child is doing. 
Part of the significance of his behavior is 
already absent because he is not in altercation 
with family or foster home, but the very 
important quality which derives from his 
own feelings and tendencies is present. The 
resident staff member becomes related to the 


child around his actual behavior in the living - 


setting. He represents authority in so far as 
the center takes over the responsibility for 
control in the life of the child. He can 
provide, to a degree, a limiting quality for 
the over-aggressive, disorganized child. He 
can encourage more active participation by 


the fearful or uncertain child. But primarily . 


he is affording a living medium in which a 
child can find a place according to his own 
interests and tendencies. He has no desire 
to mold the child’s actions but is interested in 
helping the child come to more awareness 
of the manner in which he directs his own 
actions. His response to the child differs 
from that of the therapist in that his concern 
is not to help the child express and examine 
his feeling, but to help him act in relation to 
living requirements. 
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In assaying behavior, resident staff must 
be oriented to where the child is in treat- 
ment. The aim in the initial critical period 
in residence is to help the child to a clearer 
definition of his behavioral tendencies. The 
parent’s steps to seek help for him, which 
involve his placement in the =reatment center, 
will arouse feelings and reactions which 


-grow out of his particular difficulty. These 


m~ 


provide an immediate basis for his relation 
to the therapist. As the chi-d can center his 
troubled feelings in his treatment hours, there 
is less need for him to become entangled 
through his behavior in tbe living setting. 
Efforts to induce the child to benefit from 
experience itself, or to instruct or train the 
child in the initial period, tend to over-em- 
phasize the importance of the living settmg 
rather than therapy, and encourage the child 
to create issues which are difficult to meet. 

The resident staff must be aware of be- 
havior which derives from feelings aroused 
by the child’s further involvement in therapy. 
For example, when treatment is difficult or 
painful, the child’s efforts to avoid deeper 
involvement may occasionally take the form 
of frank truancy from treatment hours or 
runaway escapades. A more indirect type of 
evasion of treatment is seen when a child 
seeks to discuss an iIncreésing amount of 
intimate personal material with resident staff 
rather than share his feelinzs with the ther- 
apist. Again, hostility which the child may 
not be ready to express vith the therapist 
may lead to hostile acts within the groxp. 
The real meaning of such behavior, for the 
child, becomes altered if the response fram 
resident staff is based on the external im- 
plication. 

As the child makes further progress in 
treatment and is able to better reconcile his 
conflicting feelings and ta develop a more 
confident sense of his czpacities, he will 
sooner or later seek a new level oz rela- 
tionship within the resideat group, Resi- 
dent staff need to realize tke full implication 
in incipient trends in behevior so that the 
child is supported in what ae is ready to be 
rather than held to the patterns he initially 
turned to when he established himself in the 
living group.. Sometimes it is difficult to 
recognize that there is a quality of self- 
realization in a child’s actions, especially 
when the child himself rdates what he is 
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doing to either antagonistic or very positive 
feelings about treatment, but if one follows 


the child’s treatment hours carefully, the 


distinction can usually be made. 

The child’s progress, especially as it is 
reflected in behavior, will often uniquely 
arouse the feelings of parents. It is chal- 
lenging to see a child realize accomplishment 
which he could not reach at home ard the 
parent may respond in a variety of ways. 
He may, for example, feel more intensely 
the separation which he has arranged be- 
tween himself and his child and want to 
re-establish the closeness out of which so 
much of their difficulty had grown. He may 
feel antagonistic to the treatment center and 


attempt to project on the center the responsi- - 


bility for his child’s being away from him. 
He may be unable or unwilling to recognize 
changes in the child. His feelings of rejec- 
tion may come frankly to the fore. He may 
at once experience a new measure of com- 
mon feeling with his child. Whatever the 
parent’s response, it brings into relief the 
. quality of parental nurture which has com- 
plemented the child’s development. Work 
with the parent rieeds to be closely related 
to what he encounters in the child’s newly 
emerging self and the manner in which he can 
more satisfactorily fulfill his parental role. 

In order that treatment can take form 
around what child and therapist can establish 
together, it is necessary that the experience 
be freed from the practical responsibility 
which the center carries for the child. . The 


psychiatrist will be to the child a person of 


some consequence. He must, however, avoid 
becoming the practical mediator of the child’s 
daily affairs or the relationship takes on 
other qualities than psychotherapy. The child 
learns to turn to the resident staff with his 
plights and quandaries. By investing author- 
ity in the resident professional staff the actual 
consequences of the child’s behavior devolve 
within the resident setting. His real activities 
come into treatment as the child is ready to 
consider them and his confidences are re- 
spected. 

Psychotherapy is an exacting endeavor. 
It may, especially at the beginning, assess 
the child’s capacity to the full, We accord- 
ingly do not introduce auxiliary measures 
until it is apparent that they too can be 
accommodated by the child. Children with 
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enotional difficulties that have existed for 
some time have many concrete deficiencies 
ia achievement, Lack of school progress 
might be mentioned as an example. The 
sccessful utilization of remedial instruc- 
ton would relieve the child of pressure from 
teachers and the frustrated feelings of fail- 
tre, but it does not reach the basic trouble 
which itself is the cause of the retardation. 
E is illogical to try to immediately meet .a 
culd’s practical needs fully when his lack 
cf accomplishment is an indication that he 
cannot accomplish. We feel then that the 
caild should be soundly established in treat- 
ment before ancillary measures are intro- 
duced. A more effective use of supplemen- 


tery procedures is then possible, 


As the ending experience unfolds one 
can see the value in the child having a sound 
and immediate relationship to those who 
carry parental responsibility for him. When 
he is ready to disperse with therapy, a con- 
trauing plan is possible for him only as it is 


-$apported by parent or foster agency. If 


residence has allowed a separation of child 
aad parent to occur, or if changes have taken 
pace in the child to which the parent is not 
a tuned, a basis for the re-establishment of 
tle home does not exist. There is even less 
te build upon if the attitudes of the parent, 
which led hira to seek a physical separation 
f-om his child, are unaltered. The child 
wider foster custody, without foster agency 
tes, would find himself isolated, or at least 
would face the prospect of taking on a com- 
p-etely new set of loyalties. 

Actually, the decision to end stirs up a 
whole gamut of feelings in child and parent. 
The child mzy struggle against leaving the 
therapist, as he does in the out-patient clinic. 
Fe frequently has a deep measure of fear 
and uncertainty about the plan which is 


.téking form jor him. He doubts his newly 


acquired capacities. Old feelings are aroused 
aad he may be inclined to deny his new self 
aad reach bacx to his earlier difficult patterns. 
Ia a similar manner, the parent’s apprehen- 
sbn may.cause him to question their readi- 
nzss to proceed and to mistrust the changes 
ir his child. These feelings can be worked 
ttrough in some part before the actual move 
f-om residence occurs, but a sound termina- 
tion of the resident plan can only be founded 


oa a matured and dependable relationship 


a 


*| 
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between child and parent, which provides a 
basis for their continuation together, 
Resident psychiatric treatment is an inte- 
grating experience. As in the out-patient 
child guidance clinic, treatment unfolds 
around a structure which involves the child 
and a parental force. The resident factor 
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is introduced where the child-parental con- 
stellation is not sufficiently established or 
free that therapy can be arranged on an out- 
patient basis. Psychotherapy with the child 
is, however, the same process and through 
it the child moves to a healthier relaticn with 
parent or foster agency. 


INSTITUTIONAL TREATMENT OF JUVENILE DELINQUENTS? 
LEONARD M. DUB, M. D., Wasuincron, D. C? 


Because the society in which we live has 
not, as yet, devised any other widespread 
method of dealing with juvenile delinquents, 
they are usually placed in institutions, osten- 
sibly for corrective treatment. Because 
this is the prevailing method, a great respon- 
sibility rests upon the institutions. “Correc- 
tive treatment” may, by an institution, be 
interpreted as punishment, or it may be inter- 
preted as rehabilitation. The distinction is an 
important one. But it is of graver concern 
to the psychiatrist that the latter approach, 
unless thoroughly developed and executed, 
can fail miserably as the first to reach the 
individual brought under the institution’s 
care. 

Many of our institutions have evolved 
programs and activities for their population, 
including academic or vocational guidance, 
and thus have attempted to graduate reha- 
bilitated individuals capable of meeting and 
solving the problems they will face when they 
return to society. On some occasions this 
method may meet with some success, but 
on the whole institutionalization is signifi- 
cantly unsuccessful even under the best of 
educational set-ups. Various studies of re- 
cidivism, such as those of the Gluecks(1), 
serve to verify this impression. There are 
many probable causes for this failure in 
efforts at rehabilitation, some too obvious to 
merit much discussion at this time. They 
include punitive intent, lack of minimal fa- 
cilities, poor organization, etc. It is probably 
universally accepted that the institutional 
regime does not reach and change the in- 
dividual. Recidivism is the rule rather than 
the exception. 

Since placing juvenile delinquents in insti- 
tutions is the predominant means our present 
society employs in dealing with this problem, 
it seems imperative to examine some of the 
sources of their failure. One of the major 
points that should be made clear immediately 
is that delinquency or anti-social behavior 


1 Read at the to2nd annual meeting of The 
American Psychiatric Association, Chicago, IL, 
May 27-30, 1946. 

2 Assisted by Ruth Newton, B. A. 
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is the end result of internal conflicts which 
have come about through the individual’s 
relationships within his environment. De- 
linquent behavior is the outward manifesta- 
tion of inner difficulties of which the boy or 
girl is unaware. It follows that the juvenile 
delinquent is, from the point of view of 
psychiatry, a neurotic with unresolved con- 
flicts, unconscious drives for which he is 
not responsible. It 1s impossible for him 
to understand them or even know that they 
exist. 

This approach to the problem is borne 
out in an article(2) which surveyed litera- 
ture on individual correlates of crime. These 
correlates included: definition of crime, 
chronological age, sex, race and nationality, 
physical traits, intelligence in relation to age 
and offense, specific personality tests, and 
multiple factors, etc. 

A general conclusion from this series of 
studies (which is representative of many 
others) is that the juvenile delinquent is 
inferior in many aspects of personality. This 
is evident from the emphasis on worry, the 
high score on tests of neurotic tendency, the 
retardation on tests of social maturity. 

If we establish the fact that juvenile of- 
fenders are neurotic in character, it naturally 
follows that their needs, if they are really to 
be rehabilitated,. include comprehending psy- 
chiatric care and treatment. It is unfortu- 
nately true that little or no organized efforts 
are, as yet, made for this type of rectifica- 
tion in institutional placement. 

Prior to and during incarceration all ef-. 
forts are usually in the “accusative case” — 
and by that, I mean that they are usually 
directed -toward the manipulation of con- 
scious motivational factors. It is self-evident 
that anti-social behavior is motivated by un- 
conscious factors. It is also self-evident that 
if punishment is based on principles which 
are the derivatives of the conscious minds 
of those who deal with the young offenders, 
it is fruitless to expect results “from the 
punishment. 

This type of treatment, touching only the 
surface of the neurotic mind, too often spot- 
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lights the specific offense, leaving in the 
shadows the causes for the offense, the un- 
conscious motivations. It is axiomatic in 
psychiatry to treat causes rather than the 
symptoms, and it bears repeating that delin- 
quent behavior is symptomatic, 

It is true that efforts are made, in many 
cases, to determine how the individual has 
been adversely influenced by his recent and 
immediate environment. And there have 
been changes in the approach to this type of 
investigation. Factors, such as Lombrosian 
concepts, anthropological defects, and genet- 
ically transmitted criminal tendencies have 
been outmoded and are no longer considered 
valid as etiology, but other equally invalid 
factors are often magnified in importance. 

We must distinguish between what is 
hereditary and what is acquired. Physical 
characteristics and probably intelligence fol- 
low some genetic pattern. Attitudes at any 
given moment are resultant from previous 
life experiences. They are probably never 
inherited or even influenced by hereditary 
predispositions. This is another important 
distinction to those who deal with juvenile 
delinquents. 

It is because attitudes are acquired that 
they can, at least theoretically, be changed 
and the individual benefited thereby. Anti- 
social behavior, like any neurotic expression, 
can best be modified by directing therapeutic 
efforts toward the unconscious factors that 
cause the behavior. It is not clear why 
the delinquent adopts delinquent symptoms 


‘rather than some other form of neurotic 


behavior. It is quite probable that some sig- 
nificant interpersonal relationship offered 
more satisfaction through anti-social behavior 
It is also possible that such action is a result 
of emulation. Environment, therefore, is sig- 
nificant at the inception of the delinquent 
pattern, even though it becomes less signifi- 
cant during the perpetuation of the pattern. 
The parents of delinquents are usually hos- 
tile and unscrupulous and the child has to 
learn to adapt himself to the unpredictable 
environment offering a lack of adequate 
affection. 

Delinquency, by definition, usually in- 
volves adolescence, a period of transition, 
when a person is no longer a child and not 
yet an adult. Many incisive changes take 
place in this period. The body, usually in 
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a surge, achieves its maximum growth end 
assumes its characteristic configuration. Sex- 
ual development reaches procreative capacity, 
and amorous stirrings seek a variety of out- 
lets. There is a striving after emancipation 
from the previous sheltered existence, an 
urgency tcward increasing self-dependence 
in thought and action. The sphere of interest 
expands from the confines of the immedizte 
environment toward the community at large. 
Current standards and precepts are sub- 
mitted to criticism, not as yet leavened or 
seasoned by experience, and the established 
order is bcldly challenged and too of-en re- 
jected. Adolescence is truly the period of 
revolt; the period when established order is 
reedily identified with the constraints of the 
parental or authoritative relationships end 
therefore must be overthrown in order that 
the individual disclaim the dependency of 
childhood. Admissibly inherent weaknesses, 
exposure to educational blunders and bur- 
densome life situations serve to inzensify 
perplexities and twist attitudes and perform- 
ances(3). It is the development of these 
attitudes that needs investigation. 

When the physical needs of the child have 
been adequately met, the body develops 
properly. In a similar manner, when the 
emotional needs of the child have been 
adequately met, the attitudes develop prop- 
erly. These emotional needs involve satis- 
factions and security, and they are therefore 
dependent upon the environment out of 
which the individual draws his emotional ex- 
periences. The most significant emotional 
experience is derived from the interpersonal 
relation with the first person who admin- 
isters to the needs of the infant, usually the 
mother. This relationship sets the pattern. 
An insecure mother can provide the initial 
conditioning for insecurity in the child. 
Such an unhappy parent derives a measure 
of satisfaction in administering to her off- 
spring, and this over-solicitude, actually a 
form of rejection, is often selfishly ger- 
petuated beyond reasonable limits, eventually 
resulting in an immature, as well as insecure, 
and latently hostile individual. 

Perception of attitude, or empathy, is the 
most powerful conditioning force in our cul- 
ture. All through life we are restricted to 
more or less conventional patterns of beha- 


vior by group pressures. Defiance of these 
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‘conventions makes for insecurity. These 
group pressures are perception of attitude 
multiplied many times. We are, however, 
lamentably unaware of how quickly the child 
perceives the attitudes of those with whom 
he is in contact, and how those attitudes can 
shape and determine his own emotional 
make-up and behavior. 

Maturity is not only a physical but a 
mental process, in an intellectual and an 
emotional sense. An individual achieves emo- 
tional maturity to the degree that he func- 
tions rationally in decisions of living and 
emotionally on the less frequent occasions 
when the situation demands an emotional re- 
. sponse. An individual functions maturely to 
the degree that he functions rationally rather 
than emotionally. Characteristically, the in- 
secure and immature individual functions in 
short term values, fails to profit by experi- 
‘ence, shows abnormal emotional responses, 
and is usually too dependent. This is the 
type of person loosely termed psychopathic. 
Dependency is characterized by an abnormal 
need for the approbation of others and leads 
to frustration and eventual hostility. 

Like other neurotics, the delinquent usu- 
ally needs too much the approval of others, 
which may seem, on the surface, to be para- 
doxical considering his anti-social behavior. 
Fearing lack of approval materially adds to 
the conflicts troubling him, and to compen- 
sate for the resultant feelings of low self-es- 
teem, he often engages in further anti-social 
acts. Because he lacks assurance, there is a 
compulsive need to prove himself. In this 
manner he develops a never-ending oe 
vicious cycle. 

Effective rehabilitation demands that this 
be changed, that the person be released from 
the unconscious drives which motivate him 
without his awareness. It is obvious that any 
experience which evokes the inherent inse- 
curity of the individual, or serves to per- 
petuate the pattern of immaturity, cannot 
conceivably change the pattern of his be- 
havior. What is needed is an environment 
that supplies security and provides experi- 
ences for maturity. These must come in ad- 
dition to tke usual manipulation of conscious 
motivational procedures, organized and well- 
‘directed morale, and direct influence of 
personnel. It is possible to produce signifi- 
cant rehabilitation with a minimum of tech- 
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nical equipment. By directing all efforts to 
produce the proper morale, it is possible 
through group pressures, to produce signifi- 
cant changes in the behavior pattern. Actu- 
ally, however, this type of treatment serves 
to teach the individual to repress undesirable 
traits of character, and is not ultimately a 
completely trustworthy solution. Neverthe- 
less, it has been utilized by the Borstal In- 
stitutions of Englanc and the Penal Colonies 
of Soviet Russia(4). A similar type of en- 
vironment plus the proper ‘individual, psy- 
chotherapeutic approach, should be even 
more successful if properly organized. 

All difficulties in living, no matter what 
the degree or the specific diagnosis, involve 
conflict between the individual and his cul- 
ture, or in his interpersonal relations. Be- 
havior involving interpersonal relations in- 
volves pursuit of satisfactions and security. 
The pursuit of satisfactions is a response 
to primarily biological needs. These include 
food, drink, sleep and rest, and the satis- 
faction of sexual needs. The attainment of 
satisfaction causes a decrease in tension. 

The need for and pursuit of insecurity 
grow out of man’s cultural equipment, and 
are embodied in every person. Unlike the at- 


‘tainment of satisfaction, the attainment of 


security requires the maintenance of some 
degree of tension. The attainment of satis- 
faction according to culturally approved pat- 


‘terns does contribute to a feeling of security. 


When the needs cannot be met according to 
cuturally approved patterns, it makes for in- 
creased tension that may be experienced as 
anxiety. In an effort to relieve this anxiety, 
the delinquent individual may exhibit further 
anti-social behavior. This obviously makes 
for the familiar vicious cycle. 

It is characteristic of immature individuals 
that they have less ability to endure anxiety, 
and they frequently act out their conflicts. 
To reach the unconscious factors motivating 
this behavior, it is necessary to increase or 
expand the awareness of the individual. 
Initially, increased awareness of what is 
wrong in the present is required. With ade- 
quate awareness, the reasons why are even- 
tually answered. Developing this awareness 
necessitates an indefinite number of personal 
interviews to educate the person to a new 
way of thinking(5). The irrationality of 
previous behavior patterns then becomes’ 


# 


‘security-seeking process than was 
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more and more obvious to him, and he grad- 
ually gains the power to control emotional 
or irrational reactions in his living. This 
achievement is obviously worth more to the 
individual and to society than any .other 
method of correction, and it is of specific 
importance in the age group of juvenile 
delinquents. 

From the time the behavior of the de- 
linquent becomes known to others, he is ex- 
posed to advice, suggestion, persuasion and 
judgment. There is no reason to believe that 
further efforts in this direction will accom- 
plish the objective of changing him into a 
useful member of society. No matter what 
his specific offense, the circumstances con- 
tributing to his conditioning or apprehension, 
the individual is, by the very nature of his 
maladjustment, completely at a loss to under- 
stand the real causes for his behavior. Psy- 
chotherapy should therefore enable him to 
discover himself and thus lead to adequate 
self-assurance and self-reliance. 


Delinquency implies ineffectiveness of the 


behavior by which the individual is pursuing 
the satisfactions he requires. He must even- 
tually understand the significance of these 
drives toward satisfaction and security ; must 
comprehend the significance of his past and 
the rôle it plays in his present behavior. 
Until he sees clearly an example of the way 
in which unresolved situations from the past 
color his perception of present situations, 
there can be no material improvement. Once 
this is attained, he then learns that more 
security is obtained by abandoning a complex 
ever 
achieved by it. He is then enabled to con- 
front other anxiety-provoking situations in 
an effort to discover the factors in them 
which are experienced as a threat. 
Psychotherapeutic interviews are directed 
toward the concept that difficulties in living 
arise from interpersonal relations. Mental 
health is achieved to the extent to which the 
individual can realize the nature of his inter- 


personal relations. Efforts are directed to- ' 


ward increasing his conscious awareness of 
what goes on inside himself. Specific sug- 
gestions are explained’ to assist him in this 
process, which is actually a process of in- 
creasing his ability to know consciously the 


= way in which all the old, unconscious, dis- 


sociate patterns work to move him. 
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His attention is directed toward capturing, 
holding and formulating in words his mar- 
ginal thoughts. This is one of the steps 
necessary to help him discover the reason- 
behind-the-reason for a specific behavor ze- 
sponse. Many superficial examples are aveil- 
able in an interview to demonstrace the 
nature of marginal thoughts. For example, 
everyone has had the experience of <eeling 
tense in some way or another. Our jrverile 
delinquent, during his interviews, is asked 
to search for all possible clues or r2ascns 
for his tension. He is next instrucced to 
observe himself carefully in order to :n- 
crease his conscious awareness of changes 
in body tension—such as changes :n the 
quality of voice, clenching of his jaw or 
hands, tightening of his stomach masclas, 
etc. These may be the only 2vidence of arx- 
iety, and when he is aware of them, he is 
then more able to appreciate the correlation 
between them and the specific situation evak- 
ing the change in tension. Curing interviews 
he is instructed to say, promptly and hon- 
estly, whatever is on his mind, withouz pass- 
ing judgment, without censoring, and to be 
especially alert for any interrupting thcughts. 

‘When he is exposed to an emotional situa- 
tion that arouses anxiety or tensicn, he 
usually adopts one of two fcrms of behavior. 
He may respond overtly br acting ont this 
conflict. After unpleasant experiences in this 
direction, he may attempt to suppress of 7e- 
press the anxiety by ignoring it, or by telling 
himself not to act like a fool. He is :n- 
structed to attempt, as ob‘ectively as pos- 
sible, to discover why he reacted as ke did. 
With persistence and encouragement, he will 
eventually discover an entirely unsuspected 
motive for this reaction. The unique satisfac- 
tion evoked by this discovery will inevitably 
stimulate him to further efforts in this direc- 
tion. In this manner the inizial insight is de- 
veloped. This further enables him to ander- 
stand his previous tendency to indulge in ra- 
tionalizations—an all too universal habit. 
This is a form of self-decep-ion through jus- 
tification, a process of thought which enables 
one to evade the real reasons behind an ac- 
tion. In the vernacular it is termed “kidding 
one’s self.” The eventual goal behind elimi- 
nating rationalizations—thrcugh this process 
of close and persistent self-nvestigation—is 
the discovery that to gain satisfactions, and 
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particularly security, one must have freedom 
of self in all interpersonal relations. 

It is obviously difficult to offer a full sense 
of security in an institutional environment. 
However, much can be done to eliminate un- 
necessary sources of insecurity. A well-bal- 
anced, flexible program, extending from edu- 
cation to recreation is conducive to a high 
morale. And high morale, in the form of 
group pressure, is the most significant force 
in maintaining discipline. As indicated 
above, this group pressure can serve to force 
the individual to repress certain anti-social 
trends. But it can also serve to bring them 
to the surface. 

It is the work with the individual himself, 
in addition to the proper type of institutional 
set-up that is of-such vital importance. No 
greater restitution to any individual can be 
made than the ability to know and compre- 
hend himself fully. Incarceration of a juve- 
nile delinquent is almost pointless, unless an 
opportunity is provided to unravel and un- 
derstand the twisted threads of his own, 
individual experience with life. No amount 
of observation and analysis, pressure or 
judgment from the outside is going to restore 
_ him. He must, himself, develop a knowledge 
of those factors which drive him forward 
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in a constantly repeated and unsatisfactory 
pattern. 

We, as members of society, must also un- 
derstand and be more aware of this basic 
fact: anti-social behavior results when the 
individual has not had fundamental emo- 
tional needs adequately supplied during the 
impressionable periods of his life. A juve- 
nile delinquent, is searching for something 
he cannot find because he cannot find him- 
self. His method of search—his acquired 
attitudes—can best be modified by increasing 
his awareness of his interpersonal relations, 
by giving him insight. This is the work of 
psychotherapy. 
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INTRODUCTION 


In the course of an extended series of 
routine electroencephalographic ` examina- 
tions of psychiatric patients, there were in- 
cluded two groups of patients clinically diag- 
nosed as psychopathic personality and 
primary behavior disorders in children. 


When organic neuropsychiatric conditions - 


and epilepsy were excluded, these two 
groups were characterized by a higher in- 
cidence of abnormal electroencephalograms 
than any of the other, presumably, non- 
organic psychiatric conditions. An initial re- 
port(1) on 44 patients diagnosed psycho- 
pathic personality included 23 (52 percent) 


who had EEGs which did not meet the. 


criteria of normal. This high incidence of 
electroencephalographic abnormality seemed 
to present an avenue of study which could 
possibly reveal relationships of value. In a 
subsequent study (2) of 68 patients, 54 per- 
cent had abnormal EEGs characterized prin- 
cipally by the presence of slow or very slow 
waves. Their distribution was radically dif- 
ferent from the distributions for two other 
populations, a group of normal controls and 
a group of epileptic patients. Moreover, sig- 
nificantly greater proportions of abnormal 
EEGs were found when there was both a 
positive family history of psychosis, malad- 
justed personality, chronic alcoholism or epi- 
lepsy, and a personal history of cerebral 
trauma or severe illness than when neither 
of these factors was present. 

Concurrent with the above studies had 
been one with the condition primary be- 
havior disorders in children(3). In a series 


1 Read at the 102nd annual meeting of The Ameri- 
can Psychiatric Association, Chicago, NL, May 27- 
30, 1946. 

From the Iowa State Psychopathic Hospital 
and the State University of Iowa College of 
Medicine. 


of 67 children, none of whom presented signs 
of organic disease or in whom an organic 
etiologic factor was suspected, 49 percent 
had electrocortical potentials which were 
clearly abnormal. Again, as in the case of 
psychopathic personality, there were signifi- 
cantly greater proportioms of abnormal 
EEGs for those patients having either a 
family history of psychosis, maladjusted per- 
sonality, chronic alcoholism or epilepsy, or 
a personal history of cerebral trauma or 
severe illness, than when neither of these 
factors was present. 

Because of the similarities of the popula- 
tions and the findings in tmese studies, the 
questicn of combining the conditions psycho- 
pathic personality and primary behavior dis- 
order into one population ior further study 
was broached. Actually tke terms psycno- 
pathic personality and primary behavior dis- 
orders refer to a wide variety of maladjusted 
adults or children who cannot by present 
psychiatric criteria be diagnosed in any 
of the better defined categories. Thus the 
maladjustment in these patients was not at- - 
tributable to defects in intelligence, known 
structural or inflammatorr disease of the . 
brain, epilepsy, psychoneurcses or psychoses. 
Neither were those patients included in 
whom the above-mentioned disorders were 


suspected in an incipient fcrm. The patient 


chronically addicted to alconol, although suf- 
fering from a personality fault, was <lso 
omitted. - 

The outspoken social maladjustment of 
both groups of patients, which had bzen 
either continuous or repeatedly recurrent 
over a relatively long period of time, showed 
stereotyped deviations in the moral, social, 
sexual and/or emotional components of their 
personality. In general, the clinical symp- 
tomatology allowed the inclasion of the bland 
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and asocial, the aggressive, the inadequate, 
and the schizoid personality. 

Since the selection of patients into these 
two clinical categories of primary behavior 
disorders and psychopathic personality was 
dependent then upon exclusion of other con- 
ditions and also upon description, phenome- 
nology or symptomatology which are com- 
mon, it appeared justifiable to combine these 
two groups into one for purposes of study. 
The hope is, of course, ultimately to discover 
an etiologic classification rather than to de- 
pend upon the present one, based essentially 
upon age and a description of symptoms, the 
so-called diagnosis arrived at by the process 
of exclusion. 

In such a combined study of 200 patients 
(4), 100 each with the conditions primary 
behavior disorders and psychopathic per- 
sonality, further statistical evaluations were 
obtained. There was a higher incidence of 
paroxysmal EEGs (14 percent) in patients 
with primary behavior disorders than in 
those with psychopathic personality (2 per- 
cent). This would suggest that more pa- 
tients with pre-clinical epilepsy were in- 
cluded in the former than in the latter group. 
When both groups of patients were com- 


bined, significantly greater proportions of, 


abnormal EEGs were found when there was 
either a family history oi epilepsy, malad- 
justed personality, chronic alcoholism or psy- 
chosis than when there was no history of 
such. In addition, significantly greater pro- 
portions cf abnormal EEGs were found 
when there was either a personal history 
of convulsions, head injury with uncon- 
sciousness, severe illness, questionable birth 
injury or prematurity than when there was 
no such history. The younger the patient 
at the time of the illness and the more severe 


the illness, the greater was the probability of ° 


abnormal electrocortical activity. 

' These statistical relationships suggest the 
operation of genetic and histogenic factors in 
the causation of the abnormal EEGs in these 
two conditions. The genetic inferences are 
certainly supported by current knowledge of 
strong hereditary characteristics of electro- 
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cortical activity. This has been demonstrated 
repeatedly for epileptic persons, a great pro- 
portion of the seizure-free parents of epi- 
leptic children exhibiting abnormal waves 
and, conversely, the seizure-free children of 
epileptic parents showing a considerable 
amount of abnormal electrocortical activity 
(5). 

The present study has been conducted to 
verify empirically the assumptions pertaining 
to hereditary determinants of electroen- 
cephalographic abnormality in our clinical 
groups. To this end, the relation of the 


EEGs of patients and their parents was 


studied 


METHOD 


Among 160 patients with primary be- 
havior. disorders, and 139 patients with psy- 
chopathic personality, on whom EEGs had 
been obtained, there were 40 patients on 
whose fathers and mothers EEGs had also 
been secured, and there were 18 patients 
whose fathers or whose mothers (one, but 
not both) had been recorded. Thus, there 
was a total of 58 patients and 98 parents. 
The age of these patients ranged from 4 to 
29 years, with an average age of 13. The age 
of the parents ranged from 27 to 61 years, 
with an average age of 40. 

The technique of obtaining the EEGs and 
the criteria for the selection of the patients 
have been discussed in considerable detail in 
previous publications and are generally ac- 
cepted as standard(2, 3, 4). Suffice it to 
say that the electroencephalograms were ob- 
tained in the usual way, but the portion of 
the records obtained by hyperventilation was 
not used in the final evaluations; that the 
electroencephalographic records of the par- 
ents were read independently from those of 
the patient-offspring ; that all those above the 
age of 16 were classified electroencephalo- 
graphically according to the scale of Gibbs, 
Gibbs and Lennox(6) ; that all those below 
the age of 16 were classified according to 
Knott’s scale(3) for children. 


» 
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DATA 


Table 1, in the first part, indicates the 
percentage distribution of certain electroen- 
cephalographic patterns among groups of pa- 
tients with primary behavior disorders, psy- 
chopathic personality, and the parents of a 
representative combined sample of these two 
conditions. Of the 160 patients with primary 


behavior disorders, 9.4.percent had paroxys- - 


mal waves, 8.8 percent very abnormal waves, 
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waves in the first group may be due to the in- 
clusion of a small group of patients with pre- 
clinical epilepsy. The older age of the seccnd 
population would have assisted in automati- 
cally excluding that type of patient. The 
similarity in the electroencedhalographic cis- 
tributions of the first two groups would sug- 
gest that the populations ere related. 
Table r, in the second fart, presents the 
percentage distribution of certain electro2n- 


TABLE 1 


THE PERCENTAGE DISTRIBUTION OF CERTAIN ELECTROEXCEPHALOGRAPHIC E'ATTERNS 


AMONG PRIMARY BEHAVIOR DISORDERS, PSYCHOPATHIC PERSONALITY, AND PARENTS OF A COMBINED GROUP 
OF THESE TWO CONDITIONS 


Electroencephalographic type 


Very Slightly 
No. abnormal abnormal Questionably Normal 
Clinical group cases Paroxysmal (Ss, Fagor C. A.) (Sa F or R. A.) no-mal 

Primary behavior dis- 

Orders: -4.scstestons aes 169(100%) 15(9.4%) 14(8.8% ) 49(30.6%) 13(8.1%)  69(43.1%) 
Psychopathic personal- 

es ae ee ere ee 139(100%) 2(1.4%) 14(10.T%)  64(46.0%)  ........ 50( 42.5%) 
Combined group ...... 53 (100% )} 1(1.7%) 7(12.1%) 18(31.0%) 1(:.7%) 31(53.5%) 
Parents wicwa Mesdtewa 93( 100% ) 1(1.0%) 4(4.1%) 20(20.4%0) ce anaes 73(74.5%) 

AMONG NORMAL ADULT CONTROLS, RELATIVES OF EPILEPLICS AND EPILEPTICS (GIBBS) 

Normal controls, adult. 1,009( 100%) 9(0.9% ) IIC.)  3138(13.8%) .. ....- 842 (84.2%) 
Relatives of epileptics.. 202(100%)  12(5.9%) 8 (4.0%) 75 (37.1%) oe aans 107(53.c% ) 
Epileptics (all ages)... 1,269(100%) 486(38.6%) 250(19.8%) 360(28.6%) ....... 164(13.c%) 
Organic neuropsychiat- . 

ric cases without epi- 

TEOSY ogee Oncseucas 418(100%) 5(1.2%) 181(43.3%) 75(17.0%) asa. 157 (37.6%) 


In this table and the following one very abnormal records, except for paroxysmal, are characterized by So, great 


amount of activity slower than E} pee second in any lead; 


. A, continuously abnormal, wit 


moderate amount of activity slower than 83 per second in any lead; 


l; Fo, great amount of activity faster taan 12 per second; or 
no normal frequencies present. Slightly abnormal records are characterized by Sy, 


F,, mcderate amount of activity faster than 12 per 


second; or R. A., recurrently abnormal, in long bursts of several seconds. 


and 30.6 percent slightly abnormal waves. 
The corresponding figures for the 139 pa- 
tients in the group psychopathic personality 
was 1.4 percent paroxysmal, 10.1' percent 
very abnormal, and 46.0 percent slightly ab- 
normal ; for the 58 patients on whose parents 
EEGs were obtained, 1.7 percent was 
paroxysmal, 12.1 percent was very abnormal, 
and 31.0 percent slightly abnormal; for the 
98 parents of the 58 patients, I.o percent was 
paroxysmal, 4.1 percent very abnormal, and 
20.4 percent slightly abnormal. 

Whereas the distributions for the first two 
groups and the combined sample from them 


‘were similar except for the increase in the 


percentage of paroxysmal waves for the 
group primary behavior disorders, the distri- 
bution for the parents differed from them. 
The higher incidence of the paroxysmal 


cephalographic patterns among normal adult 
controls, relatives of epileptics, epileptics and 
organic neuropsychiatric cases without epi- 
lepsy. These data are borrowed from Gibbs 
(7). The electroencephalcgraphic distribu- 
tions for these groups difer considerably. 
The normal control populetion had an inci- 
dence of 0.g percent paroxysmal waves; the 
relatives of epileptics, 5.9 percent; the epi- 
leptics, 38.6 percent, and the organic reu- 
ropsychiatric cases without: epilepsy, 1.2 per- 
cent. Similar differences in the percentages 
are apparent in the very abnormal and the 
slightly aknormal categories of EEGs. The 
distribution for the parents of offspring diag- 
nosed primary behavior disorders or psycho- 
pathic personality most resembles the dis- 
tribution obtained on normal controls. The 
distribution which was most similar to the 


è 
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distributions of patients with primary be- 
havior disorders and psychopathic person- 
ality was tne group of relatives of epileptics. 
However, the distributions for epileptics and 
organic neuropsychiatric cases without epi- 
lepsy differed quite radically from those men- 
tioned above. 

Table 2 presents the relationship between 
the EEGs of 40 patients to the combination 
of the EEGs of their respective parents. 
There were 22 pairs of parents both of whom 
had norma. EEGs; 15 (68 percent) of their 
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This means that the difference could be at- 
tributed to chance in only 1 to 2 out of roo 
experiments and is thus statistically highly 
significant. Thus, one may infer that the 
relationship between electroencephalographic 
abnormality of the parents and their patient- 
offspring is not due to chance. From this it 
would seem reasonable to conclude that elec- 


. trocortical activity, normal or abnormal, in 


patients with primary behavior disorders and 
psychopathic personality has an hereditary 
determinant. | 


TABLE 2 


THE RELATION OF ELECTROENCEPHALOGRAPHIC PATTERNS OF PATIENTS TO THE COMBINATION OF ELECTRO- 
ENCEPHALOGRAMS OF THEIR RESPECTIVE PARENTS 


Parents’ electroencephalogramis 


No. Normal and 
of questionably 
Combinations - pairs normal 
IN SON: ore acetis 22( 100%) 13 (68%) 
NxS: (or Fi).... 14(100%) 4(20%) 
N x S: (or F:).... 3(100%) nner 
Por oere 1(100%) 1(100%) 
Total sicawsis 40( 100% ) 20(50%) 


patient-offspring had normal waves, 6 (27 
percent) had a mild abnormality, and 1 (5 
percent) had waves which were considered 
very abnormal. There were 14 pairs of 
parents, on2 of whom had normal, the other 
slightly abrormal EEGs; 4 (29 percent) of 
their patient-offspring had normal electro- 
cortical functioning, 6 (43 percent) slightly 
abnormal; and 4 (29 percent), very abnor- 
mal. There were 3 pairs of parents, one of 
whom had normal, the other very. abnormal 
EEGs; 2 (66 percent) of their patient-off- 
spring had slightly abnormal waves and I 
(33 percent) had a paroxysmal record. 
There was I pair of parents, both of whom 
had abnormal electroencephalograms, whose 
patient-offspring had a normal record. 

In considering these data in terms of nor- 
mal or abnormal, 72 percent of the patient- 
offspring of, parents having abnormal EEGs 
also had abnormal waves, while only 32 per- 
cent of the patient-offspring of parents with 
normal EEGs had abnormal reccerds. In 


applying the method of x? to these data — 


to test whether the distributions differed sig- 


nificantly, it was found that the level of 


confidence was between I and 2 percent. 


Patients’ electroencephalozrams 
SCA EA ee eee eS 











Slightly Very 

abnormal abnormal 

(Si, Fy or R. A.) (So, F; or C. A.) Paroxysmal 

6(27%) FOS). qj  ‘seenges 
6(43%) 4(29%) TT 
2 (66%) trate 1(33%) 

14(35%) 5 (13%) ` 1(2%) 

COMMENT 


The data presented add a confirmatory 
link to the chain of statistical evidence indi- 
cating that electrocortical activity, normal or 
abnormal, in patients with either primary be- 
havior disorders or psychopathic personality 
has an hereditary determinant. The data do 
not exclude the possibility of electroenceph- 
alographic abnormality arising from other 
sources although the majority would seem 
to be genogenic in origin. The higher inci- 
dence of electroencephalographic abnormal- 
ity in those patients with personal histories 
of severe illness or injury would suggest the 
operation of a histogenic factor(4). 

It has also been shown that heredity is a 
determinant of the electroencephalographic 
abnormality of epilepsy. These three groups 
of patients, primary behavior disorders, psy- 
chopathic personality and epilepsy, should 
not be thought of as constituting one popula- 
tion for not only do the first two groups 
differ clinically from the third, but electro- 
encephalograzhically as well. That they- 
might be related populations, could be postu- 
lated on the basis of a high incidence of elec- 
trocortical abnormality which, substantially 
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at least, is genetically determined. The kind 
and type of relationship awaits the analysis 
of additional data. 

Irrespective of any relationship that may 
exist among these groups, epilepsy, primary 
behavior disorders and psychopathic person- 
ality, the meaning of the EEG in the latter 
two conditions becomes clear. The abnor- 
mal EEG is inherited in the majority of in- 
stances but may be acquired in the minority 
through the operation of histogenic experi- 
ences. As we have suggested before, the 
conditions diagnosed primary behavior dis- 
orders or psychopathic personality may be 
divided into two: those with normal elec- 
trocortical activity and those with abnor- 
mal electrocortical activity. The implication 
then, in general, is that the group with ab- 
normal electrocortical activity has either a 
positive specific inheritance or has experi- 
enced at some time severe ill health, the 
latter not necessarily revealed through any 


clinical signs. The group with normal elec- 


trocortical activity has an inheritance of a 
different order and has had relatively good 
personal health. It would seem likely, there- 
fore, that there may be scme correlation be- 
tween electroencephalographic activity and 
the structure of the personality, or the symp~ 
tomatology in these clinical conditions. Such 


- correlative studies are ncw in process. 


SUMMARY 


I. The electroencephalographic distribu- 
tions for 160 children with primary behavior 
disorders, 139 adults with psychopathic per- 
sonality and 98 parents cf 58 patients were 
presented. 

2. These were contrasted with the electro- 
encephalographic distributions reported by 
Gibbs(7) for normal controls, epileptics and 
relatives of epileptics. . 
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3. The eiectroencephalographie diszribu- 
tions of the. parents of the patients ap- 
proached the one for normal controls; those 
for primary behavior disord2rs and psychz- 
pathic personality were most similar io the 
one for relatives of epileptics but racically 
different from the one for epileptics. 

4. The EEGs of 40 patients with either 
primary behavior disorders or psychodatkic 
personality revealed a highly significant re- 
lationship to the combinaticn of the 2EGs 
of their respective parents. 


We wish to thank Dr. F. A. Gibbs for his 
kindness in permitting us tc use his data. 
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HERPES SIMPLEX AND SECOND DEGREE BURN INDUCED 
UNDER HYPNOSIS 
MONTAGUE ULLMAN, M. D4- . 


Despite the existence of a growing body of 
literature concerning skin changes induced 
under hypnosis, reports of this type still meet 
with some degree of skepticism among medi- 
cal men. Dunbar(1) surveyed the literature 
from I9I0 to 1933 dealing with the psycho- 
genicity of various dermatological disorders. 
Pattie(3), in his review of the literature on 
the production of blisters under hypnosis 
from 1885 to 1940, states that “in the last 
55 years there have only been ten articles 
written in which investigators have reported 
the formation of blisters and given a reason- 
ably full account of their procedure and con- 
trol of the. subject.” He concludes that fur- 
ther experimental findings are needed to 
fully establish the phenomenon. Only by the 
reporting of bona fide experiments carried 
out under careful test conditions can skepti- 
cism be dispelled and the way paved for 
more fruitful investigation. It is with this in 
mind that the following report is submitted. 


CLINICAL REPORT 


The patient was a 27-year-old soldier of 
Swiss nativity. His past history was essen- 
tially negative for any physical disorders. 
Prior to the present episode he hed never 
experienced any overt neurotic difficulties. 


In civilian life he earned his living as a 


circus parachutist. When the war broke out 
in Europe he volunteered in the French 
Army and fought for a time in Africa. He 
suffered a bayonet wound in his right wrist 
in an encounter with an Arab. He came to 
the United States in 1941 and soon there- 
after enlisted in the American Army. 

The history of his present illness kad to be 
reconstructed from the information on his 


medical record. He stated that on December - 


21, 1944, he became blind immediately fol- 
lowing an explosion of a shell not very far 


distant from him, He was taken to a clearing. 


1 The author wishes to acknowledge the assistance 
of Major Henry Laven, M.C., A. U. S., in carrying 
out the experiments described in this paper. 
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company where the only pertinent informa- 
tion noted was that he was suffering from a 
bilateral loss of vision, probably as a result 
of a nearby shell explosion. He was then 
transported to an evacuation hospital, De- 
cember 27, 1944. Here it was noted that the 
original injury occurred at 0700, December 
2I, 1944, in the vicinity of Bastogne, Bel- 
gium, following the explosion of an enemy 
phosphorus shell. The diagnosis was 
changed to hysterical blindness although it 
was felt that optic neuritis should be ruled 
out. The patient was sent to a field hospital, 
December 29, 1944, and to a general hospital 
in the Paris area January 1, 1945, where the 
present studies were carried out. He was 
admitted to the eye service. The ophthalmol- 
ogist concurred in the diagnosis of hysterical 
blindness, bilateral, and the patient was 
transferred to the neuropsychiatric ward,’ 
January 3, 1945. General physical and neu- 
rological examinations were negative except 
for the functional loss of vision. 

Hypnosis was attempted successfully on 
the day of admission to the ward. The pro- 
cedure was as follows: The patient was 
asked to sit back in a comfortable chair in 
a relaxed position and with eyes closed. He 
was then given repeated suggestions pertain- 
ing to sleep. After twenty minutes he ap- 
peared to be in hypnotic trance and was 
made to re-enact his recent battle experience. 
At the first suggestion that he was again on 
the battle field there was a sudden change in 
his demeanor. He became extremely tense, 
grasped the arms of the chair and began to 
writhe backward, as if in an effort to seek 
cover. When told that the shell was explod- 
ing he tried to lunge toward the floor. At 
this point the examiner made an effort to 
terminate in gradual fashion the abreaction 
and to lend reassurance. The patient was re- 
peatedly told that he was completely cured 
and had fully regained his vision. At the ter- 
mination of this first hypnotic session he was 
able to see normally for the first time since 
the onset of his illness. He recalled nothing 
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of what had happened during the treatment 
and was quite amazed at his ability to see 
again. 

At subsequent: hypnotic sessions the pro- 
cedure was essentially the same except that 
the time for induction was gradually reduced 
so that after the third trial the patient went 
under in a minute or less. All the sessions 
were characterized by complete amnesia for 
events which occurred while under hypnosis. 

The experiments to be described were 


_ carried out in the presence of at least one 


other medical officer and more often two or 
three in addition to the ward nurse. On Jan- 
uary 8, 1945, while under hypnosis, a second 
degree burn was induced on the dorsum of 
the patient’s left hand in the following man- 
ner: Both hands were carefully examined 
and no abnormality was noted. The patient 
was again made to re-enact his battle experi- 
ence, and at the point where the shell ex- 
ploded he was told that a small particle of 
molten shell fragment glanced off the dorsum 
of his hand. Coincident with this, the ex- 
aminer gently brushed the dorsum of the 


patient’s hand with a small flat file (of the. 


type commonly used in opening ampules). 
The file was at room temperature. There 
was immediate pallor in a circumscribed area 
about one centimeter in diameter at the point 
where the file made contact with his hand. 
After a period of twenty minutes a narrow 
red margin gradually developed about the 
area of pallor. Hypnosis was terminated at 
this point. On awakening, the patient ap- 
peared puzzled and asked if he had been 
smoking while asleep. He complained of 


pain in his hand and said that he felt as if 


he might have burned himself with a ciga- 
rette. One hour after the suggestion had 
been given early blister formation was noted. 
The patient had remained under the obser- 
vation of the author and another medical 
officer (Major Laven) for this entire period 
of time. The patient was then dismissed and 
fiom the window of the office the examiner 
noted the following: The patient left the 
building to go to the mess hall. He stepped 
outside, picked up a handful of snow from 
the ground, and proceeded to rub it on the 
burn in an apparent effort to relieve the pain. 
The patient was examined in the afternoon, 
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approximately four hours after the initial 
suggestion had been given. At this time a 
full blister about one centimeter in diameter 
was noted. The patient was not under ob- 
servation from the time he left the ward żo 
the time of his return that afternoon. When 
questioned cn his return, he could recall 
nothing relevant to the experiment other 
than the incident just described in which he 
applied a handful of snow to his hand. He 
said he did this just once, and kept the snow 
on his hand for only a few seconds. The fol- 
lowing day the superficial skin had slougked 
off, leaving a raw, denuded area beneath. 
This healed completely in the course of the 
following three days without leaving a scar. 
On the day following the above experi- 
ment hypnosis was again induced in the pr2s- 
ence of several members of the medical and 
surgical staff. While in hyonotic trance the 
patient was told that whereas his right hand 
would remain normal, his left hand would de 
completely anesthetic and also completely 
drained of blood. With a calibrated stylet 
of the type commonly used in taking blood 
counts anc with the blade drawn up for 
maximum depth, one of the members of Tae 
medical staff stuck the middle finger of the 
patient’s right hand. The patient winced, 
drew back, and droplet formation of blood 
immediately occurred. The same finger of the 
left hand was then punctured in exactly the 
same manrer. The patient showed no signs 
of pain and seemed completely unaware of 
what had been done to him. In addition, no 
blood emerged from the puncture site. 
During this same hypnotic session the pa- 
tient was told that in the course of the next 
twenty-four hours fever blisters would fcrm 
about his lower lip in the right-hand corner. 
This was accompanied by repeated sugges- 
tions to the effect that he appeared somewhat 
rundown end debilitated as a result of his 
recent experience. He was also told that he 
felt as if he were catching cold. At the time 
there were no evidences of any respiratcry 
or other intection, nor of any incipient herpes 
or other lesions about the mouth. On the 
following morning, twenty-four hours later, 
there were multiple small blisters about the 


` lower lip in the right-hand corner. The oc- 


currence of one large blister and satellite 
smaller blisters at the mucocutaneous junc- 
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tion resembled an ordinary herpes in every 
way. The skin consultant who saw the pa- 
tient at this time without knowing the his- 
tory made a diagnosis of herpes simplex. 
During this twenty-four hour period, the pa- 
tient remained on the ward and was at all 
times under the observation of the ward 
nurse or wardmen. He was not aware that 
the herpes was in any way related to 
session of the previous day. 

The burn effect on the hand daed a 
true burn more closely than an urticarial 
wheal in the time it took to develop and the 
subsequent necrosis and sloughing off of 
epithelial tissue. With regard to this experi- 
ment, it should be pointed out again that the 
patient was not under observation from the 
time he left the physician’s office to go to the 
mess hall up to the time of his return to the 
ward that afternoon. There is therefore only 
his word for the fact that he was unaware of 
the nature of the experiment and that he in 
no way attempted to induce a self-inflicted 
lesion. The observers noted the appearance 
of an early blister prior to the time the pa- 
tient left the building. It was not felt that the 
application of the snow had any effect on the 
appearance of the full blister, although the 
possibility must be recognized that had the 
patient applied snow more vigorously or 
more often than he admitted, the physical 
trauma might have hastened the full develop- 
ment of the blister. The vasomotor control 
illustrated when the skin was punctured 
without ensuing bleeding is a well-known 
phenomenon capable of being elicited in 
many hypnotic subjects. The occurrence of 
what appeared to be a true herpes simplex 
(biopsy and histologic examination were im- 
practicable at the time) is of interest. 

It is felt that a definite affective change 
was brought about as a result of the sugges- 
tion that the patient was feeling tired, run- 
down and out-of-sorts, and that this was a 
necessary concomitant for the development 
of the herpes. This is in accord with Hull’s 
(2) report of an experiment in which the 
herpetic blisters were induced in the hypnotic 
state by suggestion .of an emotionally un- 
pleasant experience in addition to direct sug- 
gestions concerning the herpes. 

Whereas it is true that the explanation of 
these effects, particularly the blister forma- 


HERPES SIMPLEX AND SECOND DEGREE BURN INDUCED UNDER HYPNOSIS 


[May 


tion and occurrence of herpes, is obscure, the 
author nevertheless feels that there is suffi- 
cient evidence to warrant acceptance of their 
production under hypnosis as a fact. In our 
present state of knowledge of néurophysi- 
ology it is difficult to speculate as to the 
mechanisms involved. There are many de- 
tails lacking in the story of how the affect 
induced under hypnosis is interpolated at 
the various levels of integration of the cen- 
tral nervous system and exerts a specific 
effect on a circumscribed peripheral area. 
That the effect may be the result of anti- 
dromic impulses carried by posterior root 
fibers resulting in the liberation of H sub- 
stances and wheal formation sheds little light 
on our understanding of the basic process. 
It is felt that further use should be made of 
the hypnotic technique as an experimental 
means of gaining insight into the relation- 
ship of psychic and physical processes. 


SUMMARY 


A 27-year-old combat soldier was ad- 
mitted to a general hospital overseas because 
of hysterical blindness. He proved to be a 
good hypnotic subject and vision was re- 
stored after one session. In a subsequent 
hypnotic session a second degree burn with 
blister formation was induced on the dorsum 
of one hand. The blister was noted at the 
end of one hour and was fully developed ap- 
proximately four hours later. A herpetiform 
lesion, clinically. similar in all respects to a 
true herpes simplex, was made to appear in 
a specified area about the mouth twenty-four 
hours after the suggestion was given under 
deep hypnosis. In both instances there was 
an attempt made to induce affective changes 
in addition to the direct suggestions given. 
Under hypnosis it is possible to demonstrate 
an inter-relacionship between the psychic 
processes and localized peripheral effects 
which far transcends the ability of the indi- 
vidual in the conscious state. 
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PHOBIA AS A SYMPTOM IN HYPERTHYROIDISM 
BERNARD J. FICARRA, M. D.t anp RALPH A. NELSON, Pe. D.? 
Brooklyn, N. Y. 


In a previous study of patients with hyper- 
thyroidism at the Lahey Clinic, one of us 
(B.J.F.) called attention to the close associa- 
tion between psychosomatic symptoms and 
borderline hyperthyroidism(1). The fine 
differentiation between true hyperthyroidism 
and chronic fatigue or neurocirculatory as- 
thenia was stressed. Additional observation 
of patients in thyroid crisis brought to light 
the frequency of mental symptoms in hyper- 
thyroidism(2). These experiences stimu- 
lated an interest in the unusual complaints 
manifested by patients with severe hyper- 
thyroidism. 

During the past two years 115 hyper- 
thyroid patients were carefully questioned as 
to the presence or absence of phobias.” No 
leading questions were asked; the only sug- 
gestive questioning was, “Are you very ner- 
vous?” By careful interrogation the pres- 
ence of phobias was elicited without diffi- 
culty. These phobias were accordingly 
grouped as follows: 


Sex 
No. 
Type of phobia of cases M F 
Claustrophobia (fear of confined 
DIACES) TEE EE AS 45 2 43 
Monophobia (fear of being alone). 22 h 22 


Ochlophobia (fear of crowds).... 15 I 14 
Acrophobia (fear of high places)... 14 pi I4 


Anthrophobia (fear of men)...... 5 es 5 
Gynophobia (fear of women)..... 4 4 es 
Hematophobia (fear of blood).... 2 = 2 
Nyctophobia (fear of the dark)... 2 “3 2 
Zoophobia (fear of animals)...... 4 ti 4 
Taphephobia (fear of being buried 

DUVE) Sadi covesisceneceseewscade I I 


Astraphobia (fear of thunder).... I a i 


From this survey it can be appreciated 
that phobia in excessive thyroid metabolism 
is not rare. It may easily be overlooked if 
the physician fails to recall that mental symp- 


1 Assistant Visiting Surgeon, Kings County Hos- 
pital and Holy Family Hospital. 

2 Psychologist, Holy Family Hospital. 

3 Many of the cases studied were observed by 
the senior author during his Fellowship in Surgery 
at the Lahey Clinic, Boston, Mass. 


_toms are often present in patients with 


hyperthyroidism. 

Our study indicates thet the most fre- 
quently encountered fear is claustrophobia. 
We remember quite vividly a 26 year zld 
white female with severe hyperthyroidism 
She developed a Bell’s palsy for which cia- 
thermy was advised. It was impossible to 
treat her Eecause she coulc not tolerate the 
diathermy pads on her face. The pads gave 
her a sense of crowding ard frightened Her 
similar to being in a-closec room. She was 
quite intelligent, a college graduate, and vol- 
unteered the information that she had claus- 
trophobia. 

The second most commen phobia in this - 
series was the fear of being alone. Twerty- 
two of the patients studied offered this com- 
plaint. One middle-aged ledy could not re- 
main in her own home alone. When forzed 
to do so, she would telephore her friends and 
talk for hours in trivial ccnversation. Fol- 
lowing thyroidectomy, she became a tacit 
matron. 

The opposite situation was observed in 
I5 persons. These individuals feared crowds 
and preferred to remain at home. This 
phobia often resulted in a pallid complexion, 
because of the lack of.sumshine. Most of 
these persons would ventur2 out of the house 
only in the darkness of evening. 

Fourteen patients had acrophobia. Cne 
patient, a 38 year old hous2wife, lived in an 
elegant five room sixth floo> apartment over- 
looking the river. Her fear of high pleces 
was so severe that she wculd not look out 
the window although the view was. most 
beautiful. She constantly qaarrelled with her 
husband since she wanted t move out of the 
apartment. The scarcity of living accom- 


-modations was the source of the familial 


discord. 

A fearful dislike of the opposite sex was 
unfolded in 9 cases. Five women and 4 men 
were so afflicted. A patien-, recently seen in 
consultaticn with an interrist, could not eat 
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in the presence of a woman. He could not 
give the reason for his behavior but it was 
a constant experience. One day his buddy 
invited him to his home for dinner. He was 
assured that no women would be present. 
During the course of the dinner, the friend’s 
young married sister arrived unexpectedly ; 
his appetite left him immediately. He could 
not take another mouthful of food. Follow- 
ing adeqtate thyroid surgery, he married, 
eventually becoming a proud father. 

Other types of phobias in these patients 
were fear of blood, fear of the dark, thunder, 
and fear of animals. A most interesting 
hyperthyroid person was a middle aged man 
who had taphephobia. His fear of being 
buried alive was so fixed in his mind that he 
left instructions in his will for an autopsy on 
his body. Another patient had viclent fear 
of thunder. During a rain storm she would 
hide under her bed or run down the cellar to 
hide until the storm subsided. | 

Two patients exhibited intense fear of 
blood. Both were young women;:one of 
whom became frightened at her own men- 
strual flow. As time went on she commenced 
to dislike herself because she menstruated. 
Over a period of months she developed a 
hatred of menstruation as a womanly trait. 
_ Finally a homosexual temperament and char- 
acteristics became manifest. The other fe- 
male patient feared the sight of blood to an 
unprecedented degree. She refused to eat 
red meat because of the blood. Fainting at 
the sight of sorneone bleeding was a common 
experience with her. In spite of this she 
adapted herself well to her menstrua! cycle. 


PHOBIA AS A SYMPTOM IN HYPERTHYROIDISM _ 
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Following thyroidectomy and prolonged psy- 
chological therapy her. hemophobia dis- 
appeared. : 


' SuMMARY AND CONCLUSIONS 


One hundred fifteen hyperthyroid patients — 
were studied from a psychological viewpoint. 
The presence of phobias was discerned to be 
a presenting symptom. The majority of pa- 
tients presenting phobias were women. Eight 
men were found to have this complaint. In 
almost all cases the combination of thyroid- 
ectomy and intensive psychotherapy resulted 
in a disappearance of the phobia. This sur- 
vey argues for an adequate history-taking of 
patients suspected of possessing a phobia or 
presenting it as a major complaint. To label 
such persons as neurotics, neurasthenics or 
psychasthenics may be an injustice. 

Additional information, an adequate physi- 
cal examination end laboratory studies 
should be made to rule out underlying thy- 
roid disease. In the particular field of hyper- 
thyroidism the close cooperation of the sur- 
geon and a competent psychologist often 
reaps a worthy reward. This cooperation on 
many occasions has saved the neurotic pa- 
tient from a needless thyroidectomy ; even as 
the surgeon’s scalpel has eliminated pro- 
longed psychological treatment of patients 
with hyperthyroidism. 
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CASE REPORTS 


A CASE OF ATABRINE PSYCHOSIS IN A CIVILIAN} 
FELIX H. OCKO, M.D., New Yors, N. Y. 


A review of the recent literature on ata- 
brine psychosis reveals that the majority of 
reports stem from military medical estab- 
lishments. With the low incidence rate re- 
ported, it is even more rare to see a case in 
a civilian in the United States. Newell and 
Lidz(1) reported two cases per 10,000 men 
treated with atabrine, a total of 28 cases. All 
but 2 received more than 0.3 gm. daily for 
7 days. When the total dosage was de- 
oreased, the incidence of toxic cerebral 
symptoms was even less. They declare there 
is a definite relation between the rapidity of 
administration, size of dosage and produc- 
tion of a psychosis. Two cases who did not 
recover were considered schizophrenics, pre- 
cipitated by the illness or therapy. In several 
controls the condition cleared when atabrine 
was withdrawn, recurred when it was re- 
sumed and cleared again when the drug was 
again withdrawn. In all the onset was sud- 
den, with a picture of confusion with clouded 
sensorium. All but one case had tertian ma- 
laria. The treatment was discontinuance of 
the drug, forcing fluids, sedation and psycho- 
therapy. Sheppeck and Wexberg(2) re- 
ported 19 atabrine psychoses in 4876 cases 
of malaria treated by atabrine. The inci- 
dence was higher in estivo-autumnal than in 
tertian malaria. They consider the psychosis 
not specific, corresponding to other toxic 
psychoses, with the prepsychotic personality 
probably accounting for the variations, such 
as manic, catatonic, paranoic or hallucina- 
tory. Onset usually occurred approximately 
2 days after the fever had subsided and no 
more parasites were found in the blood. Re- 
covery was the usual outcome after discon- 
tinuance of the drug. There was no evidence 
that the dosage was responsible for onset of 
the psychosis, and individual idiosyncrasy or 
tolerance was considered to be the important 

1 From the Psychiatric Division of Bellevue Hos- 


pital and the Department of Psychiatry, New York 
University College of Medicine. 
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factor. One fatal case of quinacrine toxic 
delirium wes described, wizh no significant 
findings at the autopsy. Eurnham(3) re- 
ported a case of a sailor who took go grains 
of atabrine with suicidal intentions. Re- 
covery was complete without any apparent 
liver damage. In the Australian army(4) a 
0.1% incidence was report2d, 35 cases of 
7604 malaria patients treated with atabrine. 
Treatment was palliative ani all but 2 cases 
recovered within 23 days. S.bsequently half 
of these patients: were again given atabrine 
without reactions. Mergerer(5) reported 
one psychosis in a series of more than 1000 
cases of atabrine-treated mzlaria. This was 
at first considered a cerebral malaria and the 
patient was placed on quinire. Complete re- 
covery took place in 14 dars. Two reports 
from the German literature(6, 7) give a 
comparable incidence. In both reports it is 
stated that treatment of the malaria was not 
interrupted, since it was nct considered re- 
sponsible for the mental sy=iptoms. 


Case REporr 


A 23-year-old white female, ‘torn in the Domin- 
ican Republic, 3 months resid2nt in the United 
States, was <edmitted to the medical service of the 
Bellevue Psychiatric Hospital, +1 November, 1946 
from a general hospital, where she had been a pa- 
tient for 24 hours. The accompanying report stated 
that she had been extremely agitated, hyperactive, 
shouting and impossible to control. When first seen 
by the writer the patient was kzavily sedated with 
sodium amytal. Physical examination revealec a 
slender young woman with a :light atabrine dis- 
coloration. Temp. was 98.6, pulse 84, respirations 
20 and B.P. 110/70. Findings were generally nega- 
tive, with no splenic enlargement, no adenopathy, 
no jaundice. The next mornirg the patient was 
thrashing about in bed, pulling out of wrist and 
ankle restraints and tearing widiy at any clothes 
or bed coverings. She was conszantly shouting and 
shrieking in Spanish, in a hoarse tone. She did not 
respond to any questions but appeared to recogrize 
the presence of the examiner. Typical productions 
were: “I am dead, dead, dead. I have been dead 
for 5 (holding up 5 fingers) days, § weeks, 5 hours, 
5 minutes. I am dead, dead, dead, they cut open my 
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chest and fook out my heart. It was a diamond, 
my heart, it is dead. I can no longer breathe, I am 
dead. My mother is gone, gone, mother, mother, 
mother, my father is dead, dead, dead, my father, 
my father, my baby, is dead, my baby, dead, dead, 
dead. Hitler, Hitler, Hitler, H-I-T-L-E-R, Tru- 
jillo, Trujillo, Truman, Truman, no want me here, 
Trujillo, Trujillo.” Urinalysis was normal, the white 
blood count was 8,5c0 with 3 monocytes, 39 lympho- 
cytes, 53 pclymorphs and 5 transitional cells. The 
blood smear was negative for plasmodia. 

The patient was so agitated that it wes necessary 
to keep her under practically continuous sedation. 
When this was temporarily discontinued the patient 
presented the same picture as described above. This 
continued unchanged for 9 days and it was neces- 
sary to transfer the patient to the disturbed ward. 
Treatment was generally supportive. On the morn- 
ing of the tenth day following admission the patient 
awoke completely clear of the. psychosis; she was 
` cooperative, quiet and was able to speak coherently 
and relevantly in her native tongue. She was quickly 
oriented as to time and place, and had a partial 
amnesia for the entire episode, stating that she re- 
membered seeing the examiner and trying to tell 
him something. 

History revealed that the patient had had an 
attack of tertian malaria in Santo Domingo 5 years 
previously. Two months after her arrival in the 
U. S., she developed daily attacks of fever and when 
the local district health center reported a positive 
smear, performed on November 14, she was given 
atabrine by wer local physician, starting on Novem- 
ber 16, witk instructions to take one pill t.id. for 
3 days, then one a day. On the 16th she took two 
atabrine tablets, and on the 17th she took the re- 
maining 22 tablets, thinking those were the direc- 


tions. Two days later she developed progressive 
irritability, depression, and was seen at the Van- 
derbilt Clinic with a temperature of 100, WBC of 
14,600 with a normal differential. A thin smear 
showed no malarial parasites. Physical examina- 
tion at that time was negative. Forced fluids and 
mild sedation were prescribed with instructions to 
the family to take her to Bellevue if the symptoms 
did not clear promptly. She was hospitalized the 
next day, and was discharged from Bellevue, No- 
vember 30, recovered. 


This case is reported to call attention to 
the possibility of its occurrence to practi- 
tioners who may be seeing more malaria 
than in the pre-war period. 
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‘SHOCK. THERAPY IN PSYCHOSES DURING PREGNANCY 
Report oF OnE CAsE! 
CARROL C. TURNER, M.D., F. A.C. P, anp LEONARD D. WRIGHT, M.D. 


This cas is thought to be of interest be- 
cause of the paucity of literature on the use 
of shock therapy in psychoses complicated 
by, or during pregnancy. 

Gralnick(1) reports 2 cases treated with 
the combination insulin and electroshock, 
with stillbirth (macerated fetus) in -both 
cases. McVUonnell(2) reports the same ex- 
periences in 2 cases by using insulin coma. 
Goldstein, Weinberg and Sankstone(3) re- 
port one case using the combinaticn insulin 
and electroshock without injury to the child. 


2 From the Carrol Turner Sanatorium, Memphis, 
Tennessee. A preliminary report on this case was 
read before the Memphis and Shelby County Medi- 
cal Society, February 18, 1947. 


Polatin and Hoch(4) treated 2 cases with 
electroshock that terminated in the delivery 
of normal babies. Sands(5) treated 2 
cases by electroshock without injury to 
either of the babies. 

The use of supplementary medication, 
such as pentothal and curare, has not yet 
been reported. On the basis of the reported 
cases, and the one that is te follow, it is not 
yet possible to draw any definite conclu- 
sions as to the safest method of treatment in 
these cases. 


Case REPORT 


Mrs. B. W., age 22, white, 4 months pregnant, 
was admitted ta the Carrol Turner Sanatorium 
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March 7, 1946. In the early part of pregnancy she 
suffered a moderate amount of nausea and vomiting. 
During the week prior to admission she had lost 
about 7 pounds in weight. There had been no un- 
usual rise in blood pressure, edema of the ankles, 
headaches, visual disturbances, abnormal urinary 
findings, or symptoms of a polyneuropathy. 

The patient had received a telegram the week 
before admission that her favorite uncle had died, 
and she seemed somewhat depressed over this. She 
had also begun to worry considerably over the con- 
duct of a sister, whose husband had been killed 
overseas, and who had put her child in a Catholic 
institution. There were no abnormal mental symp- 
toms prior to March 4, at which time she was play- 
ing cards and suddenly threw down the cards and 
ran upstairs crying. She was notably depressed and 
had difficulty in sleeping that night, and remained 
in bed the following day. For the next 2 days she 
continued to be depressed, tearful, and refused to 
eat. She was admitted to the sanatorium 4 days 
following the onset. 

Past History.—Birth and ezrly development ap- 
parently normal. The mother died when patient 
was 44 years of age. As a child she was outgoing 
and mischievous and was not shy or sensitive. When 
she was 7 years old the father remarried, and she 
was apparently very fond of her stepmother. The 
father was a Jew, who was Presbyterian in religion. 
The mother was a Catholic and the stepmother a 
Reformed Jew. When the patient was 9 years of 
age, her father died, and she, with her stepmother, 
went to live with an uncle and aunt. Patient ap- 
peared happy there and made excellent grades in 
high school. She had planned to go.to college, but 
during the Christmas holidays preceding graduation 
she met the man who is now her husband. They 
were married in 1941. This man was of the Jewish 
faith and she adopted his religion. Immediately 
after marriage she became pregnant. When 6} 
weeks pregnant, she and her husband decided that 
it was too early to have a child, and an abortion 
was performed. No complications resulted. They 
were happy, except for the fact that the mother-in- 
law, a domineering, strong-willed type of individual, 
evidently influenced their marital life too much. 

Physical Examination and Laboratory Proce- 
dures—The blood pressure was 135/90. Pulse, 8o. 
A normal 4-months pregnancy. Repeated urinalyses 
were normal. C.B.C. was normal. 

Psychological Examination.—March 8, 1946, psy- 
chological examination reported an I. Q. of 82, dull 
normal. 

Treatment and Course in Hospital—On admis- 
sion the patient was ambulatory, depressed, tear- 
ful talked of suicide, but suddenly changed to a 
mute, catatonic-like state, with refusal to eat. Treat- 
ment was begun with tube feedings, intravenous 
glucose, high vitamin therapy, hydrotherapy, and 
sedation. During the next 2 days the patient varied 
from a mute catatonic-like state to that of a con- 
fused state with hyperactivity, hallucinations, and 
delusions. 

After two feeble attempts at suicide, we advised 
shock treatment, although there was ‘a possibility 


that complications, such as spontaneous abortion, 
or the birth of a dead fetus shoald the patient go 
to term, might follow shock therapy. The iamily 
considered these possibilities and readily agr2ed to 
shock, as the zase had become more desperate. 
Electroshock therapy, without zhe use of insulin, 
was instituted on March 11, 1946. From this time to 


- April 23, 1940, 17 treatments w2re given az I to 


3 day intervals, without apparent damage <o the 
mother or the child. 

The following notes from her zhart describe tne 
patient’s condition during this period: 


March 15—Psychological examination revealed itn- 
provement in I.Q. 

March 17—Patient in a stuporous, catatonic-lixe 
state. 

March 19—Patient pleasant, soc.able, and showad: 
normal interest. , 

March 21—Fetal movements were first noted. 

March 22—Normal behavior. Intelligence test I. Q. 
100. 

March 23—Patient exhibited coniused and weeping 
periods. : 

March 31—Bright, cheerful, but bordering on silly 
behavior. 

April 5—Confused and delusiona.. 

April 1r—-Manic excitement. Accusatory, abusire, 
and hallucinatory. 

April 17—Manic excitement, confused, hallucinatory, 
delusional end an attempt was made to escaze 
from the sanatorium. 

April 18—Patient apparently ncrmal and allowsd 
more privileges. A visitor arrived at the sarm- 
torium in taxi. Patient got into taxi and mm-. 
structed criver to take her ta her stepmothe-’s 
home in Memphis. Her belavior during this 
short visit was within norma! limits and patient 
was returned after a pleasant visit. 


Following this episode, the patient’s progress 
was satisfactory. She was complacent and exhibited 
entirely normal behavior. On April 27, she spent 
the week-end with her husband and returned on 
April 29 at which time he remcved her from the 
sanatorium. 

Progress after Discharge frora the Sanatoriwn., 
—QOn May 8, patient’s stepmother reported that her 
behavior was perfectly normal. Tle only observation 
of abnormality was the fact that she seemec qu:et 
and less active than prior to her psychotic episode. 

On February 6, 1047, a letter from patient's 
uncle, who is a doctor, reported che following : 


“Following her discharge frem the sanatoriu-n, 
she has progressed rapidly. Eer mind has been 
clear and quick, though I did nctice a mild cepres- 
sion at times, which lasted only momentari-v. 

On August 8, 1946, a five pcund, twelve ounce 
girl, perfectly normal, was delivered by Caesarian 
section. At this time both tubes were ligated and 

“ cut. She made a remarkable recovery, and there 
has been no depression whatsoever since delivery, 
She has beer a wonderful mother to her baby 
and is already talking about having another chi.d. 

The baby is bright, well trained, has one tooth, 
and can almost sit alone (six months).” 
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Summary—One psychotic pregnant fe- Follow-up in this case reveals a normal, 
male was treated by electroshock therapy healthy infant and a mother who has, ap- 
between the fourth and sixth months of parently, fully recovered. 
pregnancy, without the use of supplementary 
medication. A total of 17 treatments, with BIBLIOGRAPHY 
major convulsions, was given. This patient z, Gralnick, A. Am. J. Psychiat, 102 :780; 1946. 
went into labor at the normal time, and a 2. McConnell, J. J. Ment. Sc., 91: 506, 1945. 
normal baby girl was delivered by Caesarian Pare ps T oe J., and Sankstone, 

. TEDE , od =? » 98: 20I-2, IQ4I. 
section. At this time procedures for steril- : es a Henke > NYST TEA 
ization were carried out, at the request of her 1455.63. 1945. 


husband. 3. Sands, D. E. Brit. M. J., 2: 280, 1946. 
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PIERRE JANET 


The recent death of M. Pierre Janet at 87 
has removed one of the world’s greatest 
figures in psychological medicine. 

His family circle had been sadly disrupted 
during the war; he had lost his wife, his 
brother Jules, and his cherished son Michel; 
but his calm spirit did not falter; “Nous 
avons vécu tout de même,” he wrote to Dr. 
Wiliam Russell, “et nous nous retrouvons, 
peut être, espérons le, pour une meilleure 
période.” 

Janet is best known through his masterly 
discussions of hysterical states and the ob- 
sessional neurosis which he explained as 
due to a general weakening of psychic ac- 
tivity or lowering of psychological tension. 
It is particularly in his psychological analysis 
of the neuroses that the work of Janet 
achieves historic significance, as Henri Ey 
points out, in establishing the transition from 
the nasographic systems of the 19th century 
to the so-called dynamic concepts of the 
2oth; and it is profitable to keep in mind 
his fine and conservative exposition of 
psychic events, unexcelled by any later 
writers. Worthy of quotation and underlin- 
ing is his comment on the arbitrary and arti- 
ficial separation of neuroses and psychoses. 
This differentiation, says Janet, may be “‘con- 
venient in practice but is absolutely false 
from the clinical point of view. .... The 
distinction may be acceptable to the police 
magistrate but is of no interest to the 
physician.” 

From his early experiments with hyp- 
notism, while professor of philosophy at 
the Havre Lyceum, and his remarkable dem- 
onstration of manipulating at a distance the 
mind of the famous subject Léonie, down 
through his work at the Salpétriére, where 
he was director of the psychological labora- 
tory, his professorship at the Sorbonne, and 
eventually at the Collége de France, Janet 


had become the dominating igure in Frenzh 
psychology and psychiatry. | 

Primarily a psychologist the had received 
his doctoraze in philosophy at the age of 
twenty-three) he later took his degree in 
medicine, and was thus exceptionally quali- 
fied for teaching and researcn in both normal 
and abnormal mental states. 

To commemorate the opening of the new 
medical school buildings az Harvard Uni- 
versity in 1906, President Ekot and Dr. J. J. 
Putnam, professor of diseases of the nervors 
system, invited Professor Jenet to Boston to 
deliver a series of lectures cn psychopathol- 
ogy. These lectures, some of which were 
also given t Johns Hopkins and Columbia 
Universities, were brought together in kis 
well-known monograph “The Major Symp- 
toms of Hysteria” (1907). The keyncte, as 
he put it, was to show “how the study of the 
mental state of the patient can sometimes 3e 
useful to explain many disturbances and to 
give some unity to apparently disccrdant 
symptoms.” Janet’s definiton of hysteria 
will be recalled, “Hysteria is a form of mern- 
tal depression characterized by the retraction 
of the field of personal consciousness and a 


- tendency to the dissociation and emancipa- 


tion of the systems of ideas and functions 
that corstitute personality.” 

His monumental and authoritative treatise 
on psychotherapy, which appeared in France 
in 1920 anc has been translated into Eng- 
lish, is a standard work of <eference. 

The loss of this great French scientist is 
keenly felt cn this side of thz Atlantic where 
he had many friends and followers. His 
youthful spirit will continue to inspire. He 
could have left no finer testament: “I! fat 
continuer a travailler pour remplir la vie, et 


il faut nous intéresser au travail des jeunes.” 
C. B. F. 
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UNESCO AND THE AMERICAN PSYCHIATRIC ASSOCIATION 


The first National 
UNESCO, sponsored by the United States 
National Commission, was held in Phila- 
delphia March 24, 25 and 26. Five hundred 
national bodies, among them the American 
Psychiatric Association, were invited’ to 
send representatives. | 

The United Nations Educational, Scien- 
tific and Cultural Organization (UNESCO) 
is one of the special agencies set up by the 
Economic and Social Council for the pur- 
poses of attacking illiteracy throughout the 
world, to facilitate better educational meth- 
ods, to assist those countries most in need to 
revive their damaged educational facilities, 
to remove barriers to international communi- 
cation in its various forms, to assist with 
scientific development and exchange of sci- 
entific knowledge, to develop a better under- 
standing of the cultural traditions and phil- 
osophies of other countries, and to study and 
ameliorate social tensions between nations 
which are conducive to war or prejudicial to 
peaceful international development. 

The opening session was held in the Irvine 
Auditorium of the University of Pennsyl- 
vania and was presided over by Milton 
Eisenhower, chairman of the U. S. Na- 
tional Commission for UNESCO. Ad- 
‘dresses delivered at this time and on the 
following night by distinguished speakers re- 
viewed the history of the events that led to 
the founding of UNESCO, outlined the 
projects to be undertaken, and challenged 
the audience and the 500 national bodies 
there represented to grasp the importance of 
the problems UNESCO will attempt to 
solve, and expressed the hope that this in- 
creasing knowledge would lead to sustained 
effort on the part of all to work as diligently 
and optimistically for the winning of peace 
as had been done to win the war. 

The second day of the conference was de- 
voted largely to sectional meetings in which 
the representatives had their opportunity to 
contribute to the discussion. President 
Samuel W. Hamilton nominated Dr. George 
H. Stevenson, chairman of the Committee on 


Conference on 


International Relationships of the American 
Psychiatric Association, to represent the As- 
sociation at this conference and he attended 
the meetings of the section considering social 
tensions conducive to war. It was pointed 
out that the psychiatrist has a real and im- 
portant interest in this field because of his 
experience with emotional tensions in indi- 
viduals, at both the conscious and the uncon- 
scious levels. The effects of emotional dis- 
turbances on thinking and behavior in the 
individual and his social adjustments and 
maladjustments were emphasized as well as 
their counterparts in small groups and 
larger groups which are designated as na- 
tions. It was suggested that the methods of 
psychiatry in dealing with emotional difficul- 
ties and the sublimation of aggressiveness 
might be used advantageously in this’ study. 
The dependencs of people on leaders and the 
need for an educated, broad-minded and 
ethical leadership were also stressed, because 
of the constant danger to the peace'of the 
world if leadership is in the hands of fanati- 
cal, poorly trained or badly adjusted persons. 

The social sciences are broadly repre- 
sented in UNESCO—sociology, philosophy, 
psychology, religion, education, anthropol- 
ogy. The joint contributions of all these 
divisions, along with the contribution of 
psychiatry, should enable definite progress to 
be made in the improvement of the interper- 
sonal relationships of people who speak dif- 
ferent languages or who live on opposite 
sides of imaginary lines. Our Association 
is urged to give active support to the policies 
of UNESCO, and each member is invited to 
assist by submitting suggestions to the Com- 
mittee on International Relationships, to be 
passed on to the UNESCO secretariat. 

On the third day of the conference, the 
suggestions emanating from all the section 
meetings were ably summarized by Howard 
Wilson of the Carnegie Endowment for In- 
ternational Peace. It was indicated that the 
American Psychiatric Association would be 
consulted’ from time to time as UNESCO's 
program developed. 
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NEWS AND NOTES 


VETERANS ADMINISTRATION NEwS.— 
Veterans Administration has estimated the 
nation’s veteran population on February I 
to be 18,277,000, of whom 14,341,000 are 
World War II veterans. 

Sites now have been selected for 68 of the 
75 new hospitals which Veterans Adminis- 
tration is authorized to build and for which 
funds have been appropriated. 

Approximately 5 million veterans have ap- 
plied to date for education and training 
under the G.I. Bill. 

Over 200,000 disabled veterans of World 
War IT were in educational institutions or 
job training on January 31, under the Voca- 
tional Rehabilitation Act administered by the 
Veterans Administration. 

Veterans Administration supplied disabled 
veterans with 437,883 prosthetic devices, 
ranging from arch supports to wheel chairs, 
during the fiscal year 1946. 

Veterans Administration has approved for 
guarantee about $3.5 billion in business, 
farm, and home loans for World War II 
veterans. This figure was as of February 20. 

The number of Civil War veterans draw- 
ing pensions from Veterans Administra- 
tion dropped from 154 on June 30, 1946, to 
116 on January 31, 1947. 


.VETERANS ADMINISTRATION’ NEURO- 
PSYCHIATRIC SERVICE.—The Veterans Ad- 
ministration reported a total of 548,749 ad- 
missions of veteran patients to VA and 
non-VA hospitals during the calendar year 
1946, an increase of 174,342 or 61.3% over 
the calendar year 1945. The greatest num- 
ber of admissions, 381,619 or 83.19% of the 
total, were general medical and surgical pa- 
tients. Next were neuropsychiatric patients, 
amounting to 11.77% of the total, or 53,981 
admissions. Smallest group was tuberculosis 
patients, who numbered 19,609, or 4.27% 
of the total. Slightly less than 50% of the 
total number of neuropsychiatric admissions, 
or 26,509 out of 53,981, were classified as 
psychotic cases. 

Although neuropsychiatric patients in 


1946 accounted for only about 12% of all 
admissions, nearly 55% of zhe total number 


‘of beds available in VA and non-VA hospi- 


tals are generally reservec for neuropsy- 
chiatric patients; on any single day, VA’s 
total patient load includes nearly 53% neurs- 
psychiatric cases. 

The great disparity between the compaza- 
tively small number of neuropsychiatric pa- 
tients admitted to hospitals, the number of 
beds set aside for their use,.and the heavy 
day-by-day load of such patients results 
from the long periods these patients must 
spend in hespitals under treatment. This 
causes a much slower turnover in beds. Dur- 
ing the fiscal year 1946, neuropsychiatric pa- 
tients discharged from hosp-tals had an aver- 
age stay of 197 days, compared with 34 days 
for general medical and surgical patients 
and 186 days for tuberculosis patients. 


PARAPLEGIC CENTERS UNDER VETERANS 
ADMINISTRATION.— Seven paraplegic cen- 
ters in hospitals strategically located from 
coast to coast have’ been establishec. Dr. 
Donald A. Covalt, chief of VA’s medical re- 
habilitation service, reports that these cen- . 
ters, especially designed to treat veterans 
with spinal cord injuries that result in par- 
tial or comalete paralysis of the body, are in 
operation in VA hospitals at Framingham, 
Mass.; Memphis, Tenn.; Van Nuys, Calif. ; 
Staten Island, N. Y.; Richmond, Vz.; 
Bronx, N. Y.; and Hines, Chicago, Ill. VA 
personnel skilled in this fied have been as- 
sembled at the 7 centrally located hospitals 
over tke ccuntry. This will permit veterans 
to receive the proper treatment and at the 
same time to be as close to their homes as 
possible. 

Until recent years most sdinal cord injury 
cases were doomed to a life of inactivity. In 
many cases, death resulted. Today, because 
of modern medical science end developments 
in the field of physical medicine, many para- 
plegics are able to lead active, productive 
lives. To treat each case properly, the ser- 
vices of the following medical team are 
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needed: neurologist, neurosurgeon, psychi- 
atrist, urologist, plastic surgeon, orthopedic 
surgeon, doctor of physical medicine, physi- 
cal therapist, occupational therapist, correc- 
tive physical rehabilitation officer, educa- 
tional retraining officer, prevocational shop 
supervisor, social worker, and nurses. 

VA has approximately 1,200 veteran pa- 
tients suffering from injuries to the spinal 
cord. This number is expected to reach 
about 2,000 eventually. 


AMERICAN OCCUPATIONAL THERAPY AS- 


SOCIATION, NATIONAL CONVENTION.—The . 


American Occupational Therapy Associa- 
tion will hold its national convention at Hotel 
Coronado across the bay from Sen Diego, 
Calif., October 31 to November 7, 1947. 
Special plens are being made for this con- 
vention, which marks the thirtieth anni- 
versary of the Association. 


LASKER AWARD, 1947.—-This year’s award 
of $1,000 for outstanding service in mental 
hygiene will be presented for the most sig- 
nificant contribution to popular adult educa- 
tion, especially in parent-child relationships, 
as announced by Dr. George S. Stevenson, 
medical director of the National Committee 
for Mental Hygiene. The work of the candi- 
dates for the award must have been accom- 
plished or generally accepted during the past 
year or two. Presentation of the award will 
be made at the annual meeting of the Na- 
tional Committee for Mental Hygiene, to be 
held on November 12 and 13 in New York 
City. 


SaLary Rates IN SocraL Worx.—The 
Russell Sage Foundation has published the 
report, “Scheduled Salaries for Social Work 
Positions in Hospitals in New York City, 
December, 1946.” Related conditions of em- 
ployment, tn both government and voluntary 
hospitals, ere considered in additicn to sal- 
aries. The results of the survey, it is be- 
lieved, wil. be immediately useful both to 
employing agencies and to individual social 
workers in evaluating present salaries. The 
pamphlet is available from the Russell Sage 
Foundation, New York City, at a price of 
40 cents. 
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Tue AUSTEN Riccs Founpation.—Dr. 
Robert P. Knight, at present chief of staff 
of the Menninger Clinic, has been ap- 
pointed medical director of the Austen Riggs 
Fcundation, Stockbridge, Mass. He will 
assume his duties on September 1. The 
Austen Riggs hospital was founded in 1919 
by the late Dr. Austen Fox Riggs, for the 
treatment, study, and training in therapeutic 
procedures of the psychoneuroses. 





PSYCHIATRIST, PORTLAND CHILD GUI- 
DANCE Criinic—A community child gui- 
dance clinic. with the financial backing of 
the Community Chest, has been recently 
established in Portland, Oregon. There is 
an opening for a full-time psychiatrist and 
clinical director, with a salary between 
$10,000 and $12,000 a year. Persons inter- 
ested in this position should write to the 
Beard of the Community Child Guidance 
Clinic, c/o Ccuncil of Social Agencies, the 


Terminal Building, 12th and S.W. Morrison, 


Portland, Oregon. 


PsyCHIATRIC DEVELOPMENTS IN CALI- 
FORNIA.—The State of California has re- 
cently embarked upon a new and progressive 
program for the prevention and treatment of 
mental ‘disease and mental deficiency, and 
preparation is under way for the construc- 
tion of several new mental institutions and 
for the modernization of existing facilities. 

The director of the Department of Mental 
Hygiene has appointed Dr. Lawrence Kolb, 


- former chief of the Mental Hygiene Divi- 


sion of the U-S.P.H.S., to the position of 
deputy director, medical, to develop and ad- 
minister a program of raising treatment 
standards to the highest possible level and 
generally to promote mental health in the 
community. A new position of director of 
clinical services has also been established at 
each one of the mental institutions. These 
positions carry responsibility for the super- 
vision of mecical activities in the institu- 
tion and the development of a teaching and 
research program. The clinical directors will 
be relieved of administrative responsibili- 


ties as far as possible so that they may devote. 


their full attention to the medical aspects of 
their work. 
“ach hospital is to have a psychiatric 
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superintendent of nurses and psychiatric etc., throughout the couatry the.fact -hat 
nursing instructor. The central office in California has a shortage of personnel in 


Sacramento will have a nurse, coordinator, these categories. At present positicns are 


+) 


and these nurses together with the clinical 
directors of the hospitals will put on a train- 
ing program for nurses and attendants. The 
hospitals will need additional physical ther- 
apy technicians, hydrotherapists, and occupa- 
tional therapists. Each institution will have 
a beauty parlor for the women, and recrea- 
tional and music therapy will be established. 
In addition to the full-time physicians, each 
institution will have a corps of consultants. 
The number of technicians, dentists, and 
dental assistants is being increased. The 
increase of services in general applies both to 
the mental hospitals and to the homes for 
feebleminded. 

In addition to the hospital program, the 
central office is planning to carry on an edu- 
cational program in mental health and to 
administer mental health clinics. The present 
legislature is expected to approve 4 addi- 
tional mental health clinics to be located at 
strategic places. Each of these clinics will 
have 2 psychiatrists, 1 psychologist, 3 social 
workers, and 2 clerks. From these central 
clinics certain outlying districts will be cov- 
ered at periodic intervals. 

The social service program has been reor- 
ganized in order to make it more efficient by 


centralizing certain activities, and further ~ 


expansion is contemplated. The Department 
hopes to establish one or two hospitals for 
the treatment of chronic alcoholics and to 
carry on research activities in this field. 
The Langley Porter Clinic in San Fran- 


cisco, headed by Dr. Karl Bowman, is being 


well supported as a research, teaching, and 
treatment institution. It offers an intensive 
12-week refresher course in psychiatry. A 
similar clinic is to be established in Los An- 
geles in connection with the new medical 
school to be built there by the University of 
California. Los Angeles already has a well- 
staffed and very active out-patient mental 
hygiene clinic. This will be integrated with 
the new Langley Porter type of clinic, which 
will be attached to the medical school and 
will also take care of about 150 in-patients. 

The Department of Mental Hygiene 
wishes to call to the attention of psychia- 
trists, psychologists, nurses, social workers, 


available for physicians and surgeons, psy- 
chiatrists, and clinical directors. Salaries 
range from $345 to $715 per month, depend- 
ing upon experience and training. Veterans 
applying will receive special consideration 


for appoi- ‘tment and will receive extra 


credit in civil service examinations. Physi- 
cians who are licensed in any other state 
may practice in a California mental institu- 
tion for one year before securing their Cali- 
fornia license. Inquiries should be addressed 
to F. E. Kline, State Perscnnel Board, 401 
State Building, Los Angeles, Calif. 


ALCOHOL STUDIES, CORNELL UNIVERSITY 
MepicaL CorLeceE.—The Research Council 
on Problems of Alcohol, an affiliate of the 
American Association for the Advancement 
of Science, has undertaken to finance at 
the New York Hospital and Cornell Medical. 
Center a 3-year $150,000 research project 
directed mainly to the causes of alcoholism. 
The research work, which will be done by 
members af staff of both the New York 
Hospital ard the Cornell University Medical 
College, will continue and expand studies 
that have been carried on by the two institu- 
tions durirg the past 5 years. It will be 
under the direction of Dr. Oskar Diethelm, 
director of the Payne Whitney Clinic of tae 
New York. Hospital. 


MENTAL HYGIENE IN BUENOS AIRES.— 
Dr. Abraham Mosovich reports the estab- 
lishment ixn Buenos Aires, under his direc- 
tion, of a new mental hygiene clinic, organ- 
ized accorcing to American standards. The 
staff includes 3 psychiatrists, 2 pediatricians, 
2 psychologists, 2 clinicians, 1 endccrinol- 
ogist, 3 social workers, a child psychiatrist, 
and a school for reeducation, as an annex. 
The clinic is beginning a course on menial 
hygiene for teachers, social ec and 
educators. 


PANAMERICAN MEDICAL CONFEDEERA- 
tion.—Dr. José Angel Bustamante, a 
founder and secretary of the Cuban Society 
of Neurology and Psychiatry and editor of 
the Cuban Review of Neurology and Psy- 
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chiatry, reports that at the first Panamerican 
Medical-Sozial Congress, held in the City of 
Havana during December 1946, fifteen 
Latin-American countries collaborated in the 
establishment of the Panamerican Medical 
Confederation. 

President “Harrison Shoulders and ex- 
President Gordon Heyd of the American 
Medical Association and Dr. Austin Smith, 
secretary of the Council on Pharmacy and 
Chemistry attended the Havana Meeting, 
and the question of uniting with the Pan- 
american Medical Confederation will be 
dealt with az the June meeting of the A.M.A. 

The second Panamerican Medical-Social 
Congress will be held in Lima, Peru in De- 
cember 1943. The Congress will represent 
all branches of medicine and there will be a 
section on psychiatry and neurology. North 
American paysicians working in these fields 
are invited to contribute to the program of 
this section. Correspondence should be ad- 
dressed to Dr. J. A. Bustamente, Malecon 
61, Apartado 2589, La Habana, Cuba. 

Countries participating in the founding 
of the Panamerican Medical Confederation 
were: Mexico, Guatemala, Salvador, Hon- 
duras, Costa Rica, Panama, Columbia, Vene- 
zuela, Uruguay, Argentina, Chile, Peru, 
Ecuador, Prerto Rico, Cuba. 


AMERICAN JOURNAL QF OCCUPATIONAL 
THERAPY.—lebruary, 1947, marked the 
initial number of the American Journal of 
Occupational Therapy, official publication 


of the American Occupational Therapy As-. 


sociation. Charlotte D. Bone is editor; she 
is assisted by 30 division editors who are 
concerned with the various aspects of the 
field of occupational therapy. There is also 
an advisory committee, on which Dr. Wil- 
liam Rush Dunton is editorial adviser. The 
Journal is published bimonthly, and the sub- 
scription price is $5.00 a year. Inquiries may 
be addressed to the American Occupational 
Therapy Association, 33 West 42d St., New 
York City. 

Dr. Duntcn has recently retired as editor 
of Occupaticnal Therapy and Rehabilitation, 
which he founded 25 years ago. The pub- 
lishers of this journal will continue its pub- 
lication, wita a slant that will appeal to 
physicians rether than to therapists, so that 
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there may be no conflict of interests. The 
editor is Dr. Sidney Licht, 30 Hillside. Ave., 
Cambridge, Mass. 


RESIDENCIzS, Pratt Dracnostic Hospi- 
TAL.—The Joseph H. Pratt Diagnostic 
Hospital, a unit of the New England Medi- 
cal Center, announces psychiatric residen- 
cies one year in duration. Psychiatric pa- 
tients number about 1,500 house cases and 
500 out-patient cases annually. They con- 
sist largely of those with neuroses or emo- 
tional or personal complications of disease. 
There will also be a limited number of pa- 
tients with psychosis. Residents’ work will 
consist in diagnosis, workup, handling, and 
treatment of patients. Applications should 
be addressed to Mr. Richard T. Viguers, 
Administrator, 30 Bennet St., Boston II, 
Mass. 


BLIND VETERANS UNDER VETERANS AD- 
MINISTRATION.—A survey made by VA’s 
vocational rehabilitation and education staff 
revealed that nearly half the blinded veterans 
discharged by the Army and Navy up to the 
end of. November, 1946, were either work- 
ing or in training. Of the 1,133 veterans 
whe lost their sight in World War II, 231 
were in educational institutions. Farming, 
law, and social work are the most popular 
courses. Blinded veterans eligible for educa- 
tion and trairing under the Vocational Re- 
habilitation Act receive free tuition and fees 
and a subsistence allowance from VA, in 
addition to their disability compensation 
payments. 


CHILDREN’S BUREAU ‘CONFERENCE ON 
CEREBRAL Pautsy.—The Children’s Bureau 


on March 26-28 brought together in confer- 


ence the medical specialists in the field of 
cerebral palsy and professional personnel 
from the related fields involved in the care, 
education, and training of spastic children. 
The conference was preparatory to a general 
expansion of services by the Bureau to this 
special group, made possible by the increased 
Federal funds for work with crippled chil- 
dren. The Bureau estimates there are 175,- 
ooo spastic children in the country, -for 
whom little Kelp has been available from 
either public or private sources. 


M 
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The importance of providing continuity in 
the child’s treatment, education, and training 
over the years was stressed throughout the 
conference. Major recommendations look 
toward a long-range program under Federal- 
State auspices. The service to be established 
would be a part of existing ‘state crippled 
children’s programs but would have as its 
nucleus a diagnostic unit set up in a medical 
center. Here the child could be studied by 
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medical specialists and also by psychologists, 
physical therapists, medical social workers, 
and teachers. Crippled cnildren’s clinics 
throughout each state would also be estab- 
lished. Special emphasis was given at the 
conference to the need for -esearch and for 
education of parents, doctors, and the gen- 
eral public in regard to the problems of the 
spastic child. 


SUGGESTED 3-YEAR FULL-TIME TRAINING PROGRAM 
FOR PSYCHIATRISTS 


The AMERICAN BOARD OF PSYCHIATRY 
AND NEUROLOGY, Inc., submits the follow- 
ing suggestions for a training program. 

I. One year of in-patient work with an 
adequate variety of psychiatric conditions. 

2. Six months full-time out-patient clinic 
work, or its equivalent, with emphasis on the 
study and treatment of psychoneurotic pa- 
tients, with a minimum of 20 interviews per 
week per resident. 

3. Six months neurology—4 time clinical ; 
4, time basic. . 

4. Six months half-time service in the 
psychiatric aspects of general medical and 
surgical conditions. | 

.§. Six months half-time child psychiatry 
and experience in working with psychol- 
ogists and psychiatric social workers. 

6. Six months in specialized institutional 
psychiatry (feeble-minded, epileptic, fo- 
rensic psychiatry, penology, drug and alcohol 
addiction, and so forth). 

7. During these 3 years it is recom- 
mended that there be available teaching ward 
rounds, staff conferences, seminars, journal 
clubs, adequate: psychiatric texts and peri- 


odicals, participation in some phase of psy- 
chiatric investigation. 

8. During these 3 years there should be 
adequate instruction in the basic psychiatric 
concepts as covered in the material reccm- 
mended in the syllabus cf the American 
Board of Psychiatry and Neurology. 

g. In institutions in which there is no full- 
time senior staff there should be in the ag- 
gregate a minimum of 15 kours a week ser- 
vice by senicr attending statf in capacities in- 
structive to the resident steff. , 

10. In planning or evaluating training, 
one, two, or three year programs may be 
worked out to include var-ous fractions of 
the foregoing suggested items. For instance, 
a resident may devote a ful day or half day 
a week to the psychiatric aspects of medical 
and surgical conditions for a year or so wiile 
assuming major clinical responsibilities in a 
psychiatric hospital. 

The only purpose in suggesting the fore- 
going program is to indicate a desirable 
spread of experience in the training of a 
psychiatrist. It is thought unwise for eny 
teaching program to be rizidly or slavishly 
followed. 


AGNOSIA, APRAXIA, APHASIA, THEIR VALUE IN 
CEREBRAL LOCALIZATION, (Second edition, re- 
vised and enlarged, 1946.) By J. M. Nielsen. 
(New York: Paul B, Hoeber, Inc. 1946.) 


As the title of this book indicates, it is a study of 
aphasia and related conditions, made with particular 
attention to functional localization in the cerebral 
cortex. The author, who is Associate Professor of 
Medicine (Neurology) at the University of South- 
ern California, is an eminent neurologist who has 
devoted many years to the study of aphasia from the 
clinical and pathological standpoints. The first edi- 
tion, published privately by the author in 1936, had 
a relatively small circulation, and this enlarged 
second edition will therefore be, for most medical 
readers, an entirely new book. 

Aphasia presents one of the most difficult prob- 
lems in the field of neurology. It is territory on 
which neurology, psychiatry, and psychology meet, 
where boundaries are sometimes impossible to de- 
fine and terminologies become dangerously confused 
with one another. The present author has kept this 
clearly in mind and has given a clear-cut and ob- 
jective account of this difficult subject. His ap- 


proach is that of a clinician with an interest in the- 


‘philosophy of cerebral function,” and he tries, as 
far as his facts will justify it, to analyse the varied 
disturbances of speech function in terms of localized 
cortical lesions. __ 

The book begins with an historical introduction 
and a detailed definition of terms, including a dis- 
cussion of the various disturbances of che body 
scheme. There follows in the main part of the book 
his evidence for cerebral localization of speech, an 
analysis of selected cases, with the location of the 
pathological lesions found in each. A number of 
the cited cases have been taken from Henschen’s 
monumental work, but many interesting and im- 
portant cases studied by the author have been de- 
scribed in detail. The majority of the lesions were 
vascular in type, though some were examples of 
surgical removal of tissue. There is a useful sec- 
tion on methods of examingtion and a good. bibliog- 
` raphy of the subject of aphasia. The appendix con- 
tains an excellent summary of the main ergument 
of the book with a section an the complicated termi- 
nology of aphasia, agnosia, and apraxia. 

This is an important book, which will stimulate 
new interest in clinical study of aphasia and cere- 
bral localization, at a time when interest has lagged, 
and the trend of thought hes been away from strict 
localization of the function of speech, with emphasis 
on psychological analyses of aphasia. The author 
makes a strong case for the localization cf speech 
functions in a number of interrelated centers in the 
major hemisphere, and he distinguishes various 
types of aphasia, based on the localization of the 
lesion. In this he is reemphasizing the rather 
“schematic” views of some cider students of aphasia. 
He stresses the important role of the minor hemi- 
sphere in the recovery of speech after destruction 
of centers in the major hemisphere; this will be a 
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new idea for many readers. He introduces the new 
concept of a “language formulation area” or near 
Brodmann’s Area 37 in the major temporal lobe, 
though his argument kere is sometimes hard to 
follow. He draws attention to an important ana- 
tomical area in the brain, “the temporal isthmus,” 
a narrow band of white matter connecting temporal 
lobe to the rest of the cerebral hemisphere. This is 
a veritable “crossroads” through which pass the 
visual, auditory, end other thalamo-cortical radia- 
tions, and many commissural and association bun- 
dies. Lesions in this area of the major hemisphere 
will result in marked aphasia, in addition to other 
neurological changes. 

Some of his conclusions are, of necessity, tenta- 
tive and must ewait confirmation from future 
studies following surgical removal of well-defined 
cortical areas; but his analysis does -lay careful 


_ ground work upon which such studies must be 


based. 

The reviewer feels that the book would be more 
readable if the material were better arranged, with 
less repetition, and with more concise presentation 
of clinical-patholegical studies. One would also 


like to see some discussion of the practical problems 


of speech therapy in aphasia. 

The book is cf monograph size, well printed and 
bound, and the illustrations are satisfactory through- 
out. It is highly recommended to neurologists, psy- 
chiatrists, and all others interested in the “philos- 
ophy of cerebra? function.” 

F. L. McNaucuton, M.D, 
ı Montreal. 


Scrence FoR Democracy. Edited, with an intro- 
duction, by Jerome Nathanson. (New York: 
Kings Crown Press, 1946.) 


This book is the result of a third series of con- 
ferences on “the scientific spirit and democratic 
faith” and presumably represents an improvement 
over its predecessors. It is divided into four sec- 
tions: (1) Science in the national economy, with 
papers by Paul B. Sears, Jerome Frank, and Robert 
S. Lynd concerned with the importance of conserva- 
tion and the dangers of reading Hayek. (2) The 
challenge of science to social thinking, with papers 
on “Freedom and Abundance” by K. F. Martin, 
in which the all-time high for the claims of science 
seems to be reached in a statement that “there is 
enough and to spare of all the necessary raw mate- 
rials to provide the physical basis for the efficient, 
comfortable existence of every human being who 
is likely to be born anywhere on the earth during 
the next 2000 years at least” (p. 29), and “Psy- 
chiatry Comes of Age” by J. A. P. Miller, a moder- 
ate and interesting discussion. (3) Symposium: 
“Does Private Industry Threaten Freedom of Scien- 
tic Research,” with much on patents and an im- 
portant statement that “colleges and universities 
should be told .. . that they should not engage in 
research for a private concern” (p. 108), and “The 
Role of Science in Determination of Democratic 
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. Policy,” with an interesting statement that “often 


it is the social scientists presence and prestige, 
PN than his knowledge, that are wanted”? (p. 
121). 

The symposiums illustrate most clearly the strong 
and weak points of this type of publication. An 
occasional illuminating comment is made, and much 
is said that should never have been printed. The 
volume would have gained immensely by reduc- 
tion to pamphlet size. In spite of careful editing, 
an impression of confusion appears inevitable, The 
diversity of personnel with over 30 participants and 
the contrast between those with a capacity for say- 
ing little in many words and those saying much in 
few words and those saying nothing imply difficul- 
ties which even the most competent chairmen can- 
not overcome. The whole gives an impression of 
pretentiousness and lack of penetration, but the book 
trade is apparently an insuperable obstacle to the 
publication of pamphlets, and prestige demands that 
words spoken should be permanently recorded. 

H. A. Innis, Pa. D. F.R.S.C. 
University of Toronto. 


Hypnoanatysis. By Lewis R. W olberg. (New 
York: Grune and Stratton, Inc., 1945.) l 


This book unquestionably constitutes a highly 
significant contribution to the literature. It is a 
simple straight-forward comprehensive account of 
the successful psychotherapy of a schizophrenic 
patient of the hebephrenic type by the use of hyp- 
notic and psychoanalytic techniques, singly and in 
combination. Furthermore, its author is a psycho- 
analyst of good repute, well-respected by his col- 
leagues, modest and conservative in his claims, 
and the book contains additionally, an excellent 
psychoanalytically oriented interpretation of the 
patient’s clinical history by Kardiner. 

Hence any review, as can readily be appreciated 
from the reviews that have already appeared, is 
necessarily a difficult task because of the numerous 
héresies the author commits, and which, fortunately, 
serve for the advancement of psychiatry, psycho- 
analysis, and hypnosis. 

Mention should be made of a few of these here- 
sies. In the first place, even though the author is a 
psychoanalyst, he disregarded Freud’s harsh judg- 
ment against hypnosis which has been so blindly 
and tenaciously adhered to despite the constant 
growth of evidence to the contrary. It is bad enough 
for an opponent to expose a truly great man’s error, 
but it is practically unforgivable when a follower 
does so. It necessitates a reassessment of psycho- 
analytic teachings and judgments on hypnosis all 
along the line with the reversal of many an attitude 
and opinion, and a recognition that mere entrench- 
ment of beliefs does not make them valid. 

Secondly, the author, as has been pointed out by 
another reviewer, has: had the poor judgment to 
present a case of the successful psychotherapy of 
a hebephrenic schizophrenic when everybody knows 
that hebephrenia is really not accessible to psycho- 
therapy, especially one showing obvious personality 
deterioration as did Wolberg’s patient. Whatever 
the protests and condemnations this heresy evokes, 
it is time that established belief and opinion were 
ronted from the chair of judgment and replaced by 
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facts of accomplishment. Naturally it is painful 
and difficult to accept revision cf cherished beliefs, 
but in any science as young as psychotherapy, 2s- 
tablishec traditional beliefs hae no place. Facts 
and accomplishments only are important. 

Then, too, psychoanalysis has long been recog- 
nized as the “most effective anz adequate form of 
psychotherapy.” Hence, there vas no excuse for 
the author to utilize both hyznotic and psycho- 
analytic techniques, except, of ccurse, the excuse of 
scientifically oriented research which culminated 
in a successful therapeutic accz-mplishment. This, 
too, will necessitate a revision zf opinionated ideas 
and force a revision and an improvement of current 
concepts of psychotherapy, rather than a contisu- 
ance of traditions. This statement is not intended 
to minimize the tremendous sigmificance of Freud's 
contributions to psychotherapy; rather, it is in- 
tended only to emphasize Fread’s own statement 
made in 191g, namely, that the development of 
psychoanalytic therapy would proceed in a fastion 
different from the established Cassical or orthodox 
procedure. Wolberg’s book is an outstanding ex- 
ample of such development. 

There are other comments to be made about 
Wolberg’s book, some of which have been empha- 
sized by other reviewers. One of these is that it is 
deficient in that it does not c aborate extensively 
regarding either hypnosis or psychoanalysis. This 
reviewer agrees with that criticism, but regards it 
as irrelevant since Wolberg’s purpose was tc present 
an adequate account of his res2arch in the hypno- 
analysis of a psychotic patienL and he cannot be 
held responsible for more than that. 

The book properly is not intended as an encyclo- 
pedia on hebephrenic schizophrenia, psychoanalysis, 
hypnosis, or psychotherapy. It is only a revealing, 
informative, instructive and edequate account of 
the successful use of hypnosis and psychoanaiysis 
in the therapy of a single patient, conservatively and 
modestly reported, and in a fasnion that will enable 
others to apply intelligently scmilar measures and 
procedures. More ought not to be askec of one 
book. 

Other criticisms concern the limitations af hypno- 
therapy, the impossibility of applying deep hypnosis 
to a sufficiently large number of patients, the im- 
portance for hypnoanalytic therapy of somnambu- 
lism, the difficulties in combining psychoanalytic 
and hypnotic techniques and a variety of other 
objections, which, in the experience of this re- 
viewer, are arm-chair judgments that ought not 
to be regarded as valid criticisms, but rather locked 
upon as signifying problem: requiring research 
rather than pronouncements. 

As for the actual contents cz the book, one needs 
to read the book in full to gain an appreciation of 
how much valid work in hr-pnosis has been ac- 
complished in the last fifteen years and now well 
the author combined those techniques with psvcho- 
analytic techniques and actually applied them efec- 


tively to a most difficult problem in psychotherapy. 


The book is well written, ezsy to read, and com- 
mands full interest, and is dezerving of the highest 
praise. 

Mitton H. Ericxzon, M.D, 
Wayne County Hospital and Infirm., 
Eloise, Mick. gan. 
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Monern Psycuiatry. By William S. Sadler, M.D. 
(St. Louis: C. V. Mosby Co. 1945.) 


This text on Modern Psychiatry is unusual in 
both its arrangement and content. In it, the author 
has presented a well-organized concept of psy- 
chiatry and of psychological processes as they ap- 
pear to him in the light of recent developments in 
the field. 

The book is the result of much practical experi- 
ence with psychiatric patients correlated with con- 
siderable reading and much reflection on the part 
of the author. It is unfortunate that much of the 
material quoted is insufficiently substantiated either 
in the text or by an adequate bibliography and that 
repetition and a certain looseness of thought or of 
verbal structure make some of the conclusions diffi- 
cult to understand. 

The book is however well arranged. Part I—231 
pages in which the author discusses personality 
problems,—is largely the personal reflections of the 
author as a result of many years of experience. 
That his experience is wide enough in some fields 
is doubtful. In his treatment of the psychiatric 
problems of childhood he disagrees with Freud 
as to the importance of early sex trauma stating 
merely that “my long study of these cases does 
not confirm this claim—.” A precept y— "Teach the 
child that crying will get him nothing” is surely 
one to which not many except the author will today 
adhere without further explanation. 

In parts II and III, the psychoneuroses and 
psychoses are defined and discussed. This is the 
best part of the book. In it the conventional defini- 
tions and concepts of these disorders are set down 
in good order and at some length, together with 
some documentation concerning the ideas of previous 
authors on the points discussed. There is little 
mention of the most recent material however. Here, 
as in the first section, the observations resulting 
from personal experience are interesting. But the 
constant use of the personal pronoun in a text of 
this size is annoying and detracts from the weight 
of the opinions stated. The verbosity and use of 
informal language are distracting for the same 
reasons. 

The last section, cn psychotherapeutics, is the 
poorest. The sub-headings,—suggestion and hyp- 
notism; psychiatry and the psychiatrist; sublimation 
and fears; habit and self control; philosophy and 
religion,——will indicate its scope. It gives no feeling 
that there is more than a slight and superficial un- 
derstanding of any of the principles of psycho- 
biology and psychodynamics upon which modern 
psychotherapeutic progress is founded. 

The final chapters,—Schools of Psychiatry (a 
historical review), Bibliography (of three pages, 
for a text of 900 pages) and Glossary are totally 
inadequate. The glossary underestimates the intel- 
lectual calibre of a reader of even high-school age 
and culture. 

Throughout the book the author presents his 
concept of personality and its disorders from a 
limited point of view. In discussing personality 
structure his use of the adjectives good and bad, 
selfish and unselfish or cynical and liberal-minded 
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are legitimate for such a personal presentation; 
they are not, however, usual in a text book of this 
size. They are, :n addition, inconsistent with pres- 
ent-day concepts of the dynamics of personality, 
but there is no recognition of this fact. 

In the opinion of this reviewer, were the book 
limited to perhaps 200 pages and were it entitled 
“Personal Experiences in Modern Psychiatry” or 
“Reflections on the Present Ideas of Modern Psy- 
chiatry” it would be a book of great interest to a 
limited audience. To this audience it would re- 
present in condersed and more readable form, what 
it actually is—a statement of personal beliefs and 
philosophical conclusions and, as such, a psycho- 
biological study of an individual with many years 
of wide experience in the field of practical psy- 
chiatry. 

MARGARET A. KEnnarD, M. D. 
Bellevue Hospital, New York. 


PsycuoLocy For Nurses. By Bess V. Cunningham, 
Ph.D. (New York, London: D. Appleton- 
Century Co., Inc., 1946.) 


This is a textbook on psychology written from 
the broad viewpo:nt of general human behavior but 
at the same time circumscribed within specific areas 
of nursing. The author has approached the study 
of man as a whole based upon the biological sciences 
bu: woven upon this general tapestry the particular 
patterns which will be of concern to the nurse. For 
instance, the reactions of the young child as a pa- 
tient are discussed, and from this the nurse learns _ 
something of the parent-child relationships, theories 
of heredity, importance of environment, etc. 

Not only will the student nurse find this text 
valuable in relation to her patients, but it should be 
an excellent means of ceveloping understanding of 
herself and thus assist her in making adjustments 
and progress through the school of nursing. The 
section on study including note taking and other 
techniques should be especially valuable to the stu- 
dent who is beginning her course. 

This textbook has keen well illustrated. The 
terminology is simple and the subject matter clearly 
and concisely delineated. The explanations are ade- 
quzte but not long involved discussions. At the end 
of each chapter there is a summary together with a 
grcup of suggested activities and a list of reference 
readings, all of which should be most valuable to the 
student. 

It is the opinion of the reviewer that the study of 
this book should be a part of the curriculum of 
every student nurse. 

Laura W. FITZSIMMONS, R. N, M. Å., 
Washington, D c 


THe CARE oF THE AGED (Geriatrics). By Malford 
W.- Thewlis, M.D. sth Edition, Thoroughly 
Revised with 55 Illustrations. (St. Louis: The 
C. V. Mosby Company, 1946.) 


This book is divided into 8 parts which are con- 
cerned with general considerations, geritology ; 
medical-legal relations; miscellaneous geriatric 
problems; disease of metabolism and endocrine dis- 
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orders; infectious disease and focal infection; sys- 
temic pathology, and special tepics. 

From the psychiatrists poini of view, the air of 
optimism which pervades this book on geriatrics is 
one of its greatest contributions. There is always 
a feeling that not only must scmething be done for 
the aged but that a good deal can be done. The 
author is specific in his recommendations regarding 
therapy; he doesn’t simply advise hobbies and ac- 
tivities but specifically devotes a whole chapter to 
the subject, discussing the pros and cons of various 
specific hobbies, sports, games, etc. There is a spe- 
cial chapter on what the author calls logotherapy, 
pointing out that much can be done for or against 
the patient by the proper or improper use of words, 
and he gives numerous pertinent examples and sug- 


‘gestions, 


This book does not deal ptimarily in psychiatry. 
It has a good psychosomatic orientation, and the 
anatomy, physiology, and pathology of the systems 
in health and disease are thoroughly studied as 


‘they apply to the aged. A sharp distinction is made 


between senescence and senility, the former being 
the normal for the aged and tke latter, pathological. 
Comprehension of this distinction will lead the prac- 
titioner to a more scientific evaluation of symptom- 
atology. It behooves the practitioner to be as 
familiar with the aspects of geriatrics as he usually 
is with pediatrics. This book should serve as a good 
standard text on geriatrics. 
Morris Grayson, M.D., 
Bellevue Hospital, New York. 


PROBLEMS IN Prejunice. By Eugene Hartley, with 
a Foreword by Gardiner Murphy. (New York: 
King’s Crown Press, 1945.) 


This volume has been produced by the offset 
method. It contains a report of three studies in 
which the author has attempted to make an objec- 
tive quantitative examination of prejudice. The 
subj ects were college students, and the question- 
naire method was employed. 

The major study is on the “generality” of the 
prejudice reaction. The results indicate that there 
is a pattern of prejudice (“a general American 
tradition of preference for members of certain ethnic 
groups’) which is constant throughout the various 
student groups studied. This generalized pattern is 
not related to the actual contact an individual may 
have had with the members of the ethnic groups 
considered. The hierarchy of preference is to be 
found among practically all sections of the popula- 
tion. Even among members of minority groups the 
evidence of a constant general pattern is clear. The 
subject’s “own group” is simply placed at the top 
of the list, and the rest of the pattern tends to re- 
main intact. The generalized nature of the preju- 
dice attitude was further demonstrated experimen- 
tally by introducing nonexistent ethnic groups with 
fictitious names. A high correlation was shown 
between prejudice toward real groups and preju- 
dice toward fictitious groups. 

Of the two minor studies included in the mono- 
graph, one deals with biographical material from 
which the author attempts a descriptive differentia- 
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tion between the “relatively tolerent” and the “rela- 
tively intolerant” types of personality. The second 
of the minor studies makes an effort to explore ob- 
jectively William Stern’s concept of “salience” in 
personality structure. 
C. R. Myers, Pa. D., 
Univ. of Toronto. 


Non-ProjyectivE PersonaLrry Tests. By Harold 
A. Abramson and others, (Annals of the New 
York Academy of Sciences, 46: 531, Article 7, 
1946.) 


This volume contains the papers presented, and 
the discussion which followed their presentation, at 
a conference held by the Section of Psychology of 
the New York Academy of Sciences on March 30 
and 31, 1045. 

Papers by Harold A. Abramson on the Minnesota 
Multiphasic and by George Killinger and Joseph 
Zubin on the Personal Inventory (NDRC) were 
discussed by Rose G. Anderscn and Arthur E. 
Traxler. 

A series of papers on the Cornell Selectee Index 
by Bela Mittelmann and Keeve Brodman, Arthur 
Weider and David Wechsler, Harold G. Wolff and 
Harold J. Harris, were discussed by William A. 
Hunt, Morton A. Seidenfeld, and N. W. Morton. 

Papers on the use of ability test patterns for 
personality study by Roy Schafer, Edith Wlad- 
kowsky, and Zygmunt A. Piotrowski were discussed 
by F. L. Wells. 

Papers on the theoretical principles underlying 
nonprojective tests by David Repaport and Martin 
Scheerer were discussed by Joel Shor and Morris 
Krugman. 

This collection of papers constitutes a useful sup- 
plement to the current literature on the use of psy- 
chological test aids in personality study. 

C. R. Myers, Px. D., 
Univ. of Toronto. 


THE JeHovAH’s Wirnesses. By Herbert Hewitt 
Stroup. (New York: Columbia University 
Press, 1945.) 

This book, a study essay of the religious move- 
ment of the same name, presents about as much 

data as are obtainable by a nonmember or even a 


‘member not of the hierarchy of the movement. It 


presents an impressionistic picture of the averzge 
person who has accepted the presuppositions of the 
movement. Inasmuch as this interpretation of 
Christianity is comparatively new in the history of 
religion and a change in leadership introduces some 
modification in emphasis, and further since certain 
aspects of the whole are shrouded in secrecy, it is 
impossible for any author to speak with finality 
upon some important considerations. 

The book is preeminently a sociological study 
through which the reader can clearly see the type of 
person who has been attracted to the movement, the 
individual who has been hurt by society as it is cur- 
rently functioning, the disinherited who have been 
baffled by a system, the utter complexity of which 
makes it forever beyond their control. In harmony 
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with all apocalyptic movements, Jehovah’s Wit- 
nesses anticipate the nearness of the Kingdom for 
which they long and their release from the intoler- 
able aspects of life by the severity of the hardships 
which they must endure. This naive hope, sup- 
ported by alleged historical facts, is such as to give 
vitality to those of the humble economic, social, and 
intellectual background from which adherents have 
been successfully recruited. 

The rather dull but highly efficient mechanics of 
the movement have been carefully delineated by the 
author. He has left no doubt that this is a “religion 
of a book” but only as interpreted by the spokesman 
for the group. Loyalty to “the truth” has been mea- 
sured for the most part by the tireless effort of 
Jehovah’s Witnesses to sell the books written by 
the late president, Joseph F. Rutherford. There is 
no attempt to write a critique of their exegesis and 
no endeavor to examine their appropriation of his- 
tory. The adjustments demanded by unfulfilled 
prophecies and exploded expectations have not been 
recorded. The author does not argue with them— 
he describes them. 

The reader whose primary concern is with the 
nature of religion might well desire a clearer state- 
ment of psychological motivations and more definite 


evaluations of results in the practical issues of life. 


By inference the author has maintained that the 
movement is neither an unmitigated evil nor an 
unmixed good. A religious movement merits judg- 
ment on the basis of religious criteria. It is in- 
tellectually respectable? Does it satisfy a perpetual 
longing in man? Has it the power to create moral 
values for the individual? Is it of significant worth 
to society? The casual references to clashes of this 
movement with organized society, because of ob- 
jectionistic attitudes toward vaccination, the use of 
aluminum cooking utensils, and patriotism such as 
flag saluting or their attitude toward war, do not 
provide an adequate basis for a value judgment of 
the movement. As a sociological commentary upon 
one phase of current religious life, the book, while 
dull reading, deserves the ‘respect of thoughtful 
readers for what it purports to be. 
Georce A. Exziorr, M. D., 
Brattleboro. Vt. 


PEOPLE IN. QUANDARIES. By Wendell Johnson, 
PhD. (New York and London: Earper & 
Brothers, 1946.) 


This book in the narrower sense is addressed to 
the “maladjusted,” but in its broader aspects to all 
those who view with dismay the destructive ends 
to which mankind persistently applies that scientific 
genius that offers such great promise for the good 
life. As the author observes, these abuses of scien- 
tific techniques can be traced to our failure to apply 
scientific methods of inquiry to those areas of our 
cultural experience where we have applied its pro- 
ducts. The solution of the problem then, so stated, 
logically appears to be one of applying sctentific 
methods of inquiry to matters of personal and social 
adjustment, which when carried to logical conclu- 
sion implies a foundation for resolving conflict on 
community, national, and international levels. This 
Dr. Johnson proceeds to show us how to do, from 


BOOK REVIEWS 


[May 


the approach of general semantics, since in his 
opinion “the language of science is the better part 
of the method of science.” 

Contrasting tbe “larguage of science” with the 
“language of maladjustment” Dr. Johnson notes 
furdamental differences that reflect deeper differ- 
ences in orientation. These differences he reduces to 
the principles of general semantics, showing how 
their violation leads to interpretations and evalua- 
tions of the nonverbal level of “reality” in terms of 
a static concept of reality instead of the dynamic, 
ever-changing process-like reality inferred by 
modern science; isolated entities. instead of events; 
elementalistic schisms instead of space-time rela- 
tionships; types and classes instead of subtly graded 
differences, and a high degree of unconscious self- 
projection. According to the author, this prescien- 
tific orientation toward ourselves and the world we 
live in inheres in and is fostered by the structure of 
our language, which, evolved in prescientific eras 
by primitive men with limited means of observation 
and inquiry, symbolizes a nonverbal level of reality 
vastly different in concept from that envisioned by 
modern science. Many of the confusions of man- 
kind then, with their devastating consequences on 
our economic, social, and political life, not to men- 
tion personal adjustmen:, Dr. Johnson would attrib- 
ute to two factors: misevaluations inherent in a 
language strutturally inconsistent with the realities 
it seeks to symbolize, and failure to comprehend the 
inferential nature of our observations and the sym- 
bolic nature of language. — 

In the first half of the book an awareness of 
languege as a form of symbolic behavior is de- 
veloped in an explanation of the processes of ab- 
stracting involved not oniy in use of language ‘but 
in making observations and evaluations. A series of 
practical techniques and working devices’ are pre- 
sented to cultivate. greater awareness of these ab- 
stracting processes. In the latter half of the book 
the author shows how the principles of general se- 
mantics operate by showing how they are violated 
in conditions of maladjustment. Schizophrenia is 
seen from this point of view as an extreme form of 
confusing and identifying the levels of abstracting; 
paranoia illustrates the extreme of unconscious self- 
projection; and the inferiority complex is viewed 
as a more or less universal symptom in a culture 
which fosters two-valued instead of infinite-valued 
orientations. ° 

Drawing from his experience as a clinical psy- 
chologist the author shows how the principles of 


‘general semantics applied in this area would stress 


descriptive diagnoses in terms of behavior and the 
specific conditions that stimulate or limit it, on 
“causes” of maladjustive behavior only to the ex- 
tent they can be directly related to specific malad- 
justment. In therapy, emphasis is placed on altera- 
tions in the general orientation of the individual in 
relation to his semantic environment as a pre- 
requisite to altering the specific maladjustive symp- 
tom. A chapter on stuttering illustrates the prac- 
tical application of these principles to treatment of 
a specific symptom regarded as one of evaluative 
maladjustment in a semantic environment which 
places high evaluation on speech fluency. All 
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through the book challenging implications for 
change from the general semantics approach are 
indicated in the fields of education, child guidance, 
clinical psychology, communications. 

In applying himself to developing a greater 
awareness of language as a form of behavior that 
can ensnare and limit the thinking processes as well 


as implement them, in revealing the role of language 


behavior in developing false evaluations and as- 
sumptions, Dr. Johnson performs a service of con- 
siderable value to the reader sensitive to the needs 
and possibilities of self-adjustment who is con- 
tinuously bombarded on all sides by an overwhelm- 
ing flood of words exhorting him to feel, think, and 
act in a myriad of ways. But from the theoretical 
point of view it is necessary to point out certain 
conclusions, stated or implied by the author, that 
are to say the least open to question. 

Dr. Johnson has described with great vividness 
the “schizophrenic” pattern of our culture in which 
the products of scientific techniques introduce cha- 
otic discord into those institutions and traditions 
where scientific principles have not yet been fully 
applied. But his conclusion.that the structure of 
our language is largely responsible for the freezing 
of prescientific orientations preserved in these in- 
stitutions is perhaps an oversimplification. A rele- 
vant inquiry in this regard would be to ask if it is 
purely accidental or incidental that we have: been 
able to free ourselves from the limitations imposed 
by our language structure in certain areas while we 
remain victims of language and the orientations it 
fosters in other areas. Dr. Johnson would ap- 
parently answer this in-the affirmative. In speculat- 
ing on the reasons why extensional (scientific) 
principles of living have not been taught to chil- 
dren along with their ABC’s he concludes that it is 
simply because their parents and teachers have not 
known these principles. One might ask if a cart has 
not been placed before the horse in such statements 
as this: “The major advances in psychology that 
have been achieved during the past 30 years or so 
have been due largely to the increasing use of a 
language more highly descriptive of behavior.” In 
stressing language as behavior the author points up 
a vital aspect of behavior functioning in maladjust- 
ment, but that it is the major determinant of orien- 
tation, as is so strongly implied in this and other 
statements, is what the author himself would prob- 
ably regard as a one-valued approach to a question 
involving many factors, 

It is regrettable that, in his discussion on the 
treatment cf stuttering from a general semantics 
approach, the only specific case referred to is, as 
the author admits, an atypical one. In this case of 
an Indian youth who became mute after a brief 
period of stuttering on the belief that God had 
sealed his lips, the solution applied—-which the au- 
thor calls “ingenious”’—was to convince him that 
God would be pleased if he would continue to speak 


and spread the gospel in spite of stuttering. In _ 


view of the author’s dynamic approach to clinical 
psychology we trust that “treatment” in this case 
was also atypical. 
C. C. BURLINGAME, M. D, 
Inštitute of Living, Hartford, Conn. 


BOOK REVIEWS 


mination of Nonparentage,” 


849 


THIRTY-SECOND ANNUAL REPORT OF THE MUNICI- 
PAL Court OF PHILADELPHIs FOR 1945. 


This is a volume of 405 pages with many statis- 
tical tables outlining the operatioas of the Municipal 
Court of Philadelphia in its 7 divisions: adoptions, 
civil, small claims and conciliatica, criminal, domes- 
tic relations, juvenile, and misdemeanants. An ap- 
pendix contains most interesting articles by John 
O. Reinemanı on “Where Do Philadelphia’s De- 
linquent Children Live,” by E. P. Corson-White on 
“Blood Grouping Tests as a Method for the Deter- 
and by Karl Birnbaum 
on “The Question of the Defsctive Delinquent.” 

To be noted is the statement by President Judge 
Charles L. Brown that “this Coirt encompasses in 
its duties a greater variety of judicial problems than 
any other court in the world ami has been so suc- 
cessful and sc exemplary that it kas become a mocel 
system emulated by many sSmilar institutions 
throughout the world.” Judge Brown claims that 
“delinquency may be said to be = mere reflection of 
the turbulence and violence of = chaotic state and 
is a form of protest consisting of two component 
parts: the individual nature of the delinquent and 
the exterior condition, i.e, poysical, social and 
economic.” “Children are very impressionable and 
readily influenced when subjecied to the stimula- 
tion of the cinema, reading pubi cations, and listen- 
ing to disturbing radio crimes committed by adults 
who by their wits, hope to evade the law, even 
though guilty of the perpetration of crimes of a 
vicious character.” 

Juvenile delinquency has increased 56% in Phila- 
delphia since 1940. However, i affects only about 
2% of children of juvenile cou-t age. “The great 
emphasis placed by the court an investigation and 
preliminary work is indicative ot the tribunal’s basic 
attitude toward juvenile delinquency. Not the 
offense so much as the personadity of the offender 
is the most important consideretion.” Thirty-three 
percent of the boys were referzed to the court for 
stealing, while 67% of the girls were referred for 
sex offenses. Only 18% of the population, 7 to 17 
years of age in Philadelphia, were Negroes, but 
they furnished 45% of the icdividual delinquent 
children, Forty-one percent of the delinquent native 
white children of foreign or mixed parentage were 
Italians. Orly 48% of 3,762 cases examined were 
of normal intelligence. Indicative of the enlightened 
viewpoint of this court is the f=ct that no less than 
8 psychiatrists and 3 psychologists are attached to 
it. The number of psychiatric examinations during 
1945 was 7,675; of these 53% revealed no neuropsy- 
chiatric abnormalities. The mental defectives com- 
prised the largest group, 36%; the psychoneurotics, 
2.3% ; psychotics, 1.4%; psych=pathic personalities, 
1.1%; and <zlcoholics, 0.5%. 

This report will well repay the attention of the 
sociologist, criminologist, and pyc as well 
as the socially minded citizen. 

C. M. Crawrorn, if. D. 
Kingston (Qmtario) Penitentiary 
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Addiction: Some Theoretical Considerations as to 
Its Nature, Cause and Treatment: J. D. 
Reichard, 721, May ’47. 

Administrative Psychiatry: 

“Tt Can't Happen Here” (Ed.)}, 420, Nov. °46. 

Review of Psychiatric Progress, 1946, Symp.; 
Winfred Dverholser, 553, Jan. ’47. 

Age: See also Geriatrics. 

Agnosia, Apraxia, Aphasia, Their Value in Cere- 
bral Localization, 2nd ed.; J. M. Nielsen 
(R.), 842, May 47. 

Alcohol : 

Alcohol, Science and Society at the Yale School 
of Alcohol Studies (R.), 281, Sept. ’46. 

Alcohol Studies, Cornell University Medical Col- 
lege (Ed.), 841, May ’47. 

Review of Psychiatric Progress, 1946, Symp.; 
Karl M. 3owman, 528, Jan. ’47. 

Alcoholism : 

, Glucose Tchlerance in Chronic Alcoholism; Sam- 
uel C. arlan, and Clarence Cohn, 247, 
Sept. ’46. 

Scientific Approach to Chronic Alcoholism; Re- 
search Council on Problems of Alcohol (R.), 
285, Sept. ’46. 

* Allergic Individual, Emotions in the; 
Metzger, 597, Mar. ’47. 

American Board of Psychiatry and Neurclogy: 
Dates of examinations, 565, Jan. ’47. 
Diplomates, 132, July '46; 567, Jan. °47. 

New Headquarters, 277, Sept. ’46. 


Frank C. 


Suggested Three Year Full-Time Training Pro- 


gram for Psychiatrists (Ed.), 843, Mzy ’47. 
American Book Center for War Devastated Li- 
braries, Inc. (Ed.), 276, Sept. 46. 

American Group Therapy Association (Ed. ), 276, 
Sept. °46. 
American Journal of Occupational Therapy (Ed.), 

842, May "47. 
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American Psychiatric Association: 
A. Word from the President, 709, Mar. ’47. 
Annual Meetings: 
Chicago 1946—123, July 46. 
New York 1947—Program, 422, Nov. '46; 564, 
Jan. ’47. 
Constitution, Amendment, 562, Jan. ’47. 
Group for the Advancement of Psychiatry, 564, 
Jan. ’47. 
News Letter, 423, Nov. 46. 
Nominating Committee Report, 713, Mar. ’47. 
Proceedings, 1o2nd: ennual meeting, 249, Sept. 
"46; 381, Nov. ’46. 
Psychiatric Placement Service to be Continued, 
566, Jan. ’27. 
The Psychiatric Foundation, 563, Jan. '47. 
Aminophylline in Neuropsychiatric Disorders Asso- 
ciated with Cerebral Arteriosclerosis and Hy- 
pertensive Encephalopathy; Fritz Kant, and 
Hans H. Reese, 731, May '47. l 
Analgesia; | 
An Improved Method for Measuring Changes in 
the Pain Threshold Caused by Drugs; Frederic 
B. Flinn, and A. S. Chaikelis, 349, Nov. ’47. 
Annual Meetings: 
American College of Physicians, 131, July °46. 
American Occupational Therapy Association, 277, 
Sept. "46; 840, May "47. 
American Ph; yaciene. Literary Guild, 426, Nov. 
"46. 
American Prison Association, 425, Nov. '46. 
American Psychiatric Association: See Ameri- 
can Psychiatric Association. 
American Society of Electroencephalography, 
566, Jan. ’47. 


- Association for Research in Nervous and Mental . 


Disease, 279, Sept..’46. 
Biological Photograpkic Association, 127,. July 
*46. . 
Canadian Penal Congress, Windsor, 425, Nov. ’46. 
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Central Neuropsychiatric Association, 424, Nov. 
"46 


Children’s Bureau Conference on Cerebral Palsy 
(Ed.), 842, May ’47. 

Court Psychiatric Clinics Conference, 131, July 
"46. 

Electroshock Research Association, 130, July 46. 

International Congress of Anthropological and 
Ethnological Sciences, 131, July ’46. 

International Congress of Genetics, 710, Mar. ’47. 

Korea, Seoul University Medical School, 120, 
July °46. 

National Committee for Mental Hygiene, 132, 
July ’46; 711, Mar. "47. 

National Conference on UNESCO, 838, May ’47. 

New York Psychoanalytic Society, 128, July ’46. 

North Pacific Society of Neurology and Psychia- 
try, 423, Nov. 746. 

Panamerican Medical Coniederation, 841, May 
"47. 

Pennsylvania Psychiatric Society, 423, Nov. ’46. 

Philadelphia County Medical Society, 427, Nov. 


Philadelphia Psychoanalytic Society, 129, July 
*46. 

Psychiatric Nursing Institute, 129, July °46. 

Rehabilitation Conference, 710, Mar. ’47. 

Science, Philosophy and Religion, 7th Conference, 
424, Nov. '46. 

Southern Psychiatric Association, 425, Nov. ’46. 

Western State Psychiatric Institute and Clinic, 
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Paranoid Officer and Officer Paranee; Harald 
Rosen, and Hugh E. Kiene, 614, Mar. ’47. « 
Personal Problems Related to Army Ranz; 

Jerome D. Frank, 97, J uly "46. 


_ Pragmatic Psychotherapy in Military Training 


Centers; Bernard A. Cruvart, 622, Mar. ’47. 

Psychiatric Screening Aid for Pre-Combat 
Troops; Oscar B. Markey, and Miles M. Z:s- 
son, 376, Nov. 46. 

Psychoneurstics in Combat; Marvin R. Plesset, 
87, July '46. 

Psychosomatic Dermatologice] Syndromes in 
Military Service; Daniel J. Sullivan, and 
Eugene S. Bereston, 42, Julr ’46. 

Psychotherapeutic Aspects of Symptomatic Treat- 
ment; Jerome D. Frank, 21, July °46. 

Psychotherapy in Military Training Centers; 
Bernard A. Cruvant, 622, Mar. ’47. 

Racial Aspects of Emotional Problems of Negro 
Soldiers; Rutherford B. Stevens. 493, Jan. ’47. 

Residuals of Combat Induced Anxiety; Charles 
O. Sturdevant, 55, July ’46. 

Wechsler-Bellevute Scales in an Overseas General 
Hospital; Morton I. Teicher, and Erwin 
Singer, 91, July ’46. 


Army Air Force: 


Accomplishments of Psychiatry in the Army Air 
Forces ; John Milne Murray, 594, Mar. ’47. 


Art in the History of Medicine. The 16th Century 


Cures for Lunacy; Clements C. Fry, 351, Nov. 
’46. 


127, July °46; 710, Mar. ’47. . 

Anoxia as Measured by the Electroencephalogram 
and the Interaction Chronogram on Psycho- 
neurotic Patients; Jacob E. Finesinger, Erich 
Lindemann, Mary A. B. Brazier, and Eliot D. 
Chapple, 738, May °47. 

Anthropology : 

Role of the Aged in Primitive Society; Leo W. 
Simmons (R.), 714, Mar. ’47. 

Army: See also Army Air Force, Awards and Ci- 
tations, Military Psychiatry, Navy, Rehabili- 
tation, Veterans Adminisiration, World War I, 
World War II, War. 

Army Medical Films (Ed.}, 712, Mar. ’47. 

Army Medical Library Microfilm Service (Ed.), 
7tI, Mar. ’47. 

Comparison between the Neuropsychiatric Screen- 
ing Adjunct (NSA) and the Cornell Selectee 
Index (Form N); Harry C. Leavitt, 353, Nov. 
"46. 

Hypnosis in Treatment of Acute Combat Reac- B 
tions; Fred D. Kartchner, and Ija N. Korner, Behavior: 

630, Mar. "47. Primary Behavior Disorders and Psychopathic 

Men with Brain Damage; John A. Aita, 205, Personality. II. Inheritance of Electrocortical 
Sept. 746. Activity; Jacques S. Gocztliet, M. Coulson 

Mental Illness among Negro Troops Overseas: Ashby, and John R. Knott, 823, May 47. 
Herbert S. Ripley, and Stewart Wolf, 499, Problem Children with Abnormal Electroen- 
Jan. ’47. cephalograms, Dilantin Treatment; Charlotte 

Military Offences, Mediterranean Theatre of F, Walker, and Barbara B. Kirkpatrick, 484, 
Operation; Morse P. Manson, and Harry M. Jan. ’47. 

Grayson, 50, July ’46. Biochemistry : 

Neuropsychiatric Disease in the Demobitized Vet- Glucose Tolerance in Chroniz Alcoholism; Sam- 
eran; irving J. Burton, Merrill T. Eaton, Jr., uel C. Karlan, and Clarerce Cohn, 207, Sp 
and Herbert G. McMahan, 165, Sept. %46. ’46. 


este Psychosis in a Civilian; Felix H. Ocko, 
833, May ’47. 
Attendants: 

Program for Training in Men-al Hospitals; 
Laura W. Fitzsimmons, and Charles P. Fitz- 
patrick, 685, Mar. ’47. 

Autism, Infantile, Irrelevant and Metaphorical 
Language in; Leo Kanner, 242, Sept. ’c6. 
Auto-Fellatio, Report of a Case; Morris M. Kess- 
ler, and George E. Poucher 94, July ’46. | 
Autokinetic Phenomenon, An Experimenta” Study 

of Mental Patients through the; Albert Ei 
Voth, 793, May ’47. 
Awards: 
Awards and Citations, Worle War II, 1:8, July 
' 746; 560, Jan. ’47. 

Lasker Awards (1946), 425, Nov. °’45; 840, 
May ’47. 

Pi Lambda Theta Awards, 713, Mar. ’47. 
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Review o: Psychiatric Progress, 1946, Symp.; 

, Orthellz Langworthy, and John Whitehorn, 
515, Jar. '47. 

Biographical Sketch: 

Bowman, Kar! M., President 1944-1946; Harry 
C. Solomon, 18, July 46. 


Book Reviews: 


Abrahamsen, David; Crime.and the Human 


Mind, £72, Jan. '47. 
Abramson, Harold, et al.; Non-Projectiye Per- 
sonality Tests, 847, May 47. 
Bierring, W. L.; Rypins’ Medical Licensure Ex- 
aminations, 142, July ’46. 

Bochner, Ruth, and Halpern, Poue The 
Clinical Application of the Rorschach Test, 429, 
Nov. 746. 

Brandt, He erman F.; The Psychology of Sadok 
720, "47. 

Burgess, Srnest W. and Locke, Harvey 7.; The 
Family from Institution to Companionship, 716, 
Mar. ’47. 

Burks, Berbara: See Cook, Robert, jt. auth. 

Campbell, John D.; Everyday Psychiatry, 282, 
Sept. ’46. l 

Caughey, J. L., Jr.: See Draper, G., jt. auth. 

Cavins, Harold M.; National Health Agencies, 
137, July ’46. 

Cook, Robert, and Burks, Barbara; How Hered- 
ity Builds Our Lives, 719, Mar. °47. ; 

Cunninghem, Bess V.; Psychology for Nurses, 
(R.), 846, May ’47. 

Draper, G.. Dupertuis, C. W., and Caughey, J. L., 
Jr.; Human Constitution in Clinical Medi- 
cine, 137. July 46. 

Dumas, Alexander G., and Keen, Grace; A Psy- 
chiatric Primer for the Veteran’s Family and 
Friends, 429, Nov. ’46. 

Dunbar, Flanders; Psychosomatic Diagnosis, 717, 
Mar. 47. 

Dupertuis C. W.: See Draper, G., jt. auth. 

Ellery, R. S.: Psychiatric Aspects of Modern 
Warfare, 574, Jan. ’47. 

English, 0. Spurgeon, and Pearson, Gerald, 
H. J.; =motional Problems of Living, 429, 
Nov. 746. 

Grinker, Roy R., and Spiegel, John P.; Men 
under Stress, 138, July ‘46. 

Grinker, Roy R., and Spiegel, John P.; War 
Neuroses, 140, July ’46. 

= Halpern, Florence: See Bochner, Ruth, jt. auth. 

Hartley, Eugene; Problems in Prejudice, 847, 
May ’47. 

Heath, Clark W.; What People Are—A Study 
of Normal: Young Men, 280, Sept. ’46. 

Hewitt, Lester Eugene, and Jenkins, Richard L.; 
Fundamental Patterns of Maladjustment, 716, 
Mar. 47. 

Hinsie, Land F.; The Person in the Body, 576, 
Jan. "47. 

Hooton, Earnest; Young Man, You Are Nor- 
mal, 430, Nov. ’46. 

Jenkins, Richard L.: See Hewitt, Lester Eu- 
gene, jt. auth. 
Johnson, Wendell; 

May °47. 


People in Quandaries, 848, 
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Kardiner, Abram, et al.; The Psychological 
Frontiers of Society, 283, Sept. ’46. 

Karnosh, Louis J., and Zucker, Edward M.; A 
Handbook of Psychiatry, 142, July ’46. 

Keen, Grace: See Dumas, Alexander G., jt. auth. 

Lawton, George; New Goals for Old Age, 141, 
July 746. 

Lewis, Nolan D. C.: See Reese, Hans H. jt. 
auth, 

Locke, Harvey J.: See Burgess, Ernest W. jt. 
auth, 

March of Medicine 1945; Mcdern Attitudes in 
Psychiatry, 715, Mar. '47. 

Masten, Mabel: See Reese, Hans H., jt. auth. 

Moore, Arthur: Russell; The Individual in Sim- 
pler Forms, 720, Mar. "47. 

Municipal Court of Philadelphia 1945, 32nd an- 
nual report, 849, May ’47. 

Nathanson, Jerome; Science for Democracy, 
844, May ’47. 

Nielsen, J. M.; Agnosia, Apraxia, Aphasia, Their 
Value in Cerebral Localization, 2nd ed., 844, 
May 747. 

Pearson, Gerald H. J.: See English, O. Spur- 
geon, jt. auth. 

Preu, Paul William; Outline of Psychiatric Case 
Study, 282, Sept. 746. 

Quarterly Journal of Studies on Alcohol; Alco- 
hol, Science and Society, 281, Sept. ’46. 

Rank, Otto; Will Therapy and Truth and Real- 
ity, 136, July *46. 

Reese, Hans H., Masten, Mabel G., Lewis, Nolan 
D. C., and Sevringhaus, Elmer J.; The 1945 
Year Book cf Neurology, Psychiatry and En- 
docrinology, 139, July °46. 

Reich, Wilhelm; Character Analysis, 575, Jan. 


47. 

Reich, eae The Sexual Revolution, 575, 
Jan.’ 

Reik, T Cai The Unknown Murderer, 280, 
Sept. *40. 

Research Council on Problems of Alcohol; The 
Scientific Approach to Chronic Alcoholism, 285, 
Sept. ’46. 

Richardson, Henry E.; Patients Have Families, 
285, Sept. "46. 

Sadler, William S.; Modern Psychiatry, 846, 
May '47. 

Sevringhaus, Elmer L.: See Reese, Hans H, jt. 
auth. - 

Shaikh, A. H.: Correctional and Rehabilitation 
Work, 716, Mar. ’47. 

Silva, A. C. Pacheco e; A Assistência a psico- 
patas no Estado de Sao Paulo (Care of the 
Mentally Ill in São Paulo), 284, Sept. 46. 

Simmons, Leo W.; The Role of the Aged in 
Primitive Society, 714, Mar. ’47. 

Smith, Hubert Winston; Scientific Proof and 
Relations of Law and Medicine, 286, Sept. ’46. 

Spiegel, John P.: See Grinker, Roy R, jt. auth. 

Sourling, R. F. Glen; Practical Neurological 
Diagnosis, 715, Mar. 47. 

Stroup, Herkert Hewitt; Jehovah’s Witnesses, 
847, ‘May 47. 
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Temkin, Owsei; The Falling Sickness, 574, Jan. 


47. 
Thewlis, Malford W.; Care of the Aged, sth ed., 
846, May ’47. 
` Wechsler, I. S.; The Nearalowers. Point of 
View, 428, Nov. "46. 
Wolberg, Lewis R.; Hypnoanalysis, 845, May 
’ 7, 
Zucker, Edward M.: See Karnosh, Louis J., jt. 
auth. 


' Boston Medical Center for Children (Ed.), 273, 


Sept. 746. 

Bowman, Karl M., Biographical Sketch, President 
1944-1946; Harry C. Solomon, 18, July ’46. 

Brain Injury: 

Men with Brain Damage; John A. Aita, 205, 
Sept. ’46. 

Rorschach’s Tests as a Diagnostic Aid in Brain 
Injury; John A. Aita, Ralph M. Reitan, and 
Jane M. Ruth, 770, May 47. 

Brain Metabolism in Man; Unanesthetized and in 
Pentothal Narcosis; Williamina A. Himwich, 
Edmund Homburger, Robert Maresca, and 
Harold E. Himwich, 689, Mar. ’47. 

Brazil: 


A Assistencia a psicopatas no Estado de São- 


Paulo (Care of the Mentally Ill in São Paulo) ; 
A C. Pacheco e Silva (R.), 284, Sept. ’46. 
Bromide Intoxication, Transitory Schizophrenias 
Produced by; Max Levin, 229, Sept. ’46. 
Buenos Aires, Mental Hygiene in (Ed.), 841, 
May ’47. 


C 


California, Psychiatric Developments in -(Ed.), 
840, May ’47. l 

Cerebral Arteriosclerosis and Hypertensive En- 
cephalopathy, Use of Aminophylline in Neuro- 
psychiatric Disorders Associated with; Fritz 
Kant, and Hans H., Feese, 731, May ’47. 

Cerebral Lesion Resulting in Spatial Disorienta- 
tion; A. Z. Pfeffer, E. D. Friedman, and 
S. Bernard Wortis, 72, July ’46. 


Character Analysis; Wilhelm Reich (R.), 575, 


Jan. ’47. 
Cheney, Dr. C. O. Retires (Ed.), 274, Sept. ’46. 
Child Guidance Clinics in New York State, Expan- 
sion (Ed.), 128, July °46. 
Child Psychiatry : 

Dilantin Treatment for Behavior Problem Chil- 
dren with Abnormal Electroencephalograms; 
Charlotte F. Walker, and Barbara B. Kirk- 
patrick, 484, Jan. 47. 

Irrelevant and Metapnorical Language in Early 
Infantile Autism; Leo Kanner, 242, Sept. ’46. 

Medical Center for Children, Boston (Ed.), 273, 
Sept. ’46. 

Review of Psychiatric Progress, 1946, Symp.; 
Leo Kanner, 530, Jan. 47. 

Treatment of Emotionally Disturbed Children, 
Illinois (Ed.), 277, Sept. ’46. 

Use of Residence in Psychiatric Treatment with 
Children; J. Franklin Robinson, 814, May ’47. 
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Clinical Notes: 

A Veteran Uses General Semantics for Reha- 
bilitation, 113, July ’46. 

Clinical Psychiatry (Review of Psychiatric Proz- 
ress, 1946, Symp.); Nolan D. C. Lewis, 525, 
Jan. ’47. 

Commitment of the Mentally Il; 
(Corresp.), 271, Sept. 746. 

Conditioned Responses: 

Conditioned Response in Emo-ional Disturbances 
of War; Norbert Bromberg, 26, July 46. 
Conditioned Response to Fellatio; A. C. Corn- 
sweet, and M. F. Hayes, 76 July '46. 
Convulsive Shock Therapy: Sez also Electroshock 


Harold Rosen 


Therapy, Insulin Shock Therapy, Shock 
Therapy. 

Cornell Selectee Index: 

Comparison between the Neuropsychiatric 


Screening Adjunct (NSA) and the Cornell 
Selectee Index (Form N); Harry C. Leavitt, 
353, Nov. ’46. 

Minnesota Multiphasic Perscnality Inventory and 
Cornell Selectee Index, A Rapid Personality 
Evaluation; Harry Grant, 33, July 746. 

Minnesota Multiphasic Personality Inventory in 
Clinical Practice, with Notes on the Carnell . 
Index; Herbert C. Modlir, 758, May ’47. 

Correspondence i 
Dunlap, Knight, 117, July ’45. 
Fung, George D., 117, July ’46. 
, Larson, John A., 271, Sept. ’46. 

Rosen, Harold, 272, Sept. '45 

Taintor, Eliot, 270, Sept. ’4€. 

Tiebout, Harry M., 270, Sent. ’46. 

Crime: 

Correctional and Rehabil@etion Wore; A. H. 
Shaikh (R.), 716, Mar. 47. 

Crime and the Human Mis-d; David Abrahamsen 
(R.), 572, Jan. ’47. 

The Unknown Murderer; Theodor Reik (R.), 
280, Sept. ’46. 

Crutcher, Hester B., Appoirtment to U. S. Public 
Health Service (Ed.), 712, Mar. ’47. 


D 


Dandy, Walter Edward, 1836-1946 (O.), 143, July 
. 46. 
Delinquency : 
Correctional and Rehab-litation Work; A. H. 
Shaikh (R.), 716, Mar. ’47. 
Institutional Treatment of Juvenile Delinquents; 
Leonard M. Dub, 818, May ’47. 


‘Dermatology: 


Herpes Simplex and Second Degree Burn Induced 
under Hypnosis; Mortague Ullman, €28, May 
47. 

Psychosomatic Dermatological Svndrames in 
Military Service; Daniel J. Sullivan, and 
Eugene S. Bereston, 42, July ’46. 

Dilantin Treatment for Behavior Problem Children 
with Abnormal Electroencephalograrrs; Char- 
lotte F. Walker, and Barbara B. Ki-kpatrick, 
484, Jan. ’47. 
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Directory of Psychiatric Clinics, U. S. (Ed. ), 131, 
July "46. 
Drug Addiction: See also Addiction. 


E 


Electroencephalography : 
Dilantin Treatment for Beis: Prodlert Chil- 
dren with Abnormal Electroencepkalograms ; 
Charlotte F. Walker, and Barbara B. Kirk- 
patrick, 484, Jan. '47. 

Effects of Anoxia as Measured by the Electro- 
encephalogram on Psychoneurotic Patients; 
Jacob E. Finesinger, Erich Lindemann, Mary 
A. B. Brazier, and Eliot D. Chapple, 73&, May 

Electroencephalographic Patterns from the Base 

of the Brain; Milton Greenblatt, Daniel Funk- 

enstein, Daniel Miller, and Max Rinkel, 749, 

May °47. 

Review of Psychiatric Progress, 

l Frederic A. Gibbs, 519, Jan. ’47. 

Electroshock Therapy: See also Insulin Shock 
Therapy, Shock Therapy. 

Electric Shock Therapy in Psychoneurosis; Don- 
ald M. Hamilton, 665, Mar. ’47. 

Respiration during Electric Shock Treatment; 
Mark D. Altschule, Wolfgang M. Sulzbach, 
and Kenneth J. Tillotson, 680, Jan. ’47. 

Emotions: 

Conditioned Responses in Emotional Disturbances 
of War; Norbert Eromberg, 26, July 746. 

Emotional Problems of Living; O. Spurgeon 
English, and Gerald H. J. Pearson (R.), 429, 
Nov. ’46. 

Emotions in the Allergic Individual ; Frank C. 
Metzger, 697, Mar. ’47. 

Racial Aspects of Emotional Problems of Negro 
Soldiers; Rutherford B. Stevens, 493, Jan. °47. 

Treatment cf Emotionally Disturbed Children, 
Illinois (Ed.), 277, Sept. 46. 

Endocrinology (Review of Psychiatric Progress, 
1946, Symp.) ; Orthello Langworthy, and John 
Whitehorn, 515, Jan. 747. 

Epilepsy : 

Falling Sickness; A History of Epilepsy frem the 
Greeks to the Begiunings of Modern Neurol- 
ogy; Owsei Temkin (R.), 574, Jan. ’47. 

Genetics of Epilepsy; William G. Lennox, 457, 
Jan. ’47. 

New Drugs in Epilepsy Therapy, Phenantoin; 
Harry L. Kozol, 154, Sept. ’46. 

New Drugs in Epilepsy Therapy, Tridione and 
Mesantoin ; William C. Lennox, 1509, Sept. "46. 

New Drugs in Epilepsy Therapy, Tridione in the 
Control of Psychomotor Attacks; Russell N. 
DeJong, 162, Sept. °46. 

'. Psychotherapeutic Interviews in: Treatment of 
Epilepsy; Oskar Diethelm, 806, May ’47. 

Review of Psychiatric Progress, 1946, Sy=mp.; 
William G. Lennox, and Jean P. Davis, 522, 
Jan. ’47. 

State Hospital School for Epileptic Child-en ; 
R. L. Dixon, 811, May ’47. 

Eugenics and Heredity (Review of Psychiatric 
Progress, 1946, Symp.); Franz J. Kallmann, 
513, Jan. 47. 


1946, Symp.; 
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European Manuscripts on Medical and Related Sub- 
jects (Ed.), 712, Mar. ’47. 

Everyday Psychiatry; John D. Campbell (R.), 282, 
Sept. *4 


F 


Falling Sickness; A History of Epilepsy; Owsei 
Temkin (R.1, 574, Jan. °47. 
Familial Care: 

Family Care and Cut-Patient Clinics in 1946 
(Review of Psychiatric Progress, 1946, 
Symp.) ; Eoratio M. Pollock, 542, Jan. '47. 

Family from Institution to Companionship; 
Ernest W. Burgess, and Harvey Locke (R.), 
716, Mar. 747. 

Family Mental Disease in Private Practice; 
Abraham Myerson, 323, Nov. "46. 

Fellatio, Conditioned Response to; A. C. Corn- 
sweet, and M. F. Hayes, 76, July ’46. 
Feliowships : ; 

Helen Putnam Fellowship for Advanced Re- 
search in Genetics or Mental Health (Ed.), 
424, Nov. ’46. 

Forensic Psychiatry: See es Legislation. 

Commitment of the Mentally Ill; Harold Rosen 
(Corresp.), 271, Sept. ’46. 

Lew and Medicine Master Index to the Sym- 
sosium Series: edited by Hubert Winston 
Smith (R.), 285, Sept. ’46. 

Review of Psychiatric Progress, 1946, Symp.; 
Winfred Overholser, 553, Jan. ’47. 

France, Letter from; P. Cossa, 433, Jan. 47; (Ed. ), 
563, Jan. ’47. 

Fundamental Patterns of Maladjustment; Lester 
Eugene Hewitt, and Richard, L. Jenkins (R.), 
716, Mar. 47. 


- 


G 


General Medicine; 

Psychotherapy for the General Practitioner, A 
Program for Training; Thomas A. C. Rennie, 
653, Mar. *47. : 

Generel Semantics: 

A Veteran Uses General Semantics for Rehabili- 
tation (Ed.), 113, July ‘46. 

New Institute Headquarters (Ed.), 425, Nov. ’46. 

Genetics : 

Genetic Theory of Schizophrenia. An Analysis 
of 691 Schizophrenic Twin Index Families; 
Frank J. Kallmann, 300, Nov. '46. 

Genetics in U.S.S.R. (Ed.), 125, July 46. 

Genetics of Epilepsy; William G. Lennox, 457, 
Jan. ’47. 

Geriatrics : 

Care of the Aged; Malford W. Thewlis, sth ed. 
(R.), 846, May ’47. 

New Goals for Old Age; George Lawton (R.), 
141, July ’46. 

Review of Psychiatric Progress, 1946, Symp.; 
Karl M. Bowman, 528, Jan. ’47. 

Rôle of ‘the ‘Aged in Primitive Society; Leo W. 
Simmons (R.), 714, Mar. ’47. 
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Glucose Tolerance in Chronic Alcoholism; Samuel 
C. Karlan, and Clarence Cohn, 247, Sept. 46. 

Group Psychotherapy as a Method of Treatment 
for Veterans; Martin Grotjahn, 637, Mar. ’47. 


_ Group Therapy in Teaching Psychotherapy; Sam- 


uel B. Hadden, 644, Mar. ‘47. 


H 


Hackfield, Mrs. Margaret, Appointment to Mental 
Hygiene Society, Hawaii (Ed.), 278, Sept. 46. 

Hamilton, Dr, Samuel W., President, Honored 
(Ed.), 275, Sept. 746. 

Handbook of Psychiatry; Louis J. Karnosh, and 
Edward M. Zuker (R.)}, 142, July ’46. 

Helen Putnam Fellowship for Advanced Research 
in Genetics or Mental Health (Ed.), 424, Nov. 
"46. 

Heredity : 

Family Mental Disease in Private Practice; 
Abraham Myerson, 323, Nov. ’46. 

Genetic Theory of Schizophrenia. An Analysis 
of 691 Schizophrenic Twin Index Families; 
Franz J. Kallmann, 309, Nov. ’46. 

Genetics of Epilepsy; William G, Lennox, 457, 
Jan. ’47. 

Heredity and Eugenics (Review of Psychiatric 
Progress, 1946, Symp.); Franz J. Kallmann, 
513, Jan. '47. 

How Heredity Builds Our Lives; Robert Cook, 
and Barbara Burks (R.), 7109, Mar. "47. 

Herpes Simplex and Second Degree Burn In- 
duced under Hypnosis; Montague Ullman, 828, 
May 47. 

Historical : 

Art in the History of Medicine. The 16th 
Century Cures for Lunacy; Clements C. Fry, 
351, Nov. 746. 

History of the Developmer:t of the Concept a 
Functional Nervous Disease during the Past 
2500 Years; A. Warren Stearns, 289, Nov. ’46. 

Psychiatric Resources of New York; S. Bernard 
Wortis, and Morris Herman, 705, Mar. '47. 

Homosexual Woman, The; Jane MacKinnon, 661, 
Mar. ’47. 

Human Constitution in Clinical Medicine; G. 
Draper, C. W. Dupertuis, and J. L. Caughey, 
Jr. (R.), 137, July *46. 

Hyperthyroidism, Phobia as a Symptom in; Ber- 
nard J. Ficarra, and Ralph A. Nelson, 831, May 


47. 
_ Hypnoanalysis; Lewis R. Wolberg (R.), 845, May 


47: 
Hypnosis: 

Herpes Simplex and Second Degree Burn Induced 
under Hypnosis; Montague Ullman, 828, May 
"47. 

Hypnosis in Treatment of Acute Combat Reac- 
tions; Fred D. Kartchner, and Ija N. Korner, 
630, Mar. "47. 


I 


Individual in Simpler Forms; Arthur Russell 
Moore (R.), 720, Mar. ’47. i 
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Industrial Psychiatry : 
Current Trends in Industrial Fsychiatry; Leor- 
ard E. Himler, 149, Sept. ’46 
Psychiatry in Hanford; Walter A. Noehrer, 200, 
Sept. ’46. 
Psychiatry in Industry; Frederic W. Dershimer, 
145, Sept. ’46. 
Review of Psychiatric Progress, 1946, Symp.; 
C. C. Burlingame, 549, Jan. *47. 
Institutional Treatment of Juvenile Delinquents ; 
Leonard M. Dub, 818, May ’z7. 
Insulin Shock Therapy: See also Electrcshock 
Therapy, Shock Therapy. ` 
Insulin Therapy and its Futur2; Earl D. Bond, 
and Jay T. Shurley, 338, Nor. ’46. 
Intelligence, Freliminary Test of: Margaret Keller, 
Irvin L. Child, and Frederic< C. Redlich, 785, 
May °47. 


“It Cant Happen Here” (Ed.), 420, Nov. ’45. 


J 


Janet, Pierre (Ed.), 837, May ’<7. 
Japanese Mil:tary Psychiatry in Korea; Milton 
Miles Berger, 214, Sept. 746. 
Japanese Neuropsychiatry; Henry A. Cotton, Jz., 
and Franklin Ebaugh, 342, Nov. ’46. 

Jehovah's Witnesses; Herbert Hewitt Stroup (R.>, 
847, May ’47. 

Journal of Clinical Psychopathelogy (Ed.), .564, 
Jan. °47. 

Juvenile Delinquency: See Delirquency. 


K 


Kasanin, Jacob S., 1897-1946 (O.), 287, Sept. ’46. 

Knight, Dr. Robert P, Appointed to Austen Riggs 
Foundation (Ed.), 840, May ’47. 

Kolb, Dr. Lawrence, Appointed Deputy Director 
to State of California (Ed.) 840, May ’47. 


L 
Langley Porter Clinic Refresher Course (Ed.), 123, 
July *46. 
Lasker Awards 1946 (Ed.), 426, Nov. ’46; 840, 
May ’47. 


Legislation: See also Forensic Psychiatry. 

Commitment of the Mentally Ill; Harold Rosen 
(Corresp.), 271, Sept. ’46. 

National Mental Health Act, 417, Nov. °45. 

Leucotomy: See also Lobotomy. 

Orbital Cortex Syndrome following Leucotory ; 
F. Reitman, 238, Sept. ’46. 

Levine, Dr. Maurice, Appointed to University of 
Cincinnati (Ed.}, 565, Jan. 47. 
Lobotomy: See also Leucotomy. 

Prefrontal Lobotomy, Prelim nary Appraisal of 
the Behavioral Results; V/ard C. Halstead, 
Hugh T. Carmichael, and Faul C. Bucy, 217, 
Sept. "46. 

Long Island College of Medicine, Educazion at 
(Ed.), 128, July °46. 

Louis Gross Memorial Lecture (Ed.), 278, Sept. 
"46. . 
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Medical Education: See also Psychiatric Education. 

Medical Licensure Examinations (Rypin? ), 5th ed.; 
W. L. Bierring (R.}, 142, July ’46. 

Medical Students: 

Psychiatric Factors in Medical Students Who 
Fail; R. W. Waggoner, and Thornton Wood- 
ward Zeigler, 369, Nov. °46. 

Memorial Lectures: 

Louis Gross Memorial Lectures, 278, Sept. ’46. 

Salmon Lecturer 1946, Dr. David M. Levy, 278, 
Sept. ’46. 

Men Under Stress; Roy R. Grinker, and John P. 
Spiegel (R.), 138, July ’46. 

Menopausal Women, Personality Studies in; Karl 
Stern, and Miguel Prados, 358, Nor. ’46. 

Mental Deficiency (Review of Psychiatric Prog- 
ress, 1946, Symp.) ; Leo Kanner, 533, Jan. ’47. 

Mental Disease, Familial, in Private Practice; 
Abraham Myerson, 323, Nov. ’46. 

Mental Health: 

Mental Health Program, Ohio (Ed.) 278, Sept. 
”46. 

National Mental Health Act (Ed.), 417, Nov. 


46. 

National Mental Health Grants (Ed.), 711, Mar. 
47. 

Mental Hygiene Appointments, Ohio (Ed.), 426, 
Nov. 746. 

Mental Hygiene in Buenos Aires (Ed. , 841, 
May ’47. 

Mental Illness, A Study of the Modification of, by 
Intercurrent Physical! Disorders; Hollis E. 
Clow, and Curtis T. Prout, 179, Sept. ’46. 

Mesantoin, New Drug in Epilepsy Therapy; Wil- 
liam G. Lennox, 159, Sept. ’46. 

Meyer, Dr. Adolf, Eightieth Birthday (Ed.), 275, 
Sept. 746. 

Military Psychiatry: See Army, Army Air Force, 
Awards and Citations, Navy, Rehabilitation, 
Veterans Administration, World War, War. 

Japanese Military Psychiatry in: Korea; Milton 
Miles Berger, 214, Sept. ’46. 

Military Offenders at the Ninth Service Com- 
mand Rehabilitation; Isidore I. Weiss, 172, 
Sept. ’46. 

Psychiatric Aspects of Modern Wak: R. S. 
Elery (R.), 574, Jan. *47. 

Review of Psychiatric Progress, 1946, Symp.; 

Winfred Overholser, 553, Jan. 47. 

The Selectee and His Complaints: William 
Rottersman, 79, July ’46. 

World Wars I and II: ae 
Comparative Incidence of Neuropsychiatric 

Casualties in World War I and World War 
II; John W. Appel, Gilbert W. Eeebe, and 
David W. Hilger, 196, Sept. ’46. 
Psychiatric Experience in the War, r941-1946; 
William C. Menninger, 577, Mar. ’z7. 
Psychiatric Lessons from World War II; 
Francis J. Braceland, 587, Mar. ‘47. 

Minnesota Multiphasic Personality Inventory and 
Cornell Selectee Index. A Rapid P2rsonality 
Evaluation; Harry Grant, 33, July ’46. 
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Minnesota Mul<iphasic Personality Inventory in 
Clinical Practice with Notes on the Cornell 
Index; Herbert C. Modlin, 758, May ’47. 

Modern Attitudes in Psychiatry; The March of 
Medicine 1945 (R.), 715, Mar. '47. 

Modern Psychiatry; William S. Sadler (R.), 846, 
May ’47. | 

Moore, Dom. Thomas Verner Moore, Testimonial 
Dinner (Ed.), 713, Mar. ’47. 

Municipal Court of Philadelphia (1945), 32nd an- 
‘nual report (R.), 849, May ’47. 

Murderer, The Unknown, Theodor Reik (R.), 286, 
Sept. '46. 


Music: 


Psychoanalytical Approach to the Masculine and 
Feminine Principles in Music; Margaret Tilly, 
477, Jan. '47. 

N 
Nail Biting, Incidence, Allied Personality Traits 
-and Military Significance; Joel Milam Hill, 
185, Sept. ’46. 
Narcosis: 

Brain Metabolism in Man; Unanesthetized and 
in Pentothal Narcosis; Williamina A. Him- 
wich, Edmund Homburger, Robert Maresca, 
and Harold E. Himwich, 689, Mar. ’47. 

National Health Agencies; Harold M. Cavins (R.), 
137, July "46. 

National Institute of Social Relations (Ed.), 130, 
July ’46. 

National Mental Healtn Act (Ed.), 417, Nov. ’46. 

National Mental Health Act, Grants (Ed.), 711, 
Mar. °47. ` 

National Society for Medical Research (Ed. ‘ 273, 
Sept. ’46. 

Navy: 

Conditioned Responses in Emotional Disturbances 
of War; Norbert Bromberg, 26, July °46. 

Nail Biting, Incidence, Allied Personality Traits 
and Military Significance; Joel Milam Hill, 
185, Sept. °46. 

Oriental Stoicism; James Clark Moloney, 60, 
July °46. 

Psychiatric Casualties in Submarine Warfare; 
Ivan F. Duff, and C. W. Shilling, 607, Mar. ’47. 

Negro: 

Mental Illness among Negro Troops Overseas; 
Herbert S. Ripley, and Stewart Wolf, 499, 
Jan. ’47. 

Racial Aspects of Emotional Problems of Negro 
Soldiers ; Rutherford B. Stevens, 493, Jan. 47. 

Neurology : 

Practical Neurological Diagnosis; 
Spurling (R.3, 715, Mar. 47. 
The Neurologists Point of View; I. S. Wechsler 

(R.), 428, Nov. 46. 
Neuropathology : 

Cerebral Lesion Resulting in Spatial Disorienta- 
tion; A. Z. Pfefer, E. D. Friedman, and 
S. Bernard Wortis, 72, July ’46. 


R. R. Glen 


; 
‘4 


A 


1947] 


Men with Brain Damage; John A. Aita, 205, 
Sept. 746. 

Psychiatric Syndromes in Patients with Organic 
Brain Disease. I. Diseases of the Basal Gan- 
glia; Charles Brenner, Arnold P. Friedman, 
and H. Houston Merritt, 733, May 47. 


Review of Psychiatric Pregress, 1946, Symp; 


Orthello Langworthy, and: John C. Whitehorn, 
515, Jan. '47. 
Neuroses: See Psychoneuroses. 

History of the Developmert of the Concept of 
Functional Nervous Disease during the Past 
2500 Years; A. Warren Stearns, 289, Nov. ’46. 

Neurosyphilis (Review of Psychiatric Progress, 
1946, Symp.) ; Augustus S. Rose, and Harry C. 
Solomon, 524, Jan. 47. 

New Goals for Old Age; George Lawton (R.), 
141, July ’46. 

New York: 

New York State Dept. of Mental Hygiene, Ap- 
pointments (Ed.), 131, July °46. 

New York State Hospital, Buildings and Im- 
provements (Ed.), 564, Jan. ’47. 

Psychiatric Resources of New York; S. Ber- 
nard Wortis, and Morris Herman, 705, Mar. 
"47. 


O 


Obituaries: 
Dandy, Walter Edward (1886-1946), 143, July 
’46. 
Kasanin, Jacob S. (1897-1946), 287, Sept. '46. 


Tufford, Norman Grant (1896-1946), 432, Nov. 


”46. 


Occupational Therapy (Review of Psychiatric ` 


Progress, 1946, Symp.) ; Lawrence F, Woolley, 
547, Jan. '47. 
Officers: 
The Paranoid Officer “a the Officer Paranee; 
Harold Rosen, and Hugh E. Kiene, 614, Mar. 


3 


47. 
Ohio’s Mental Health Program (Ed.), 278, Sept. 
"46. ; 
Oriental Stoicism; James Clark Moloney, 60, July 


46. 

Out-Patient Mental Clinics in 1946 (Review of Psy- 
chiatric Progress, 1946, Symp.); Horatio M. 
Pollock, 542, Jan. ’47. 


P 


Pain Threshold: 

An Improved Instrument for Measuring Changes 
in the Pain Threshold Caused by Drugs; Fred- 
erick B. Flinn, and A. S. Chaikelis, 349, Nov. 
"46. 

Patients Have Families; 
(R.), 285, Sept. ’46. 

People in Quandaries; 
848, May °47. 

Peptic Ulcers, Psychological Factors in Men with; 

' Frederic T. Kapp, Milton Rosenbaum, and 
John Romano, 700, Mar. ’47. 


Henry B. Richardson 
Wendell Johnson (R.), 
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Person in the Body, The; Leland F. Hinsie (R 1, 
576, Jan. ’47. 

Personality : 

Minnesota Muttiphasic Pecah Im entary 
and Cornell Selectee Inder. A Rapic Per- 
sonality Evaluation; Harry Grant, 33, Jaly ’45. 

Minnesota Multiphasic Persorality Inventory tn 
Clinical Practice with Notes on the Cornell 
Index; Herbert C. Modlin, ~58, May ’4”. 

Non-Projective Personality Tests; Hareld A. 
Abramson, et al. (R.)}, 847, May ’47. 

Personality Studies in Menopaasal Women; Karl 
Stern, and Miguel Prados, 358, Nov. ’46 

Phenantoin, Treatment in Epilepsy; Harry L. 
Kozol, 154, Sept. 46. 

Phobia as a Symptom in Hyperthyroidism; Eernard 
J. Ficarra, and Ralph A. Nedson, 831, May ’47. 

Physical Disorders, A Study o? the Modificaticn 
of Mental Illness by Intercurrent; Hcllis E. 
Clow, and Curtis Prout, 17¢, Sept. ’46. 

Physical Signs of Schizophrenia; Theophil Klirg- 
mann, 69, July ’46. 

Physiological Treatment of Psychoses (Review of 
Psychiatric Progress, 1946 Symp.); Joseph 
Wortis, 538, Jan. ’47. 

Pi Lambda Theta Awards, 713, Mar. ’47. 

Positions : 

American Psychiatric Association Psychiatric 
Placement Service, 566, Jan. '47. 

Boston, Mass., Residencies, Pratt Diaznostic 
Hospital, 842, May ’47. l 

Boston, Mass., Veterans Administration Train- 
ing Courses, 565, Jan. "47. 

Dallas, Texas, Residency in Neuropsychiat-y, 710, 
Mar, ’47. 

Georgia, Psychiatric Posts, 71c, Mar. ’47. 

Huntington, West Virginia, Psychiatrisl Vet- 
erans Administration, 712, Mar. ’47. 

Lansing, Michigan, Psychiatr:st in Boys’ Vosa- 
tional School, 565, Jan. ’47. 

Los Angeles, California, Psychiatric Directrr, 
424, Nov. ’46; Residency in Veterans Aimiris- 
tration, 423, Nov. 746. ` 

New York, New York State Dept. of Mental 
Hygiene, Openings in Psrchiatry and Psy- 
chology, 710, Mar. 47; School Psychiatrist, 
424, Nov. '46. 

Portland, Oregon, Psychiatrist, Child Gaidanze 
Clinic, 840, May ’47. 

Topeka, Kansas, Menninger Foundation, 54, 
Jan. 747. 

Washington, D. C.; Neuropsychiatric Consul- 
tants, Office of the Surgeon General, 719, Mer. 
47 

Western State (Pa.) Psychiatric Institute, Re- 
search Positions, 278, Sept. 46. 

` Wichita, Kansas, Guidance Center, 710, Mar. ‘47. 

Prefrontal Lobotomy: See Letrotomy, Lobotorry. 

Pregnancy, Shock Therapy in Psychoses During 
(Case Report) ; Carrol C. Turner, and Leonard 
D. Wright, 834, May °47. 

Presidential Address, May 1945; Karl M Bow- 
man, I, July ’46. 

Primitive Society, Réle of the Aged in; Leo Wee 
Simmons (R.), 714, Mar. '=7. 
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Problems in Prejudice; Eugene Hartley (R.), 
847, May ’47. 

Proceedings, American Psychiatric Association, 
ro2znd Annual Meeting, Chicago, 240, Sept. 46; 
381, Nov. ’46. 

Psychiatric Aspects of Modern Warfare; 
Ellery (R.), 574, Jan. ’47. 

Psychiatric Case Study, Outline of; Paul William 
Preu (R.), 282, Sept. ’46. 

Psychiatric Clinics in United States, 
(Ed.), 131, July *46. 

Psychiatric Education: 

Alumni Appraisal of Psychiatric Piüctoni Wil- 
liam C. Porter, and Henry A. Davidson, 440, 
Jan. ’47. 

Americen Board of Psychiatry and Neurology, 
Suggested Three Year Full Time Training 
Program for Psychiatrists (Ed.), 843, May 
"47. 

Group Therapy in Teaching Psychotherapy; 
Samuel B. Hadden, 644, Mar. ’47. 

Psychiatry in Medical Education: The Teacher- 
Characteristics and Qualifications; John C. 
Whitehorn, 446, Jan. °47. 

Review of Psychiatric Progress, 1946, Symp.; 
Charles A. Rymer, 556, Jan. °47. 

Use of Private Patients for Psychiatric Teach- 
ing in a Medical School; Titus H. Harris, 
and John L. Otto, 649, Mar. ’47. 

What Should be Taught; Nolan D. C. Lewis, 
450, Jan. ’47. 

Psychiatric Foundation, The (Ed.), 563, Jan. ’47. 

Psychiatric Nursing (Review of Psychiatric Prog- 
ress, 1946, Symp.); Mary E. Corcoran, 544, 
Jan. *47. 

Psychiatric Personnel Placement Service to be 
Continued (Ed.), 566, Jan. 747. 

Psychiatric Primer for the Veterans’ Family and 
Friends; Alexander G. Dumas, and Grace Keen 
(R.), 429, Nov. *46. 

Psychiatric Social Work: 

Review of Psychiatric Progress, 1946, Symp.; 
Thomas A. C. Rennie, 545, Jan. ’47. 

Student Social Work Aides, New York (Ed.), 
129, July ’46. 

Psychiatry in Prospect; 
Mar. 47. 

Psychoanalysis: 

Character Analysis; Wilhelm Reich (R.), 575, 
Jan. *47. 

Hypnoanalysis; 
May ’47. 

Psychoanalysis and the Unconscious (Corresp.) ; 
Henry J. Myers, 117, July 46. 

Psychoanalytical Approach to the Masculine and 
Feminine Principles in Music; Margaret Tilly, 
477, Jan. 47. 

School of Applied Psychoanalysis (Ed.), 276, 
Sept. ’46. 

Sexual Revolutior; Wilhelm Reich (R.), 575, 
Jan. ’47. 

Will Therapy and Truth and Reality; Otto 
Rank (R.), 136, July ’46. 


R. S. 


Robert H. Felix, 600, 


Lewis R. Wolberg (R.), 845, 
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Psychology: See alsc Tests. 

Individual in- Simpler Forms; Arthur Russell 
Moore (R.), 720, Mar. *47. 

New Rôle of Psychological Testing in Psychia- 
try; Karl Menninger, David Rapaport, and 
Roy Schafer, 473, Jan. ’47. 

Non-Projective Personality Tests; Harold A. 
Abramson, et al. (R.), 847, May ’47. 

Psychological Factors in Men with Peptic UI- 
cers; Frederic T. Kapp, Milton Rosenbaum, 
and John Romana, 700, Mar. ’47. 

Psychological Frontiers of Society, 2nd Ed.; 
Abram Kardiner, et al. (R), 283, Sept. 746. 

Psychologist’s Contribution "to the Psychiatric 
Hospital; Charles O. Cheney, and Edward I. 
Strongin, 65, July 746. 

Psychology of Seeing; Herman F. Brandt (R.), 
720, Mar. ’47. 

Psychology for Nurses; Bess V. Cunningham 
(R.), 846, May 747. 

Non-Projective Personality Tests; Harold A. 
Abramson, et al. (R.), 847, May 747. 

Psychometrics (Review of Psychiatric Progress, 

1946, Symp.) ; F. L. Wells, 532, Jan. ’47. 

Psychomotor Attacks, Tridione in Control of; 

Russell N. DeJong, 162, Sept. ’46. 

Psychosomatic Medicine: 

Psychosomzetic Approach to the Problem of Stut- 
tering in Psychotics; Dominick A. Barbara, 
188, Sept. ’46. 

Psychosomatic Dermatological Syndromes in 
Military Service; Daniel J. Sullivan, and Eu- 
gene S. Bereston, 42, July ’46. 

Psychosometiec Diagnosis; Flanders 
(R.), 717, Mar. ’47. 

Review of Psychiatric Progress, 1946, Symp.; 
Nolan D. C. Lewis, 535, Jan. ’47. 

Psychoneurosis: See also Neuroses. 

Effect of Anoxia Measured by the Electroen- 
cephalogram on Psychoneurotic Patients; Jacob 
E. Finesinger, Erich Lindemann, Mary A. B. 
Brazier, and Elict D. C. Chapple, 738, May 


? 


Dunbar 


Electric Shock Therapy in Psychoneurosis ; Don- 
ald M. Hamilton, 665, Mar. ’47. 

Psychoneurotics in Combat; Marvin R. Plesset, 
87, July ’46. 

Psychopathic Personality: 

Primary Behavior Disorders and Psychopathic 
Personality. II. Inheritance of Electrocortical 
Activity; Jacques S. Gottlieb, M. Coulson 
Ashby, and John R. Knott, 823, May °47. 

Rorschach Patterns of 28 Cases; Keith D. 
Heuser, 105, July 46. 

Psychosurgery {Review of Psychiatric Progress, 
1946, Symp.) ; Nolan D. C. Lewis, 535, Jan. ’47. 
Psychotherapy : 

Brief Psychocherapeutic Interviews in Treat- 
ment; Oskar Diethelm, 806, May-’47. 

Pragmatic Psychotherapy in Military Training 
Centers; Bernard A. Cruvant, 622, Mar. ’47. 

Psychotherapeutic Aspects of Symptomatic 
Treatment; Jerome D. Frank, 21, July ’46. 

Psychotherapy for the General Practitioner, A 
Program for Training; Thomas A. C. Rennie, 
653, Mar. ’27. 


i 
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Racial: 

Mental Illness among Negro Troops Overseas; 
Herbert S. Ripley, and Stewart Wolf, 490, 
Jan. 47. 

Racial Aspects of Emotional Problems of Negro 
Soldiers; Rutherford B. Stevens, 493, Jan. ’47. 

Regional Psychiatry: 

New York, Psychiatric Resources: S. Bernard 
Wortis, and Morris Herman, 705, Mar. ’47. 

Rehabilitation: See also Veterans Administration. 

A Veteran Uses, General Semantics for Rehabili- 
tation (Ed.), 133, July ’46. 

Rehabilitation of Military Offenders at the Ninth 
Service Command Rehabilitation Center; Isi- 
dore I. Weiss, 172, Sept. ’46. 

Residuals of Combat Induced Anxiety; Charles O. 
Sturdevant, 55, July ’46. 

Respiration during Electric Shock Treatment; 
Mark D. Altschule, Wolfgang M. Sulzbach, 
and Kenneth J. Tillotson, 680, Jan. ’47. 

Review of Psychiatric Progress, 1946 (Sympo- 
sium), 513, Jan. ’47. 

Rockefeller Foundation, 
(Ed.), 425, Nov. 746. 

Rorschach Test: See also Tests. 

Clinical Application of the Rorschach Test; Ruth 
Bochner, and Florence Halpern (R.), 429, 
Nov. 746. 

Psychiatric Screening Aid for Pre-Combat 
Troops; Oscar B. Markey, and Miles M. Zis- 
son, 377, Nov. ’46; 

Psychopathic Personality, Rorschach Patterns 
of 28 Cases; Keith D. Heuser, 105, July °46. 

Rorschach Courses at Michael Reese Hospital 
(Ed.), 713, Mar. ’47. 

Rorschach’s Test as a Diagnostic Test in Brain 
Injury; John A. Aita, Ralph M. Reitan, and 
Jane M. Ruth, 770, May °47. 

Situational and Attitudinal Influences on Ror- 
schach Responses; Abraham S. Luchins, 780, 
May 1947. 

Rypins’ Medical Licensure Examinations; W. L. 
Bierring (R.), 142, July *46. 


Annual Report, 1045 


S 


Salmon Lectures, 1946, Dr. David M. Levy, Lec- 
turer (Ed.), 278, Sept. ’46. 
Sao Paulo: 

A Assistencia @ psicopatas no Estado de São 
Paulo (Care of the Mentally Ili in the State 
of São Paulo); A. C. Pacheco e Silva (R.), 
284, Sept. ’46. 

Schizophrenia : 

Genetic Theory, An Analysis of 691 Schizo- 
phrenic Twin Index Families; Franz J. Kall- 
mann, 309, Nov. 46. 

Physical Signs of Schizophrenia; 
Klingmann, 60, July ’46. 

Transitory Schizophrenias Produced by Bro- 
mide Intoxication; Max Levin, 229, Sept. 46. 

Science for Democracy; Jerome Nathanson (R.), 
844, May °47. 


Theophil 
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Scientific Proof and Relations f Law and Medi- 
cine Master Index to the “ymposium Series; 
edited by Hubert Winston Smith (R.), 286, 
Sept. ’46. 

Screening Tests: See Tests. 

Selectee and Eis Complaints; William Rottersman, 
79, July 46. 

Semantics; Sez General Semantcs. 

Seton Institution (Ed.), 128, Juty °46. 

Sexual Revolution; Wilhelm Rech (R.), 575, Jan. 
"47. | 

Shock Therapy: See also Ele-troshock Therapy, 
Insulin Stock Therapy. 

An Evaluation of Shock Therepy; Leon Salzman, 
669, Mar. ’47. 

Shock Therapy in Psychoses During Pregnancy 
(Case Report) ; Carrol C. Tarner, and Leonard 
D. Wright, 834, May ‘47. 

Situational and Attitudinal Influ-nces on Rorschach 
Responses; Abraham S. Lu ‘hins, 780, May ’47. 

Sleeper, Dr. Francis H., heads +ugusta State Hos- 
pital (E1.), 276, Sept. 46. ) 

Social Work: See also Psychiaric Social Work. 

Salary Rat2s in Social Work CEd.), 840, May °47. 

Sociatry (Ed.}, 712, Mar. ’47. 

Spatial Disorientation, Cerebra Lesion Resulting 
in; A. Z. Pfeffer, E. D. Fri dman, and S. Ber- 
nard Wars, 72, July ’46. 

State Hospitzl School for Epileptic Children; R. |. 
Dixon, 811, May 747. 

Stuttering ir. Psychotics, A Isychosomatic A9- 
proach; Dominick A. Barbra, 188, Sept. 46. 

Submarine Warfare, Psychiat-ic Casualties in; 
Ivan F. Duff, and C. W. ShE ling, 607, Mar. '47. 

Symptomatic Treatment, Psychotherapeutic As- 
pects of; Jerome D. Frank, 21, July ’46. 


T 


Tests: See also Rorschach Tets. 
Comparison between the Neuropsychiatric 
Screening Adjunct (NSAI and the Cornell 
Selectee Index (Form N) >; Harry C. Leavitt, 
353, Nov. *46. 

Experimental Study of Menta Patients through 
the Autokinetic Phenomenoi; Albert C. Voth, 
793, May *47. 

Minnesota Multiphasic Per-onality Inventory ` 
and Cornell Selectee Index; A Rapid Personal- 
ity Evaluation; Harry Grart, 33, July "46. 

Minnesota Multiphasic Persozality Inventory in 
Clinical Fractice with Notes on the Cornell 
Index; Harbert C. Modlin, 758, May 747. 

New Rôle of Psychological besting in Psychia- 

- try; Karl Menninger, Da~id Rapaport, and 
Roy Schafer, 473, Jan. ’47. 

Non-Projective Personality Tests; Harold A.. 
Abramson, et al. (R.), 847, day ’47. 

Preliminary Test of Intelligen-e, A Brief Test of 
Adult Intelligence Designet for Psychiatric 
Examiners; Margaret Keller, Irvin L. Child, 
and Frederick C. Redlich, 7&5, May ’47. 
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Psychiatric Factors in Medical Students Who 
Fail; R. W. Waggoner, and Thornton Wood- 
ward Zeigler, 369, Nov. ’46. 

Psychiatric Screening Aid for Pre-Combat 
Troops; Oscar B. Markey, and Miles M. Zis- 
son, 377. Nov. ’46. 


Wechsler-3ellevue Scales in an Overseas Hos- _ 


pital; Morton I. Teicher, and Erwin Singer, 
9I, July ’46. 

Tridione in zhe Control of Psychomotor Attacks; 
Russell N. DeJong, 162, Sept. ’46. 

Tridione, New Drug in Epilepsy Therapy; William 
G. Lennox, 159, Sept. 46. 

Tufford, Norman Grant, 1896-1946 (O.), 432, Nov. 
46. 

Twins: l 

Genetic Theory of Schizophrenia; An Analysis 

of 691 ‘Schizophrenic Twin Index. Families; 
Franz J. Kallmann, 309, Nov. ’46. 


U 


U. S. Public Health Service: 
Psychiatry in Prospect; Robert H. Felix, 600, 
Mar. 747. 


y 


Veterans Administration: See also Army, Army 
Air Force, Military Psychiatry, Navy, Reha- 
bilitation. World War I, World War II. 

Blind Veterans under Veterans Administration 
(Ed.), 842, May ’47. 

Care and Treatment of the Psychiatric Patient 
in Veterans Administration; Harvey J. Tomp- 
kins, and Alfred W. Snedeker, 467, Jan. ’47. 

Group Psychotherapy in Treatment for Veterans, 
637, Mar. ’47. 

Neuropsychiatric Disease in the Demobilized 
Veteran; Irving J. Burton, Merrill T. Eaton, 
Jr., and Herbert G. McMahan, 165, Sept. ’46. 

Neuropsychiatric Program of Veterans Adminis- 
tration; Daniel Blain, and John H. Baird, 463, 
Jan. ’47. 

Paraplegic Centers under Veterans Administra- 
tion (Ed), 839, May 747. 

Veterans Administration Mental Health Policy 
(Ed.), 277, Sept. ’46. 


Veterans Administration, Neuropsychiatric Ser- 
vice (Ed.}, 830, May ’47. 

Veterans Administration News (Ed.), 839, May 

147. 

War Neuroses; Roy R. Grinker, and John P. 
Spiegel (R.>, 138, July '46. 


W 


Wall, Dr. James H., Heads New York Hospital, 
Westchester Division (Ed.), 276, Sept. ’46. 
War: See also Army, Army Air Force, Awards 
and Citations, Military Psychiatry, Navy, 
Rehabilitation, Veterans Administration, World 

War. 

Wayne University College of Medicine, Expansion 
(Ed.), 130, ruly ’46. 

Wechsler-Bellevue Scales in an Overseas General 
Hospital; Morton I. Teicher, 
Singer, 91, July ’46. 

Western State (Pa.) Psychiatric Institute, Re- 
search Positions (Ed.), 278, Sept. ’46. 

What People Are, A Study of Normal Young Men; 
Clark W. Heath, et al. (R.), 280, Sept. ’46. 
Will Therapy and Truth and Reality; Otto Rank 

(R.), 136, July ’46. 

World Wars I and II: See Army, Army Air 
Force, Awards and Citations, Military Psy- 
chiatry, Navy, Rehabilitation, Veterans Admin- 
istration, War. 

Comparative Incidence of Neuropsychiatric Cas- 


ualties in World War I and World War II; | 
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